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5 round  the  country  all  year  ’ round 
reports  published  in  the  medical  literature 
keep  telling  THE  BENADRYL  STORY*. 

quick  and  economical  relief  in 
the  majority  of  cases  of  allergy 

Report  after  report  corroborates  BENADRYL’S  clinical  efficacy. 
Study  after  study  attests  its  value  as  an  anti-histaminic  agent  in 
urticaria,  penicillin  and  other  drug  sensitizations,  food  allergy, 

..  4» 

serum  reactions,  contact  dermatitis,  hay  fever,  erythema 
multiforme,  pruritic  skin  lesions,  angioneurotic  edema,  and 
vasomotor  rhinitis. 


BENADRYL  HYDROCHLORIDE  (diphenhydramine  hydrochloride  P.  D.  & Co.)  is 
available  in  Kapseals®  of  50  mg.  each,  in  capsules  of  25  mg.  each,  and  as  a palatable 
elixir  containing  10  mg.  in  each  teaspoonful.  Descriptive  literature  on  request. 

$ 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Now  More  Zhan  Suer 
Zke  Physician ’s  Advice  Js  Needed 

Much  confusion  has  resulted  in  the  public’s  mind  because  of 
the  conditions  prevailing  in  the  food  field.  Lessened  food 
availability,  the  need  of  many  people  to  economize,  and  the 
desire  to  cooperate  with  the  government’s  aim  toward  world" 
relief,  may  well  lead  to  deterioration  of  the  nutritional  state, 
unless  competent  guidance  is  offered. 

The  physician’s  advice  appears  particularly  important  in 
the  realm  of  protein  nutrition.  Lack  of  appreciation  by  some 
people  for  the  more  economical  cuts  and  grades  of  meat,  as 
well  as  the  variety  (or  organ)  meats,  frequently  interferes 
with  the  use  of  these  excellent  sources  of  high  quality  protein. 

All  meat,  whatever  the  kind  or  grade,  or  organ  meat, 
supplies  the  essential  amino  acids  indispensable  for  body  main" 
tenance,  growth,  repair  and  many  other  essential  functions. 

Furthermore,  all  meat — regardless  of  cut  or  kind — is  96 
to  98  per  cent  digestible. 

By  encouraging  wider  utilization  of  lower  priced  meats 
the  medical  profession  can  render  a real  service  to  budget 
conscious  patients  in  maintaining  the  quality  of  protein 
nutrition  and  the  wholesomeness  of  the  daily  diet. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  ofthe  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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MESANTOIN 

(Methyl-Phenyl-Ethyl-Hydantoin ) 

FOR  THE  MANAGEMENT  OF  EPILEPSY 

Anthony  E.  Loscalzo  (Journal  of  the  American  Medical  Association,  October 
25,  1947)  states  that  3-methyl-5,  5-phenylethylhydantoin  (Mesantoin) 
is  superior  to  other  hydantoins  in  present  use  in  the  treatment  of  grand 

mal  seizures. 

ADVANTAGES 

Effective  in  resistant  cases  of  epilepsy — especially  grand  mal 
seizures,  well  tolerated  and  low  incidence  of  side  effects. 

SUPPLIED 

Tablets  of  0.1  Gm.,  Bottles  of  50,  250  and  1000 

Bibliography  Sent  on  Request 

SANDOZ  CHEMICAL  WORKS,  INC,  new  york 

Pharmaceutical  Division 

West  Coast  Office 

— 450  Sutter  Street  San  Francisco  8.  California 
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picture  or  how  8.  J.  Bender 
became  a nutritive  failure.... 

Bender  is  but  one  of  the  great  American  army  of  chair-warmers, 
shining  examples  of  the  need  for  two-pants  suits.  Exercise?  They  lie  down 
until  the  thought  of  it  passes.  y\ppetite?  They  seek  the  bizarre  in  food  to  goad 
their  tired  taste  buds.  Result?  In  too  many  cases,  sub-clinical  vitamin  deficiency — a 
condition  in  which  the  sedentary  worker  has  a host  of  companions  in  nutritional 
crime:  the  food  faddists,  chronic  dieters,  excessive  smokers,  alcoholics  and  many 
others.  Dietary  reform  is  the  physician's  first  thought,  of  course — vitamin  supple- 
mentation usually  the  second.  And  the  vitamin  preparation  specified  very  often 
carries  the  "Abbott”  name.  There  is  a wide  variety  of  vitamin  preparations 
available  in  the  complete  Abbott  line  . . . for  oral  and  parenteral  use  . . . for 
almost  any  patient's  needs,  age  or  taste.  If  you  are  not  already  familiar 
with  Abbott’s  dependable  vitamin  products,  they  are  worth  your  inves- 
tigation—and  trial.  Abbott  Laboratories,  North  Chicago,  Illinois 

SPECIFY 

Abbott  Vitamin  Products 


DISTINCTIVE 


Estinyl*  (ethinyl  estradiol)  is  distinctive 
among  oral  estrogens. 

Ethinyl  estradiol  is  a derivative  of  the  true 
follicular  hormone,  alpha-estradiol.  It  is  more 
potent,  milligram  for  milligram,  than  any  other 
oral  estrogen,  natural  or  synthetic,  in  clinical 
use  today. 

It  induces  that  therapeutically  important  “sense 
of  well-being'”  characteristic  of  the  natural 
estrogens.  Its  cost  is  low,  making  it  available 
to  all  women. 

It  offers  the  convenience  of  estrogen  therapy 
by  mouth;  and  provides  relief  with  a rapidity 
almost  equal  to  parenteral  hormone  treatment. 


DOSAGE:  One  Estinyl  Tablet  of  0.05  mg.  daily.  In 
severe  cases  two  to  three  tablets  may  be  prescribed  daily 
and  dosage  reduced  as  symptoms  are  alleviated. 

Estinyl  (ethinyl  estradiol)  Tablets  of  0.05  mg.  (pink)  and 
0.02  mg.  (buff),  in  bottles  of  100,  250  and  1,000.  Estinyl 
Liquid,  0.03  mg.  per  4 cc.,  in  bottles  of  4 and  16  oz. 


CORPORATION  • BLOOMFIELD,  N.  J. 


ESTINYL 

(ethinyl  estradiol) 
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CLAIM 


vs. 

DIFFERENCE 


WHAT  value  have  claims  of  superiority  unless  there  is  a 
difference  in  formula  or  process  to  justify  such  claims? 

l ake  cigarettes  for  example. 

Philip  Morris  Cigarettes  are  made  differently,  in  the 
clinic  as  well  as  in  the  laboratory,  the  advantages  of  Philip 
Morris  have  been  repeatedly  observed,  repeatedly  reported 
by  recognized  authorities  in  leading  medical  journals.  Yes, 
Philip  Morris  claims  superiority  . . . and  that  superiority 
h as  been  proved  * 

May  we  suggest  that  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  change  to  Philip 
Morris  — the  one  cigarette  proved  definitely  less  irritating. 


Philip  Morris 

Philip  Morkis  & Co.,  Ltd.,  Inc., 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope , Feb.  1935,  Vol.  XLV , No.  2,  149-154  Proc.  Soc.  Exp.  Biol,  and  Med..  19  34.  32.  241 

Laryngoscope,  Jan.  1937.  Vol.  XLVII,  No.  1,  58-60  N.  Y.  State  Journ.  Med.,  Vol.  35.  6-1-35.  No.  11.  590-592. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  b end  — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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middle  age  a youthful  spirit 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

With  " Premarin such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence ..  .the  "plus"  in  "Premarin" 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1.25  mg.  and 
0.625  mg.,-  liquid,  0.625  mg.  in  each  4 cc.  ( 1 teaspoonful) . 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin/' 
other  equine  estrogens  ...  estradiol,  equilin,  equilenin,  hippulin  . . . 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 
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UNFAVORABLE  PELVIC  TILT 

In  the  correction' of  postural  symptoms,  the  physician  relies  on  Spencer  as  the 
support  of  choice  because  he  knows  that  each  Spencer  Support  is  individually 
designed,  cut,  and  made  for  each  patient. 


SPENCER  SUPPORTS 


MAUDE  KEEN 

Registered  Spencer  Corsetiere 


BEFORE 


AFTER 


Phone: 

3-4623 


SPENCER  SUPPORT  SHOP 


Phoenix,  Arizona 


706  N.  First 
Street 


Let  "EDIPHONE"  Be  Your  "DOCTOR"  for  Your  Office  Ailments 


mm 


PETERSON,  BROOKE.  STEINER  £,  WIST 


530  W.  Wash. 


Phoenix 


Phone  2-2301 


Arizona  Distributor 
THE  EDISON  ELECTRONIC 
VOICEWRITER 

"EDIPHONE” 


It's  a handsome  addition  to  any  office.  And 
it's  just  as  useful  as  it  is  beautiful.  Whenever 
a thought  occurs,  whenever  there's  a memo, 
a letter,  a report  to  write,  you  just  step  on  the 
button  and  start  talking. 

THERE'S  A NEW  EXCITING 
EXPERIENCE  AWAITING  YOU! 


A TIME  SAVING  DEVICE 
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SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


IT  AMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 


Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 


the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  44 We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 


MEAD’S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD’S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc.  bottles  and  boxes  of  50 
and  250  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.S.A. 
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SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  EL  PASO 


Monoplex  All-Plastic 
Artificial  Eyes 

NOW  AVAILABLE  IN  PHOENIX 

They  are  life-like,  will  not  roughen  or  discolor.  Guaranteed  unbreakable. 
Very  reasonably  priced  and  immediate  delivery  made. 

We  have  a complete  stock  and  make  delivery  at  time  of  fitting. 
Greatest  service  ever  offered  in  Plastic  Eyes 

• 

PHOENIX  OPTICAL  DISPENSERS 

Main  Office  Branch  Office 

14  East  Monroe  1512  North  7th  St. 

4-7806  3-0897 


Vol.  5,  Xo.  1 
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th  e far-  reach  ing 
effects  of 


4 mniotin  therapy 


AMNIOTIN,  Squibb  complex  of  natural 
mixed  estrogens,  provides  menopausal 
therapy  beyond  the  mere  relief  of  vasomotor 
symptoms.  Amniotin  does  more  than  relieve  climacteric 
flushes  and  sweating.  The  patient  experiences  a heightened 
feeling  of  well-being,  improved  strength  and  vigor,  and  “a 
greater  sense  of  general  relief,  exclusive  of  the  amelioration 
of  hot  flashes”.1  These  are  advantages  attributed  by  many 
investigators  to  natural  estrogen  therapy. 


Side-effects  such  as  dizziness,  headache,  or  nausea  are  rare 
with  Amniotin  therapy.  Amniotin  is  well  tolerated.  It  is  easily 
metabolized  by  the  body;  readily  detoxified  by  the  liver. 


^ TRAHEMARK 


complex  of  rial  lira! 
mixeil  estrogens 


Amniotin  therapy  is  readily  adaptable  to 
each  individual  case.  Whether  symptoms 
are  mild,  moderate  or  severe,  oral  and 
intramuscular  forms  in  a variety  of 
potencies  fulfill  every  need.  Capsule  sup- 
positories are  also  available. 

/.  J.  Clin.  End o.  3:89  (Feb. I 1943. 
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350  MADISON  AVENUE,  NEW  YORK  17,  N Y 

In  Canada  write  The  Borden  Company,  Limited,  Spadina  Crescent,  Toronto 

mull-Soy 


• _ • 


sensitive 


MULL-SOY  is  a liquid  hypoallergenic  food  prepared  from  water, 
soy  flour,  soy  oil,  dextrose,  sucrose,  calcium  phosphate,  calcium 
carbonate,  salt  and  soy  lecithin;  homogenized  and  sterilized. 
Available  in  !5'/a  fl  oz.  cans  at  drug  stores  everywhere. 


when  milk 

becomes  "forbidden  food'- 


• When  children  (infants  and 
adults,  too)  are  unable  to  tolerate 
the  animal  proteins  in  cow  s 

milk,  MULL-SOY— the  emulsified  soy 
concentrate  — is  the  replacement 
of  choice.  It  is  highly  palatable,  and 
easily  digestible,  without  the 
offending  proteins  of  animal  origin 

• MULL  SOY  is  a biologically 
complete  vegetable  source  of  all 
essential  amino  acids.  In  standard 
1:1  dilution,  it  also  provides 

the  other  important  nutritional 
factors  of  fat,  carbohydrate  and 
minerals  in  quantities  that  closely 
approximate  those  of  cow’s  milk. 

® To  prepare  MULL  SOY,  simply 
dilute  with  equal  parts  of  water. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 


Vol.  5,  No.  1 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Medical  Arts  Building,  543  E.  McDowell  Road,  Phoenix,  Arizona.  Phone  2-31  14 


Have 
a Coke 


AR-EX 


WHEN 

IS  DUE  TO  COSMETICS 


Symptoms  ore  often  allayed  when  offending  al- 
lergens are  removed.  Prescribe  AR-EX  Cosmetics 


FREE  FORMULARY 

DR 

ADDRESS 

CITY 

STATE 
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all  in  therapeutic 


Potency 


yet,  all  concentrated  in  this  $.ZYMACAP 


* 


which  contains . . . 


Vitamin  A 12,500  U.  S.  P.  units 

Vitamin  D 1,000  U.  S.  P.  units 

Thiamine  Hydrochloride  ( B i ) ....  5 mg. 

Riboflavin  (B2) 5 mg. 

Pyridoxine  Hydrochloride  (B6)  ....  2 mg. 

Calcium  Pantothenate 10  mg. 


Two  Zymacaps  daily  provide  from  5 to 
1 0 times  the  established  minimum  daily 
maintenance  requirements  in  keeping 
with  modern  dosage  recommendations. 
Available  in  bottles  of  24  and  100. 


Nicotinamide 30  mg. 

Ascorbic  Acid  (C) 100  mg. 


• Trademark,  Reg.  1T.  S.  Pat.  Off. 


FINE  PHARMACEUTICALS  SINCE  1886 


Upjohn 


KALAMAZOO  99.  MICHIGAN 
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THE  SMITH-DORSEY  CO 
Lincoln,  Nebraska 

BRANCHES  AT  LOS  ANGELES  A! 
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Garden  Grove  Sanitarium 
is  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  the 
sanitarium  one  of  choice  to  the  discriminating. 


ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM 
GARDEN  GROVE: -CALIFORNIA 


'Internal  Medicine 
Nervous  Disorders 
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“Man  that  is  born  of  a woman  is  of 


few  days,  and  full  of  trouble.”  j.b xiv.i 


Even  in  the  face  of  great  advances  in  medical 
knowledge,  the  lives  of  many  infants  are 
still  literally  "of  few  days  and  full  of 
trouble,"  for  62.1%  of  the  total  infant 
mortality  occurs  within  30  days  after 
birth.*  During  this  fatal  first  month, 
every  precaution  must  be  taken  to 
ward  off  troubles  of  early  infancy. 

Adequate  nutrition,  resistance  to  dis- 
ease and  freedom  from  hazardous 
diarrhea,  colic  or  digestive  upset  all 
may  be  materially  advanced  by  giving 
special  attention  to  the  first  feedings. 

'Dexin'  has  proved  an  excellent  "first 
carbohydrate"  because  of  its  high  dex- 
trin content,  ltd)  resists  fermentation  by 
the  usual  intestinal  organisms;  (2)  tends  to 
hold  gas  formation,  distention  and  diarrhea 
to  a minimum;  and  (3)  promotes  the  forma- 
tion of  soft,  flocculent,  easily  digested  curds. 

Simply  prepared  in  hot  or  cold  milk,  'Dexin'  brand 
High  Dextrin  Carbohydrate  provides  well -taken  and 
well-retained  nourishment.  'Dexin'  does  make  a difference 


*Vital  Statistics — Special  Reports:  Vol.  25,  No.  12,  National  Office  of 
Vital  Statistics,  Washington,  D.  C.  (Oct.  15)  1946,  p.  206. 


HIGH  DEXTRIN  CARBOHYDRATE 


‘Dexin’ 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition.  American  Medical  Association. 

‘Dexin'  Reg.  Trademark 


Literature  oil  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y 
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NEXT  MONTH  IN  THIS 
SPACE-  m mm 


DISTRICT  NO.  1 

Arizona  state  Nurses  Ass  n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS'N ) 

Nurses’  Professional  Registry 

2538  N.  1 0TH  ST.  PHOENIX  4-4151 


— a new  column  — notes  from  your 
Cutter  Detail  Man  featuring  the  kind 
of  stuff  you  like  to  talk  about  when  I 
call  in  person. 

for  doctors 
only 

When  you  want  more  facts  about  a 
Cutter  product  than  a regular  ad  can 
give— when  you  want  the  "intimate” 
detail  on  a new  product  or  idea— when 
you  want  maybe  the  latest  story  I’ve 
picked  up  on  my  rounds— you  will  find 
them  in  this  column  — exclusive! 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


PREMIUMS 
COME  FROM 


/ PHYSICIANsX 
SURGEONS 
\ DENTISTS  / 


CLAIMS  < 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  Indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


read  the  inside  story 

Who’s  the  villain  in  the  Dip-Pert -Tet 
case  — and  when  can  you  get  plenty? 
How  research  multiplies  the  blood 
fractions.  Why  "old  maids”  make  safer 
intravenous  solutions.  All  this  and 
more  starting  next  month  in  the  first 
episode  of  "Tales  and  Details”  from 


CUTTER  LABORATORIES 
Berkeley  1,  California 


$3,000,000.00  $14,000,000.00 

I NVESTED  ASSETS  PAID  FOR  CLAIMS 

S200.000  deposited  with  State  of  Nebraska  lor  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


NEW  ADDRESS: 

ARIZONA  STATE  MEDICAL 
ASSOCIATION 

Suite  642  — Security  Building 
234  N.  Central  Avenue 
Phoenix,  Arizona 
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in  the  patient's  hands 


— 0.05%  S0lUTI0N 


— 0.1%  SOLUIIOK 

/ 

- 

v .-.A-  A”";'  'tAA  ■■ 

-V  f 

PRIVINE 


in  your  hands 


PRIVINE  hydrochloride,  O.C5  per  cent,  is  sufficiently  potent 
to  produce  long-lasting  relief  in  the  average  case  of 
nasal  congestion  in  patients  of  all  ages.  It  is  therefore  the 
Privine  preparation  of  choice  for  regular  prescription  purposes. 


Privine  hydrochloride,  0.1  per  cent,  fills  the  need  for  an 
agent  which  will  produce  the  intense  vasoconstriction 
frequently  necessary  for  adequate  visualization  and 
for  pre-  and  post-operative  shrinkage.  It  is  therefore 
the  Privine  preparation  of  choice  for  direct  use  in  the 
office  or  hospital. 


When  properly  administered,  Privine  hydrochloride 
induces  prolonged  vasoconstriction  with  relative  freedom 
from  local  or  general  side  effects.  Three  drops  will 
usually  produce  nasal  decongestion  lasting  3-6  hours. 
Overdosage  should  he  avoided. 


Issued : 0.05 %,  bottles  of  1 fl.  oz.  and  16  fl.  ozs.  • Jelly,  0.05%,  tubes  of  20  Gm. 
0.1%,  bottles  of  16  fl.  ozs.  only 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


ESSEI 


2 /mm 


PRIVINE  (brand  of  napha%pltnt\  • TracU-mark  Rtg.  U.  S.  Par.  Off . 
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We  specialize 

in  filling 

Doctors'  Prescriptions  for 
CAMP  SCIENTIFIC  SUPPORTS 


LARSON'S 
Phone  4-9906 


LOV-E'  CORRECTIVE  BRASSIERES 
* 

Mrs.  Larson  is  a Graduate  of 
Camp  Surgical  School  in  Chicago 

Corset  Fashions 


39  W.  Adams 
PHOENIX 


The  STETHETRON 


Emphasizes  the  Sounds 
You  Wish  to  Hear 


M A I C O 

invites  your  inquiry 


ELECTRONIC  STETHOSCOPES 
PRECISION  AUDIOMETERS 
FINE  HEARING  AIDS 


90%  of  America's  Precision  Hearing  Test 
Instruments  are  MAICO 

Audiograms  of  hard  of  hearing  patients 
furnished  without  charge 


MAICO  SOUTHWEST 


16A.  N.  Second  Ave. 
Phone  3-5255 
PHOENIX 


650  N.  Sixth  Ave. 
Tucson  Prof.  Bldg. 
Tucson 


First  Avenue 
at  Jefferson 


Haldiman  Brothers 

Guardian  Insurance  Agency 


FIRE,  AUTOMOBILE,  CASUALTY, 
FIDELITY  AND  SURETY  BONDS 


Representing  Old  Reliable  Companies 

SINCE  1897 


Phone 

4-3115 
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Streptomycin  Experience  Pointed  The  Way 
To  This  New,  Improved  Merck  Form 


IT  PROVIDES 

(1)  increased  purity 

(2)  minimum  pain  on  injection 

(3)  uniformly  high  potency 

Now  available  for  Streptomycin  therapy 
is  this  new  form — Streptomycin  Merck 
(Calcium  Chloride  Complex).  Devel- 
oped in  The  Merck  Research  Laborato- 
ries, where  pioneer  work  on  this  valu- 
able antibacterial  agent  was  conducted, 
the  new,  improved  form  of  Streptomycin 
is  recommended  as  an  adjunct  in  the 


treatment  of  certain  types  of  urinary  tract 
infection,  selected  cases  of  tuberculosis, 
and  other  infections  due  to  susceptible 
strains  of  gram-negative  organisms. 

Ask  for  the  New 
DATA  CHART 

This  new  quick-reference  chart  gives 
essential  data  on  the  clinical  uses,  storage, 
preparation  of  solutions,  administration, 
and  dosage  of  Streptomycin  Merck 
(Calcium  Chloride  Complex).  It  will 
be  mailed  to  you  on  request.  Write  to 
Merck  & Co.,  Inc.,  Rahway,  N.  J. 


22 


Arizona  Medicine 


January , 1J4S 


EXCELLENT  SUPPORT  for  the 

PENDULOUS  ABDOMEN 


Same  patient  after  application  of 
support  (skeleton  indrawn). 


Patient  with  pendulous  abdomen 
(skeleton  indrawn). 


c/yv/vp 


Clinicians  are  calling  attention  to  the  ill  effects 
of  the  pendulous  abdomen  more  frequently  than 
formerly. 

Research  discloses  that  the  increased  weight  of  the 
abdomen,  carrying  the  center  of  gravity  forward,  puts 
strain  on  muscles  of  back  and  feet;  that  ultimately  round 
shoulders  and  increased  cervical  and  lumbar  curves  de- 
velop; that  the  diaphragm  and  abdominal  viscera  lie  on  a 
lower  plane  than  normally;  that  eventually  respiratory  and 
circulatory  symptoms  appear. 

S.  H.  Camp  & Company,  recognizing  this  proportionate  irregu- 
larity and  the  frequency  of  its  occurrence,  has  made  supports  for 
many  years  for  these  obese  persons  and  for  those  in  whom  the  obes- 
ity is  largely  confined  to  the  abdomen. 

Camp  surgical  fitters  are  taught  to  fit  patients  with  pendulous  abdomen 
in  the  reclining  position;  thus  the  intestines  are  redistributed  to  the 
sides  and  back  of  the  abdomen  and  the  support  will  hold  them  there. 

The  Camp  Support  illustrated  is  especially  efficient  in  holding  the  viscera  in 
their  redistributed  position  by  reason  of  the  support  given  to  the  pelvis. 


S.  H.  CAMP  AND  COMPANY.  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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(full  details  upon  request) 


KOROMEX  JELLY 
KOROMEX  CREAM 


provide 


the  two  companion  items 
contain  the  same  active  ingredients 
(and  same  pH)  differing  only  in 
degree  of  lubrication 


fastest  spermicidal  time 


measurable  under  Brown  and 
Gamble  technique 


proper  viscosity 


for  cervical  occlusion 


stable  over  long  period  of  time 

non -toxic 


pH  that  is  uniform  with 
vaginal  flora 

low  index  of  irritability 


time  tested  clinical  record 


send  for  literature 


prescribe  Koromex  Jelly  and  Koromex  Cream  with  confidence 


Active  ingredients:  Boric  acid  2.0S,  oxyquinolin  benzoate  0.02S  end 

phenylmercuric  acetate  0.02%  in  suitable  jelly  and  cream  bases.  by  the  makers  of  Koromex  Diaphragm 


HOLLAND  -RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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The  observation  that  nutritional  de- 
ficiencies rarely  occur  singly,  and  the 
fact  that  individual  nutrients  are  not 
metabolized  by  themselves  but  in 
conjunction  with  others,  are  both 
well  established.  Hence  dietary  sup- 
plementation— in  order  to  be  effec- 
tive— must  provide  more  than  merely 
isolated  nutrients. 

The  dietary  supplement  of  Ovaltine 
and  milk  presents  a rational  mixture 
of  essential  nutrients  of  wide  clinical 
applicability.  It  supplies  not  only  B 


complex  vitamins,  but  also  ascorbic 
acid,  the  fat  soluble  vitamins  A and 
D,  biologically  complete  protein,  and 
readily  utilizable  caloric  food  energy 
in  the  form  of  fat  and  carbohydrate. 

This  dietary  supplement  is  espe- 
cially useful  to  compensate  for  the 
inadequacies  of  a deficient  diet,  and 
is  valuable  when  given  in  conjunction 
with  specific  nutrients  when  specific 
deficiencies  are  detected.  Easily 
digested  and  of  low  curd  tension,  it 
presents  no  undue  digestive  burden. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 
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For  medically  sound  reduction  of  overweight 


Benzedrine  Sulfate— rational  and  accepted 


Benzedrine  Sulfate,  by  safely  depressing  the  overweight  patient’s  appetite, 
ordinarily  curbs  excessive  eating.  Lowered  caloric  intake  and  loss  of  weight  naturally 
follow.  Hence,  Benzedrine  Sulfate  therapy  is  medically  sound  and  highly  effective. 


Thyroid— irrational,  potentially  dangerous  and  widely  condemned 

In  overweight,  most  authorities  strongly  condemn  thyroid  therapy  as  irrational 
and  potentially  dangerous,  except  in  those  rare  instances  when  an  accompanying 
hypothyroidism  has  been  definitely  demonstrated. 

Benzedrine  Sulfate — unlike  thyroid — ordinarily,  in  the  proper  dosage,  has 
no  significant  effect  on  the  basal  metabolic  rate,  blood  pressure,  or  heart  rate. 

Harris,  Ivy  and  Searle,1  after  a comprehensive  series  of  functional  tests,  conclude: 

”No  evidence  of  deleterious  effects  of  the  drug  (amphetamine  sulfate)  was  observed.” 

'Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M. : the  mechanism  of  amphetamine-induced  loss  of 
weight:  A Consideration  of  the  Theory  of  Hunger  and  Appetite,  J.A.M.A.  134:1468  (Aug.  23)  1947. 


Tablets  Capsules  Elixir  One  of  the  fundamental  drugs  in  medicine 

Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  AMA  for  use  in  treatment  of  overweight. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


(EG.  U.5.  PAT.  OFF.  FOR  RAC! 
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from  the  third  week  of  life 
to  adolescence . . . 


i 


UKIOUUL  IN  PROPYLENE  GLYCOL 

MILK  DIFFUSIBLE  VITAMIN  D PREPARATION 
ODORLESS  • TASTELESS  • ECONOMICAL 


The  simplicity  and  conven- 
ience of  using  milk  diffusible 
Drisdol  in  Propylene  Glycol  facil- 
itate patient  cooperation  from 
early  infancy  to  adolescence. 

An  average  daily  dose  of 
2 drops  in  milk  for  infants  and 
from  4 to  6 drops  for  children 
provides  effective  low-cost 
vitamin  D protection  throughout 
the  critical  years  of  growth  and 
development. 

Available  in  bottles  of  5,  10 
and  50cc.  with  special  dropper  de- 
livering 250  U.S.P.  units  per  drop. 


\\  I / / 

WINTHROP  STEARNS 


DRISDOL,  trademark  reg. 

U.  S.  Pat.  Off.  & Canada, 
brand  of  crystalline  vitamin  D z 
(calciferol)  from  ergosterol 


INC. 


New  York  13,  N.  Y.  Windsor , Ont. 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 
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Experience  is  the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 

Bennett  s experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


DURING  the  wartime  cigarette  shortage, 
people  smoked  many  different  brands — any 
brand  they  could  get.  And  as  they  smoked — they 
naturally  compared  the  different  brands  . . . for 
taste,  for  mildness,  for  coolness  . . . for  all-round 
smoking  enjoyment.  More  and  more  smokers 
found  from  the  experience  of  those  comparisons 
that  Camels  suit  them  best. 

Result?  More  people  are  smoking  Camels  than 
ever  before! 

According  to  a Nationwide  survey: 


A tore  Doctors  Smoke  CA31JEE/S 

than  any  other  eiyarette 


Three  nationally  known  independent  research  organizations  asked 
113,597  doctors  — in  every  branch  of  medicine  — to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brund. 
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1 P'eCI  „ 

2 Ab*»'p"°n 

* cs::>  A*on 


For  oral  use  0.2  rag.  tablets — vials  of  30,  bottles  of 
100  and  500;  0.1  rag.  tablets  — bottles  of  100  and 
500  • For  intravenous  injection:  1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is  absolutely 
uniform  . . . standardized  by  weight,  prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated  dosage  is 
only  one  thousandth  that  of  digitalis  leaf.  Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost  no 
irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body  as  long 
as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0. 1-0.2  gram  digitalis. 

P U R O D I G I 

CRYSTALLINE  DIGITOXIN 


WYETH 


INCORPORATED 


PHILADELPHIA  3,  PA. 
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Th  is  is  the  battle  banner  of  the  National  Foun- 
dation for  Infantile  Paralysis.  The  slim,  sword- 
like torch  is  the  stern  symbol  of  a tireless  war 
on  a dreaded  disease. 


DO 

YOU 

KNOW 

WHAT 


THESE 

SYMBOLS 

STAND 

FOR? 


The  finest  of  doctors  and  scientists  have  given 
of  their  time  and  skill  and  knowledge  to  fight 
poliomyelitis.  And  annually  since  its  inception 
in  1938,  the  National  Foundation  for  Infantile 
Paralysis  has  conducted  the  March  of  Dimes, 
in  a nation-wide  appeal  for  funds  to  carry  on 
the  work. 

The  familiar  blue  and  white  symbol  above  your 
neighborhood  drug  store  tells  you  that  he  is 
a Rexall  druggist.  Some  10,000  Rexall  Drug 
Stores  throughout  the  nation  are  proud  to  join 
with  the  American  people  in  support  of  the 
1948  March  of  Dimes,  from  January  15  to 
January  30. 


O ft  U G S 

You  can  depend  on  any  product 
that  bears  the  name  Rexall. 


REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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is  vertical  fluoroscope  is,  more  often  than  not,  the 
.first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 
Picker  mark,  lie  follows  in  the  footsteps  of  many  whose  initial 


judgment  has  been  gratifyingly  rewarded  hy  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 
standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


Let  your  local  Picker  representative  tell  you  about  the  many 


advantages  this  new  model  offers. 


built  like  a fine  watch... to  give 
years  off  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel  range 
Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 


BLAIR  SURGICAL  SUPPLY 
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VIRUS  PNEUMONIA 


W.  BERNARD  YEGGE,  M 
Denver, 

QINCE  the  introduction  of  the  sulfonamide 
^ drugs  and  penicillin  there  has  been  an  in- 
creasing number  of  acute  respiratory  infections 
with  atypical  pulmonary  lesions,  in  which  the 
common  pathogenic  bacteria  do  not  seem  to  play 
an  etiological  roll.  The  term  “Virus  Pneu- 
monia’’1’2,3’4 has  been  applied  to  this  group 
of  cases,  and  more  recently  they  have  been  clas- 
sified as  atypical  pneumonia  with  leukopenia. 
Pulmonary  complications  of  several  types  of  rick- 
ettsia,  tularemia,  brucellosis  and  the  mycosis  are 
often  called  atypical  pneumonia  but  should  not 
be  classified  as  virus  pneumonia.5-  6' 7 If  one  is 
to  speak  of  virus  pneumonia,  the  conditions 
other  than  those  having  a true  virus  etiology 
would  necessarily  be  excluded,  but  inasmuch  as 
these  conditions  are  very  similar  they  will  be 
mentioned  at  times  throughout  this  discussion. 

It  would  appear  from  statistics  that  virus  and 
other  atypical  pneumonias  have  greatly  in- 
creased during  the  last  few  years,  but  it 
is  our  opinion  that  this  is  not  so.  The  atten- 
tion to  these  conditions  lias  been  increased 
due  to  the  fact  that  they  do  not  respond 
to  the  new  specific  treatments  of  ordinary 
pneumonias  of  bacterial  etiology.  In  former 
years  these  cases  were  probably  not  recognized 
and  classified  as  bronchial  pneumonia.  If  we 
should  discuss  only  virus  pneumonia,  the  etiolog- 
ical agent  would  necessarily  be  limited  to  the 
virus  of  influenza,  psittacosis,  ornithosis, 
lymphocytic  choriomeningitis,  lymphgranuloma 
venereum,  trachoma  and  other  unidentified  fil- 
trable  viruses.  It  must  be  remembered,  how- 
ever, that  in  cases  of  virus  pneumonia  there  is 
a question  whether  or  not  the  pulmonary  lesions 

* From  the  Department  of  Medicine,  University  of  Colorado 
School  of  Medicine  and  Hospitals. 

**  Read  before  the  Arizona  Chapter  of  the  American  College 

of  Chest  Physicians,  May  6.  1947. 


:.D.,  F.A.C.P.,  F.A.C.C.P* ** *** 

Colorado 

are  not  also  modified  by  other  pathological  bac- 
teria, and  thus  confuse  the  picture. 

INFLUENZAL  PNEUMONIA 

Influenzal  pneumonia  was  a devastating  dis- 
ease during  the  pandemics  of  1890,  1918,  1936 
and  1937  as  well  as  1940  and  1941 . During  some 
of  the  earlier  epipdemics  the  influenza  bacillus  of 
Pfeiffer  was  found  to  be  the  predominate  organ- 
ism in  the  lungs  of  fatal  cases  However,  it  is 
now  generally  accepted  that  some  filtrable  virus 
similar  to  that  originally  demonstrated  by  Smith, 
Andrewes  and  Laidlay,8  and  later  by  Francis9 
were  probably  the  causative  agents  in  most  cases 
of  influenzal  pneumonia.  This  virus  lias  been 
called  Influenza  “A”10  and  in  some  of  the  lat- 
er outbreaks  another  virus  called  Influenza 
“B”11’ I2,  is  Was  found  to  be  present.  There  is 
sufficient  evidence  that  possibly  a third,  and 
other  types  of  viruses  are  etiologic  factors.  In- 
fluenzal pneumonia  should  be  regarded  as  a 
complication  of  primary  influenza,  although  in 
certain  cases,  the  disease  is  pneumonic  from  the 
onset  and  is  often  fatal  within  a few  days,  be- 
fore an  invasion  of  secondary  organisms  takes 
place.  This  condition  is  very  alarming,  because 
these  patients  show,  almost  immediately,  great 
respiratory  distress  and  cyanosis,  may  rapidly 
develop  hemorrhagic  edema  of  the  lungs,  and  die 
within  24-48  hours.  This  form  is  luckily  not  very 
common.  The  most  common  form  is  that  in 
which  the  primary  influenza  with  fever,  cough, 
malaise,  headache,  aching  and  temperature  exist 
for  several  days  before  signs  of  lung  involve- 
ment begin  to  appear.  In  these  cases  the  lung 
involvement  is  usually  bilateral,  fine  or  medium 
coarse  rales  being  heard  during  the  late  inspira- 
tory phase  of  respiration.  One  very  characteris- 
tic finding  is  the  changing  of  the  areas  of  in- 
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volvement  in  the  lung.  One  patch  may  clear  up 
and  within  24  hours  another  area  may  become 
involved.  These  areas  are  usually  preceded  by 
small  patches  of  atelectasis,  a feature  which  will 
later  be  emphasized.  Pleurisy,  with  subsequent 
formation  of  fluid,  is  very  commonly  encoun- 
tered and  formation  of  abscesses  due  to  failure 
of  resolution  are  frequently  found  and  greatly 
prolong  the  period  of  convalescence. 

In  many  cases,  areas  of  pneumonia  are  isolat- 
ed and  so  deej)  seated  that  in  spite  of  the  sever- 
ity of  the  condition,  typical  signs  do  not  appear 
until  comparatively  late.  Cyanosis  is  usually  a 
prominent  feature.  Although  the  temperature 
may  reach  as  high  as  105  degrees  the  pulse  is 
relatively  slow  except  in  the  last  36  hours  in 
fatal  cases. 

Sputum:  The  character  of  the  sputum  varies. 
It  may  be  scanty,  bloody  mucoid,  or  profuse, 
salmon  pink  or  a yellowish  green.  The  yellowish 
green  type  is  usually  associated  with  extensive 
bronchiolitis  or  bronchiectasis. 

Laboratory  Findings:  The  leukopenia  of  pri- 
mary influenza  usually  continues  throughout 
the  course  of  pneumonia ; however,  in  cases  in 
which  pathogenic  bacteria  are  present  as  sec- 
ondary invaders  the  white  count  may  be  slight- 
ly elevated.  In  the  rapid  and  severe  cases  a rel- 
ative polycythemia  may  develop.  Blood  cultures 
are  rarely  positive  except  in  terminal  cases.  The 
most  serious  feature  of  the  disease  is  toxemia 
and  the  anoxemia. 

Roentgenological  Findings:  Frequently  the 

first  evidence  of  pulmonary  involvement  is  re- 
vealed by  X-ray  films  of  the  chest  and  more  ex- 
tensive pulmonary  involvement  is  shown  than  is 
elicited  by  physical  examination.  The  first 
change  usually  noticed  is  an  increase  in  the 
size  of  one  or  both  of  the  hilar  shadows  which 
is  followed  by  an  infiltration,  extending  out- 
ward from  the  hilum  toward  the  periphery  of 
the  lung.  These  are  often  of  a fan  or  wedge 
shape  and  fade  out  into  the  normal  lung  paren- 
chyma. The  radiologic  picture  varies.  There 
may  be  multiple  small  areas  of  soft  infiltration 
that  increase  in  size  and  become  regularly  con- 
fluent. These  areas  may  clear  during  the  course 
of  the  disease  and  other  similar  lesions  appear 
elsewhere  in  the  lung,  starting  as  small  areas  of 
atelectasis. 

It  is  only  rarely  that  the  density  of  the  pul- 


monary consolidation  conforms  to  the  shape  of 
a lobe  characteristic  of  lobar  pneumonia.  X-ray 
signs  are  slower  in  disappearing  from  the  lungs 
than  in  other  pneumonias.  Infiltration  extend- 
ing outward  from  the  hilum  and  involvement 
of  an  upper  lobe  may  make  one  suspicious  of  a 
tuberculous  lesion,  but  the  rapidity  with  which 
these  X-ray  findings  change  is  of  value  in  ex- 
cluding a chronic  pulmonary  disease. 

It  should  be  remembered  that  a diagnosis  of 
influenzal  pneumonia  cannot  be  made  on  the 
basis  of  X-ray  evidence  alone  and  one  must  rely 
on  the  history,  clinical  findings,  and  the  lab- 
oratory for  a diagnosis. 

Complications : As  stated  before  various  bac- 
terial infections  may  be  superimposed  upon  an 
influenzal  pneumonia  giving  rise  to  many  com- 
plications. The  usual  duration  of  influenzal 
pneumonia  is  from  one  to  three  weeks  but  time 
of  recovery  may  be  greatly  prolonged.  When 
the  patient  is  suffering  from  some  other  debili- 
tating disease  such  as  diabetes,  the  problem  be- 
comes more  complicated.  The  following  case  il- 
lustrates such  a condition. 

Case  #1,  S.  E.  C.  4316:  Female,  age  57  who 
had  been  previously  under  my  care  for  diabetes 
and  had  been  taking  25  units  of  protamine  in- 
sulin daily,  was  entered  into  St.  Joseph’s  Hos- 
pital on  August  12,  1946  with  a temperature  of 
103,  pulse  110.  She  had  previously  been  under 
her  family  physician  at  Leadville,  Colorado  with 
a temperature  of  101-103  degrees  for  one  week. 
She  had  been  given  about  2,000,000  units  of  pen- 
icillin with  no  effect  on  her  temperature. 

Examination  revealed  she  was  a very  sick 
woman  lying  in  bed  complaining  of  difficulty  in 
swallowing,  generalized  muscular  pains,  stiff- 
ness of  the  neck  and  was  in  a partly  stuporous 
condition.  There  was  some  rigidity  of  the  neck, 
no  rales  could  be  heard  in  the  chest. 

Complete  blood  count  was  as  follows:  Hemo- 
globin 75%,  erythrocytes  3,423,000,  leucocytes 
9,000,  polymorphonuclears  83%,  lymphocytes 
16%.  Sedimentation  rate  65  mm.,  blood  sugar 
170  mg.  per  100  cc.  blood.  Her  dose  of  insulin 
was  raised  to  40  units  daily. 

Due  to  the  fact  that  there  was  an  epidemic  of 
poliomyelitis  at  the  time,  Dr.  L.  E.  Daniels  was 
called  in  consultation.  Spinal  fluid  was  nega- 
tive except  the  sugar  showed  125  mg.  and  polio- 
myelitis was  ruled  out. 

Agglutination  tests  for  undulant  fever,  ty- 
phoid fever,  tularemia  and  proteus  X were  nega- 
tive. 

Patient  was  placed  on  5 grains  of  aspirin  ev- 
ery three  hours  and  on  August  14,  1946  the  tern- 
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perature  dropped  to  101  with  daily  remissions 
to  normal ; however,  at  this  time  a few  inspira- 
tory rales  could  be  heard  at  the  left  base. 

X-rays  of  the  chest  on  August  14,  1946  showed 
some  pathology  at  the  base  of  both  lungs  particu- 
larly on  the  left.  Findings  were  consistent  with 
mild  bilateral  pneumonia,  possibly  the  virus 
type  (Fig.  1A). 

Patient  was  placed  on  sulfamarazine,  grains 
7%  every  three  hours,  1,000  cc.  10%  glucose  giv- 
en by  vein  and  CO.-O  inhalations  were  given  ev- 
ery two  hours.  The  white  blood  count  was 
11,300  . On  August  18th,  CO2O  inhalations  were 
discontinued.  Patient’s  temperature  varied  from 
102  to  103  with  daily  remissions  to  normal. 

On  August  19,  1946  temperature  reached  106 
after  a chill.  Blood  smear  for  malaria  was  nega- 
tive. At  this  time  more  rales  were  present 
throughout  the  lung  and  the  report  of  the  X-ray 
taken  at  this  time  Avas  as  folknvs : “Definite 
mottling  throughout  both  lungs  consistent  with 


diffuse  broncho-pneumonia”  (Fig.  IB).  Peni- 
cillin in  25,000  unit  doses  Avas  added  to  the  med- 
ication, inasmuch  as  the  Avhite  blood  count  was 
now  18,300  Avith  95%  polvmorphonuelears  and 
5%  lymphocytes. 

There  Avas  no  appreciable  change  in  the  tem- 
perature anti  on  August  21st  the  temperature 
Avas  still  105  Avith  daily  remissions  to  only  102 
and  sulfamarazine  Avas  discontinued.  Penicillin 
Avas  continued  but  in  50,000  unit  doses  every 
three  hours.  At  this  time  the  CO2O  inhalations 
were  started,  5 grains  of  aspirin  were  given  ev- 
ery three  hours,  500  cc.  blood  transfusion  Avas 
given  and  patient  placed  in  an  oxygen  tent.  The 
temperature  gradually  began  to  drop,  blood  su- 
gar Avas  112  mg.  and  Avhite  blood  count  14,500. 

By  August  25th  the  temperature  was  varying 
from  normal  to  101  degrees.  The  patient  began 
to  complain  of  pain  in  the  lower  left  chest  and 
a pleural  rub  Avas  heard.  On  August  28th  CO2O 
inhalations  Avere  discontinued. 

On  August  31st  X-rays  of  the  chest  showed 
residual  changes  in  the  left  costaphrenic  angle 
of  the  left  lung  (Fig.  1C).  Examination  of  the 
chest  revealed  an  area  of  dullness  about  the  size 
of  an  apple  Avith  amphoric  breathing  in  the  left 
base  posteriorly,  .just  to  the  left  of  the  spine. 
On  September  1st  penicillin  Avas  disconitnued. 
On  September  3rd  the  Avhite  blood  count  was 
10,500.  On  September  4th  the  patient  ’s  tempera- 
ture again  rose  to  103  Avith  <lai! v remissions  to 
101. 

■ X-ray  September  6th  showed  haziness  about 
the  left  diaphragm  Avith  marked  density  in  the 
posterior  sulcus.  There  Avere  increased  posterior 
shadows  of  glands  at  the  right  hilum  (Fig.  ID). 

On  September  7th  surgical  consultation  was 
called,  a needle  Avas  inserted  in  the  area  of  dull- 
ness and  5 cc.  of  sterile  fluid  Avas  withdrawn. 
Penicillin  Avas  started  and  continued  until  the 
11th  with  no  appreciable  change  in  temperature. 
A rash  appeared  and  penicillin  Avas  discontinued. 
Aspirin  Avas  continued  until  September  13th. 

The  patient’s  temperature  varied  from  nor- 
mal to  100.  Patient  Avas  allowed  to  sit  up  in  a 
chair  for  slioi't  intervals. 

On  September  24th  marked  dullness  in  the 
left  base  Avas  noted  and  X-rays  showed  hydro- 
pneumotliorax  in  the  left  chest,  and  the  lateral 
view  shoAved  the  fluid  to  be  in  the  posterior  part 
of  the  left  chest  (Fig.  IE).  White  blood  count 
on  September  27,  1946  Avas  5,300.  On  Septem- 
ber 30th  600  cc.’s  of  sterile  fluid  Avas  aspirated 
from  the  left  chest.  There  Avas  no  appreciable 
change  in  the  temperature,  there  being  a daily 
rise  to  100  degrees  from  normal.  Aspirin  Avas 
discontinued.  The  only  medication  the  patient 
Avas  uoav  taking  Avas  a daily  dose  of  insulin  and 
intravenous  ATitamin  B. 
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On  October  2nd  a typical  penicillin  rash  ap- 
peared and  it  was  treated  locally.  On  October 
9th  a fractional  test  meal  showed  no  free  hydro- 
chloric acid.  On  October  10th  250  cc. ’s  of  sterile 
fluid  was  removed  from  the  left  chest.  By  Octo- 
ber 13th  the  temperature  dropped  to  normal  and 
remained  so.  On  October  11th  X-rays  showed  a 
very  thin  fluid  level  at  the  base  of  the  left  lung-. 
Area  of  density  was  greatly  reduced  over  that 
of  previous  X-ray  (Fig.  IF). 

The  patient  was  allowed  up  in  a chair  and 
was  ready  to  be  discharged  when  on  October  20th 
there  was  a sudden  rise  of  temperature  to  104 
degrees.  A few  rales  were  heard  at  the  left  base. 
The  patient  was  placed  on  CO2O  inhalations  ev- 
ery two  hours  and  5 grains  of  aspirin  every 
three  hours.  The  next  day  the  temperature  rose 
to  105  degrees  in  the  afternoon  and  gradually 
returned  to  normal  at  night.  In  three  days  the 
daily  rise  had  been  reduced  to  100  degrees  and 
by  October  25th  the  temperature  became  nor- 
mal. All  medication  was  discontinued  and  on 
October  28th  patient  was  discharged  from  the 
hospital  and  had  no  further  trouble. 

This  case  illustrates  how  long  a patient  can 
run  temperature  and  symptoms  with  an  influ- 
enzal infection,  especially  when  complicated 
with  some  mixed  infection.  Apparently  aspirin 
and  inhalations  of  CO2O  along  with  toxemia 
combatting  measures  have  as  much  effect  on  the 
temperature  and  spread  of  the  disease  as  peni- 
cillin and  sulfa  drugs.  When  the  temperature 
was  elevated  and  the  w hite  count  increased,  pen- 
icillin and  sulfa  drugs  seemed  to  have  a bene- 
ficial effect.  The  sudden  re-occurrence  of  symp- 
toms and  X-ray  signs  in  the  chest  when  the  tem- 
perature had  dropped  to  normal  was  probably 
due  to  re-infection.  This  re-infection  was  prob- 
ably carried  by  the  blood  stream.  This  observa- 
tion is  noted  in  many  cases  of  influenzal  pneu- 
monia which  have  apparently  recovered  and  sud- 
denly have  a relapse. 

PSITTACOSIS  AM)  OBMTIIOSIS:  Psit- 
tacosis was  fii'st  described  in  1880  by  Ritter14 
who  associated  it  with  the  presence  of  sick  par- 
rots and  love  birds  in  the  patients’  homes.  On 
the  one  hand  it  resembles  typhoid  fever;  on  the 
other  hand  influenza,  because  of  the  atypical 
pulmonary  lesions.  During  the  following-  fifty 
years  various  outbreaks  have  been  described 
which  were  attributed  directly  to  exposure  to 
sick  birds  of  the  psitiacine  family.  In  1930  there 
were  several  outbreaks  of  psittacosis  which  ap- 
parently were  transmitted  to  other  fowl  than 
the  parrots  and  love  birds.  This  brought  about 


a very  comprehensive  study  of  this  disease.  In 
1941  Karl  Meyer13  of  the  University  of  Califor- 
nia was  successful  in  isolating  a virus,  similar 
to  that  of  psittacosis,  from  the  lung  of  a patient 
who  had  a history  of  exposure  to  pigeons.  Re- 
cent studies  have  also  shown  the  presence  of  the 
virus  in  barnyard  fowl  and  other  species  of 
birds.  In  view  of  these  discoveries  Meyer  and 
his  associates  suggested  that  the  term  psittaco- 
sis be  reserved  for  human  cases  occurring  from 
exposure  to  psittacine  birds  such  as  parrots,  par- 
akeets, love  birds,  and  canaries;  and  that  orni- 
thosis be  used  to  designate  the  disease  caused 
by  exposure  to  doves,  pigeons,  chickens  and  oth- 
er barnyard  fowl.  These  findings  have  brought 
about  a public  health  problem  in  which  pigeons 
have  been  found  to  be  as  much  of  a menace  to  the 
public  health  as  a dangerous  rabid  dog. 

SYMPTOMS : The  onset  of  psittacosis  is 

usually  abrupt  with  malaise,  anorexia,  headache, 
backache,  photophobia  and  chills.  The  patient 
is  often  restless,  has  headaches,  a non-productive 
cough  and  may  become  delirious.  At  times  epis- 
taxis  may  occur  and  in  some  instances  a picture 
resembling-  typhoid  fever  may  be  present  with 
rose  spots  on  the  abdomen.  The  pulse  is  rela- 
tively slow  when  compared  with  the  high  tem- 
perature. The  first  signs  appear  slowly  in  the 
chest  and  simulate  very  much  those  found  in  in- 
fluenza. The  X-ray  examination  is  practically 
the  same  as  that  described  under  influenza. 

The  cough,  as  a ride,  is  non-productive,  hut 
sputum  when  it  is  produced  is  very  tenacious 
and  is  not  pink,  as  found  in  influenzal  pneu- 
monia. The  blood  count  shows  a leukopenia,  but 
at  times  at  the  onset  of  the  infection  a slight 
leukocytosis  may  be  present.  In  addition  to  ty- 
phoid this  disease  can  be  very  easily  confused 
with  influenza  and  other  atypical  pneumonias 
not  caused  by  the  virus  of  psittacosis.  Typhoid 
fever  can  be  excluded  by  negative  blood  and 
stool  cultures  and  negative  Widal  reactions.  To 
further  differentiate  it  from  influenza  the  mouse 
test  will  show  the  presence  of  the  psittacosis 
"irus  in  the  sputum  and  is  very  valuable.  One 
may  also  perform  a complement  fixation  test 
which  is  of  diagnostic  significance.  It  is  well  to 
remember,  therefore,  that  a virus  pneumonia  can 
be  transmitted  by  most  any  bird  or  fowl  and 
when  atypical  pneumonia  is  discovered,  the 
presence  of  this  disease  among  barnyard  fowl, 
pigeons  and  parrots  which  the  patient  may  have 
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contacted  should  be  investigated.  The  follow- 
ing case  illustrates  such  a condition : 

Case  #2,  B.  H.  #7501 : This  patient  was  seen 
on  July  18,  1916  at  St.  Luke’s  Hospital  in  con- 
sultation with  Dr.  L.  C.  Iiepp  and  Dr.  E.  P. 
Sheridan.  The  patient  had  had  an  uncomplicat- 
ed delivery  by  Dr.  Hepp  on  July  9,  1946,  at 
which  time  the  blood  count  was  as  follows : Hem- 
oglobin 91%,  erythrocytes  4,520,000,  white  blood 
count  20,650,  polymorphonuclears  80%  ; lympho- 
cytes 20%  and  urinalysis  negative.  Patient  did 
very  well  until  July  13th  when  she  started  to 
run  a temperature  which  reached  103  degrees. 
At  this  time  25,000  units  of  penicillin  was  start- 
ed every  three  hours  and  1,000  cc. ’s  of  5%  glu- 
cose given  by  vein.  The  temperature  continued 
to  rise  until  on  July  15th  it  reached  106.  The 
patient  was  complaining  of  headaches  and  ach- 
ing all  over.  A spinal  tap  was  done  which  was 
entirely  negative,  the  sugar  being  47  mg./lOO  cc. 
Blood  culture  and  urinalysis  were  negative. 
White  blood  count  was  13,350  with  80%  poly- 
morphonuclears and  19%  lymphocytes  and  1% 
eosinophiles.  Agglutination  tests  for  typhoid, 
undulant  fever,  tularemia  and  proteus  X were 
negative.  Sputum  smear  showed  some  pus  but 
no  predominating  organism.  A culture  was 
made  of  the  sputum  which  was  negative.  Spu- 
tum was  sent  out  for  the  Mouse  Test  to  deter- 
mine the  character  of  the  virus  but  no  report 
was  obtained  as  the  specimen  was  presumably 
lost. 

The  patient  now  began  to  cough  considerably 


and  raised  a very  tenacious  sputum.  The  peni- 
cillin was  increased  to  60,000  units  every  three 
hours.  On  July  18,  1946  my  first  examination 
of  the  patient  showed  a very  sick  woman,  inco- 
herent and  in  what  appeared  to  be  a typhoid- 
like state.  The  blood  pressure  was  100/60,  re- 
flexes were  negative  and  rales  were  heard  over 
the  entire  chest  on  inspiration,  with  wheezing 
rales  on  expiration.  The  heart  tones  sounded  fair, 
no  murmurs  could  be  heard.  X-rays  taken  the  day 
before : A single  film  of  the  chest  showed  the 
heart  and  great  vessels  to  be  negative.  There 
was  a definite  cloudy  mottling  in  the  lower  two- 
thirds  of  both  lungs.  This  had  the  appearance 
of  bronchopneumonia  (Fig.  2A). 

Upon  going  into  the  history  it  was  found  that 
a few  days  before  her  entry  into  the  hospital, 
the  patient  had  been  exposed  to  sick  turkeys,  a 
number  of  which  had  died.  Due  to  this  history 
and  the  typical  clinical  findings  a diagnosis  of 
virus  pneumonia,  probably  ornithosis,  was  made. 
CO2O  inhalations  were  given  every  two  hours, 
the  penicillin  continued  and  500  cc.’s  of  5%  glu- 
cose intravenously  was  given  daily.  The  tem- 
perature began  to  drop  and  on  July  19th,  1946 
the  temperature  was  103  degrees.  The  penicillin 
was  increased  to  120,000  units  every  3 hours. 

On  July  20th  X-ray  of  the  chest  was  as  fol- 
lows: A portable  film  of  the  chest  showed  a mod- 
erate clearing  of  the  previously  described  infil- 
trative process  in  both  lungs  (Fig.  2B).  On  July 
20th  the  temperature  receded  to  100  degrees  and 
penicillin  was  reduced  to  60,000  units  every  two 
hours  and  the  CO2O  inhalations  were  stopped; 
however,  that  afternoon  the  temperature  again 
rose  to  103  degrees,  the  white  blood  count  was 
8,000  at  this  time.  250  cc.  of  whole  blood  was 
given  by  vein.  The  temperature  did  not  recede, 
so  on  the  evening  of  the  21st  CO2O  inhalations 
were  again  started.  On  the  22nd  the  tempera- 
ture dropped  to  99  degrees.  The  white  blood 
count  at  this  time  was  11,800,  69%  polymor- 
phonuclears, 26%  lymphocytes,  1%  monocytes 
and  5%  eosinophiles.  It  was  noted  that  follow- 
ing the  inhalations  of  CO2O  the  patient  raised 
a large  amount  of  tenacious  sputum.  On  July 
22nd  a portable  X-ray  film  of  the  chest  showed 
considerable  clearing  of  the  previously  described 
bronchopneumonie  process  in  both  lungs  (Fig. 
2C). 

The  penicillin  was  reduced  to  30,000  units 
every  two  hours  and  the  temperature  remained 
normal  until  the  24th,  at  which  time  CO2O  in- 
halations were  discontinued ; however,  on  July 
25th  the  temperature  again  rose  to  101  degrees 
and  penicillin  was  discontinued.  CO2O  inhala- 
tions were  again  started  and  aspirin  given  every 
three  hours.  The  patient’s  temperature  receded 
to  normal,  with  daily  rises  to  101  degrees.  On 
July  27th  a regular  X-ray  film  was  taken  and 
the  chest  showed  a marked  clearing  of  the  pre- 
viously described  pneumonic  process  (Fig.  2D). 
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On  July  28th  the  CO2O  was  discontinued  and 
the  aspirin  continued.  On  July  294i  there  was 
a sudden  rise  of  temperature  10  101  and  CO2O 
inhalations  were  again  started  and  within  24 
hours  the  patient’s  temperature  had  dropped 
to  normal.  Aspirin  and  CO2O  were  discontinued 
and  the  temperature  remained  normal  until  dis- 
charge on  August  2,  1946. 

This  case  was  probably  one  of  virus  pneu- 
monia. Due  to  the  history,  the  course  of  the  dis- 
ease and  clinical  findings,  ornithosis  could  not 
be  ruled  out. 

Investigations  revealed  there  was  a typical 
respiratory  infection  among  barnyard  fowl  in 
this  area  at  the  time  of  this  woman’s  illness,  but 
no  demonstrable  virus  could  be  isolated. 

The  white  blood  count  was  slightly  elevated  at 
the  onset  of  infection,  but  this  is  rather  typical 
of  the  disease.  It  appears  that  penicillin,  even 
in  large  doses,  had  no  great  effect  on  the  tem- 
perature, but  CO2O  inhalations  and  aspirin  ap- 
peared to  be  of  much  value  in  the  treatment  of 
this  case.  We  feel  that  CO2O  inhalations  re- 
moved some  of  the  tenacious  sticky  sputum  and 
prevented  further  small  areas  of  atelectasis  from 
forming. 

OTIIKR  VIRUSES:  It  has  been  recently 
shown  that  the  virus  of  lymphgranuloma  vene- 
reum11’ and  trachoma17  and  lymphocytic  chorio- 
meningitis^ will  produce  pulmonary  lesions  in 
experimental  animals.  Involvement  of  the  lung 
to  a degree  sufficient  to  give  X-ray  signs  is  ex- 
tremely rare.  Interesting  observations  made  by 
Rake17'  19  and  his  associates  show  that  the  virus- 
es, such  as  lymphgranuloma  venereum  and  tra- 
choma are  susceptible  to  the  chemo-therapy  with 
the  sulfonamides  while  psittacosis  and  meningo 
pneumonitis  are  not  affected. 

Dr.  Frank  L.  Horsfall20  recommends  the  use 
of  the  Strep  M.  G.  test  and  cold  agglutinin  test 
to  establish  a diagnosis  in  atypical  pneumonia. 

He  stresses  the  fact  that  the  blood  must  be 
kept  at  room  temperature  and  serum  removed 
before  storing  in  the  icebox.  Even  by  these 
methods  causative  agent  can  he  isolated  in  only 
75%  of  the  cases. 

RICKETTSIAE  INFECTIONS:  Although 

not  true  viruses  the  riekettsias  are  capable  of 
producing  atypical  pneumonias.  Pulmonary  le- 
sions have  been  recognized  as  part  of  the  clini- 


cal picture  in  such  rickettsial  diseases  as  typhus 
and  Rocky  Mountain  Spotted  Fever.21 

In  1937  Derrick22  described  a new  pathologic 
entity  in  Australia  to  which  he  gave  the  name 
“Q”  fever.  These  cases  gave  a clinical  picture 
greatly  resembling  psittacosis  except  that  a punc- 
tate rash  usually  occurred  on  the  14th  day,  hut 
apparently  no  pulmonary  lesion  developed. 

AMERICAN  “Q”  FEVER:  An  agent  close- 
ly related  to  the  Rickettsia  of  Australian  “Q" 
Fever  has  been  isolated  in  Montana  by  Davis 
and  Cox22,  which  seems  to  affect  persons  living 
in  the  states  of  Idaho,  Montana,  Wyoming, 
Nebraska,  Oregon,  Nevada  and  Washington, 
but  no  pulmonary  signs  or  symptoms  could  be 
found  in  these  infections.  However,  in  1940  a 
so-called  pneumonitis  epidemic  broke  out  among 
employees  of  the  National  Institute  of  Health  in 
Washington,  D.  C.  who  were  working  with  the 
agent  of  “Q”  fever.24  In  this  epidemic  one  of 
these  patients  died.  The  clinical  features  are 
very  much  like  that  of  psittacosis  and  when  the 
patients  did  develop  a sputum  it  was  thick,  te- 
nacious, white  and  not  blood  tinged.  In  most  of 
the  cases  physical  signs  were  lacking  and  the 
X-ray  picture  was  the  only  evidence  of  pul- 
monary involvement. 

TULAREMIC  PNEUMONIA  which  is  caused 
by  the  bacterium  tularense  is  often  confused 
with  influenzal  pneumonia  and  psittacosis  as 
the  clinical  picture  is  very  similar.  Early  diag- 
nosis by  laboratory  methods  is  very  difficult  as 
agglutinins  never  appear  in  the  first  week  of  ill- 
ness and  occasionally  four  weeks  must  elapse 
before  a diagnosis  can  he  made.0 

The  intradermal  test25  for  the  presence  of 
tularemia  is  often  positive  the  end  of  the  first 
week  of  the  illness  but  should  not  be  relied  upon 
alone  in  making  a diagnosis. 

Hunt7  has  shown  that  a therapeutic  test  with 
streptomycin  is  a valuable  aid  in  early  diagnosis 
and  at  the  same  time  institutes  specific  treat- 
ment for  the  infection,  lie  successfully  treated 
eleven  cases  of  tularemic  pneumonia  with  strept- 
omycin of  which  five  were  the  primary  form. 

The  author  lias  seen  only  one  case  of  primary 
tularemic  pneumonia.  This  was  seen  in  consulta- 
tion in  Wyoming  but  he  originally  made  an  er- 
roneous diagnosis  of  virus  pneumonia.  The  man 
had  skinned  several  rabbits  and  had  been  bitten 
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by  ticks  but  no  primary  lesion  was  ever  seen. 
The  ease  did  not  show  agglutinins  in  the  serum 
until  the  beginning  of  the  fourth  week. 

BRUCELLOSIS : Occasionally  brucellosis 

will  show  pulmonary  complications  and  unless 
agglutination  and  intradermal  tests  are  done  it 
might  be  confused  with  virus  pneumonia.  Hay- 
den and  Kyger26  have  recently  reported  seven 
cases. 

THE  MYCOSES,  especially  coccidioidomyco- 
sis in  the  early  stage  might  be  confused  with 
virus  pneumonia.  The  X-rays  and  blood  count 
with  an  increase  in  eosinophiles  should  make  one 
suspicious  of  this  condition.  One  should  Slave 
skin  tests,  sputum  examinations  and  serological 
studies  done  to  make  a diagnosis. 

TREATMENT 

The  treatment  of  virus  pneumonia  is  almost 
entirely  supportive  or  symptomatic.  In  influ- 
enzal pneumonia  the  toxemia  and  anoxemia  are 
the  principal  conditions  to  combat.  Fluid  intake, 
either  orally  or  parentally,  must  be  given,  from 
3,000  to  5,000  cc.  daily.  Intravenous  glucose 
solutions  in  distilled  water  or  normal  saline  are 
of  great  value,  especially  in  combatting  toxemia 
and  acidosis.  We  have  found  that  the  use  of 
acetylsalicylic  acid  is  of  as  much  value  as  any 
of  the  known  drugs.  It  should  be  given  in  large 
doses  and  supplemented  whenever  necessary  by 
codein.  Expectorants  are  helpful  when  the  spu- 
tum is  scant,  but  steam  inhalations  with  tincture 
of  benzoin  afford  a great  deal  of  relief.  Oxygen 
therapy,  especially  when  cyanosis  and  dyspnea 
are  present  should  be  employed. 

Since  1930  the  author27-  28  has  given  all  pa- 
tients with  beginning  virus  or  bronchial  pneu- 
monia routine  inhalations  of  90%  oxygen  and 
10%  carbon  dioxide  every  two  or  three  hours. 
By  this  method  it  is  felt  that  small  areas  of 
atelectasis  that  would  develop  are  minimized, 
the  course  of  the  disease  is  shortened,  and  the 
spread  of  the  infection  throughout  the  lung  is 
not  so  extensive.  At  times  transfusions  from  a 
convalescent  donor  are  of  great  value  in  the 
treatment  of  virus  pneumonia. 

The  use  of  sulfonamides,  penicillin  and  strep- 
tomycin should  be  reserved  for  cases  that  develop 
secondary  infections,  in  addition  to  the  virus  in- 
fection. They  are  of  great  help  when  these  com- 
plications exist.  They  should  be  used  with  cau- 


tion, but  in  a true,  uncomplicated  virus  pneu- 
monia they  are  absolutely  worthless  and  at  times 
cause  serious  trouble. 

Vitamin  B and  Vitamin  B complex  are  of 
great  aid  when  nutrition  cannot  be  maintained 
and  they  should  be  continued  throughout  con- 
valescence. 
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CLINICAL  ASPECTS  OF  BRONCHIAL  ASTHMA,  DIAGNOSIS 

AND  TREATMENT 

(Stressing  correct  diagnosis  and  early  treatment) 

F.  B.  SC1IUTZBANK,  M.  D. 

Tucson,  Arizona 


TRACTORS  involving  the  etiology  of  diseases  of 
t lie  respiratory  tract  like  the  asthmas,  and 
their  various  aspects  such  as  susceptibility,  insus- 
ceptibility, predisposition,  hypo  or  hyper  sensi- 
tivity, challenge  our  patience  and  diagnosis. 

Etiologically,  bronchial  asthma  is  classified 
into  two  main  groups,  the  extrinsic  and  intrin- 
sic. The  extrinsic  causes  may  he  by  inhalation, 
ingestion,  or  direct  skin  absorption  of  the  offend- 
ing substance,  while  the  intrinsic  type  is  caused 
by  substances  formed  within  the  body  of  the  in- 
dividual. 

It  is  important  to  differentiate  these  two 
groups. 

The  extrinsic  type  is  the  true  atopic  asthma 
and  the  symptoms  are  produced  by  the  resulting 
effect  of  an  antigen-antibody  reaction  in  the  in- 
dividual with  the  liberat  ion  of  a toxic  hist  amine- 
like substance  often  referred  to  as  the  “II”  sub- 
stance. It  is  in  this  group  that  we  usually  get 
a positive  family  history  and  a past  history  of 
the  patient  having  manifested  some  evidence  of 
allergy*  from  infancy  or  childhood,  such  as  ec- 
zema urticaria,  food  intolerances,  hay  fever,  or 
a tickling  cough  and  bronchitis  of  undetermined 
origin.  It  is  in  this  type  that  positive  skin  tests 
are  usually  found  and  a blood  and  sputum  eosino- 
philia  is  present.  However,  a frank  atopic  asth- 
ma of  the  extrinsic  type  may  he  the  first  mani- 
festation of  allergy  and  develop  in  later  life  from 
long  contact  with  some  allergen  such  as  a baker 
becoming  sensitized  to  wheat  or  rye,  or  a furrier 
to  animal  danders.  This  type  of  asthma  is  of  itself 
seldom  fatal  but  may  render  the  sufferer  a long 
and  miserable  existence. 

The  intrinsic  type  comprises  about  20t,  of  all 
cases  and  usually  develops  in  later  life.  These 
cases  appear  to  he  typically  allergic  hut  no  ex- 
trinsic atopic  factor  is  found  to  be  the  cause.  The 
family  history  is  usually  negative  and  skin  tests 
are,  likewise,  usually  negative  or  unimportant . 

Read  before  the  Arizona  State  Medical  Convention,  Tucson, 
Arizona,  May  9,  1947, 

* Conditions  in  which  tissues  react  abnormally  toward  in- 
fectious agents  or  toxic  protein  substances.  Used  synonymously 
with  anaphylaxis,  hypersensitiveness,  hypersusceptibility,  sus- 
ceptbility  and  predispositon. 


Changes  in  diet  or  in  the  immediate  environment 
have  no  effect  on  the  asthma.  This  type  may  he 
severe  and  rapidly  fatal.  The  symptoms  are  the 
same  as  in  the  extrinsic  type.  The  blood  is  often 
normal  although  in  some  cases  there  is  a high 
eosinophilia,  and  it  is  in  these  patients  that  there 
is  occasionally  found  a coexisting  periarteritis 
nodosa.  The  physiological  mechanism  is  some- 
what different.  There  is  probably  no  antigen- 
antibody  mechanism  responsible.  There  is,  how- 
ever, some  relationship  to  atopy  and  clinically 
these  patients  are  indistinguishable  from  patients 
with  extrinsic  asthma.  It  is  “thought,  that  in  in- 
trinsic asthma  the  “H”  substance  is  released  in 
the  shock  organs  involved  by  toxic  products  of 
infection,  emotional  conflicts,  or  in  metabolic 
and  glandular  disorders.  Disturbances  in  the 
Thyroid,  either  hyper  or  hypo  function,  and 
ovarian  disorders  are  the  most  important  glandu- 
lar considerations.  It  is  in  this  group  that  infec- 
tion is  often  present,  especially  in  the  paranasal 
sinuses  or  bronchi,  and  bronchiectasis  and  em- 
physema follow  early. 

In  many  long  standing  cases  there  frequently 
exists  a combination  of  the  extrinsic  and  intrin- 
sic types  as  infection  is  superimposed  on  a pure- 
ly atopic  asthma. 

The  physiology  of  bronchial  asthma  can  be 
best  described  as  a syndrome  due  to  smooth  mus- 
cle spasm  and  capillary7  permeability  causing  a 
narrowing  of  the  bronchial  passages  and  edema 
of  the  mucosa  with  increased  secretion  of  mucus 
resulting  in  mild  to  nearly  complete  bronchial 
obstruction.  The  secretions  often  become  dried 
and  inspissated,  forming  the  characteristic  plugs 
which  are  responsible  for  such  severe  symptoms 
in  many  cases.  The  bronchial  musculature  is  un- 
der control  of  the  autonomic  nervous  system  of 
which  the  sympathetic^  serve  as  the  dilator  sup- 
ply and  are  usually  dominant  over  the  constric- 
tor parasympathetics.  In  man  one  of  the  respons- 
es of  the  body  to  an  “antigen”  is  the  constric- 
1 ion  of  the  bronchial  musculature  leading  to  a 
diminished  air  supply  and  relatively  indis- 
tensible  lung.  This  mechanism  is  due  to  vagal 
reflexes  inaugurated  hv  the  inelastic  lung  which 
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affect  tlie  respiratory  center  producing  tachy- 
pnoea  and  dyspnoea.  Contact  with  an  allergen 
is  not  always  essential.  Anything  that  will  stim- 
ulate the  vagus  into  activity  may  incite  an  at- 
tack. Irritating  gases,  indigestion,  shock,  fright, 
sudden  temperature  changes,  headcolds  and  the 
like  may  bring  on  asthma.  Sectioning  of  the  vagi 
in  an  inelastic  lung  condition  decreases  or  abol- 
ishes the  dyspnoea.  Clinically,  to  reverse  this  se- 
quence of  events,  we  use  adrenalin  which  has  a 
powerful  physiological  action  in  stimulating  the 
sympathetics,  resulting  in  dilatation  of  the  bron- 
chioles and  vaso  constriction  of  the  blood  supply 
to  the  bronchial  mucosa. 

True  bronchial  asthma  is  the  only  disease 
characterized  by  attacks  of  dyspnoea  or  orthop- 
noea,  wheezing  and  coughing  associated  with  ob- 
struction of  the  lower  air  passages  while  in  be- 
tween the  attacks,  the  patient  is  apparently  free 
of  all  symptoms.  The  attack  may,  however,  be 
of  long  duration  and  the  patient  is  then  said 
to  be  “status  asthmaticus. ” The  asthmatic  at- 
tack may  start  at  any  time  but  more  often  at 
night.  The  first  sensation  is  often  a heaviness 
or  tightness  in  the  chest  with  difficulty  in 
breathing.  At  the  onset  there  is  often  a tickling 
cough  or  excessive  belching.  The  dyspnea 
increases  and  the  patient  has  to  sit  up  to 
breathe,  and  the  accessory  muscles  of  respir- 
ation are  brought  into  use.  It  is  an  ex- 
piratory type  of  dyspnoea  and  the  condition  is 
really  one  of  acute  emphysema.  There  is  now 
wheezing  and  coughing  and  the  patient  often 
appears  to  be  in  shock  with  a cold  clammy  per- 
spiration and  a rapid,  weak  pulse.  Often  there 
is  great  apprehension.  There  may  he  fever,  espe- 
cially in  children.  After  a variable  period  of 
time  when  the  patient  appears  to  be  in  extremus 
with  violent  coughing  spells  he  finally  expector- 
ates some  mucus  or  mucus  plugs  with  great  re- 
lief and  the  attack  ends.  The  patient  may  be 
left  exhausted  but  the  chest  clears  up  entirely 
and  between  attacks  there  are  characteristically 
no  symptoms.  In  mild  attacks  there  may  he  no 
wheezing  audible  except  with  the  aid  of  the 
stethoscope,  although  the  patient  is  still  con- 
siderably distressed. 

In  the  diagnosis  of  bronchial  asthma  a care- 
ful history  and  physical  examination  are  of  ut- 
most importance  and  often  more  important  than 
skin  tests.  A detailed  account  of  the  patient  ’s 
life,  occupation,  environment,  time  of  day  or 
season  of  the  year  of  the  attacks,  dietary  habits, 
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food  idiosyncrasies,  ingestion  of  drugs,  relation 
to  colds,  emotional  life,  etc.,  should  be  ascer- 
tained. In  speaking  of  emotional  status,  I have 
a patient  who  gets  various  allergic  manifesta- 
tions when  the  stock  market  goes  down  and  he 
improves  when  the  market  goes  up.  Skin  testing 
is  one  means  of  determining  the  offending  al- 
lergen. Even  when  positive  skin  tests  are  found, 
they  are  not  important  unless  they  can  be  cor- 
roborated clinically.  A positive  test  merely 
means  that  the  patient  has  been,  is,  or  is  poten- 
tially hypersensitive  to  the  substance.  In  many 
instances  more  conclusive  results  can  be  obtained 
by  trial  or  elimination  diets  in  determining  food 
sensitivities.  Many  cases  have  been  solved  by 
studying  a carefully  kept  food  diary  in  corre- 
lation with  the  patient’s  symptoms.  However, 
a definitely  positive  test  must  be  investigated 
thoroughly.  Recently  a young  man  gave  a 
strongly  positive  test  to  horse  dander  but  could 
not  possibly  see  any  relationship  to  his  asthma. 
I made  a visit  to  his  home  and  found  that  he 
was  sleeping  on  an  old  davenport  stuffed  with 
horse  hair.  If  it  is  decided  a patient  should  be 
tested,  complete  testing  should  be  done.  No  one 
can  guess  which  allergens  will  or  will  not  react 
and  just  the  ones  omitted  may  be  the  offenders. 
Occasionally,  tests  are  made  to  special  substanc- 
es, as  not  long  ago  an  automobile  painter  con- 
sulted me  because  of  a recently  developed  urti- 
caria and  asthma.  On  close  questioning  it  was 
found  that  he  was  using  a new  kind  of  paint  in 
spraying.  A patch  test  gave  a 4 plus  reaction 
and  all  symptoms  cleared  up  when  he  avoided 
that  particular  paint. 

In  addition  to  the  allergy  tests,  every  patient 
should  be  given  a complete  general  workup.  The 
typical  asthmatic  sputum  contains  much  mucoid 
material  or  “plugs,”  eosinophiles  and  Charcot- 
Leyden  crystals.  Other  than  the  eosinophilia 
there  is  nothing  characteristic  in  the  blood.  Fre- 
quently, a high  uric  acid  is  found  and  gout  may 
be  associated.  In  infectious  cases  the  sedimenta- 
tion rate  is  often  elevated,  especially  if  bronchi- 
ectasis is  present.  Foci  of  infection  in  the  sinus- 
es, teeth,  tonsils,  bronchi,  or  elsewhere  should  be 
looked  for  as  they  may  be  important  contributory 
factors. 

An  electrocardiagram  should  he  made  as  a 
routine  on  all  adult  patients.  In  the  acute  at- 
tacks the  electrocardiograph  may  reveal  chang- 
es characteristic  of  coronary  insufficiency.  For 
accurate  evaluation  it  is  advisable  to  have  an  in- 
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tevval  tracing  ratiier  than  one  made  during  the 
attack. 

On  X-raying,  the  heart  is  usually  normal  or 
diminished  in  size  unless  there  is  also  an  associ- 
ated cardiac  condition.  There  is  nothing  char- 
acteristic in  lung  films  of  an  uncomplicated 
case;  however,  chronic  cases  usually  show  heavy 
hilar  snadows,  emphysema,  pulmonary  fibrosis, 
or  bronchiectasis  in  some  degree. 

In  the  differential  diagnosis  one  must  consider 
cardiac  astl  ma.  This  should  not  be  too  difficult, 
but  it  is  surprising  how  many  cases  of  cardiac 
decompensation  are  treated  for  bronchial  asth- 
ma. In  cardiac  asthma  morphine  is  ideal  and 
epinephrin  is  contra-indicated  as  a rule,  while 
the  reverse  is  tine  in  bronchial  asthma.  Mor- 
phine will  usually  quiet  the  patient  and  stop  the 
wheezing  in  a cardiac,  while  in  an  asthmatic,  if 
morphine  is  given,  it  may  quiet  the  patient, 
even  o the  point  of  death,  but  the  wheezing  does 
not  stop.  In  cardiac  asthma  pulmonary  edema  is 
present  and  the  rales  are  moist,  while  in  bron- 
chial asthma  the  lungs  are  usually  dry  and  the 
rales  are  musical  and  sonorous  The  most  strik- 
ing feature  of  the  patient  in  a seizure  of  bron- 
chial asthma  is  that  the  dyspnoea  is  of  the  expira- 
tory type. 

Pulmonary  tuberculosis  should  be  ruled  out. 
Patients  with  pulmonary  tuberculosis  may 
also  have  astl  ma  on  an  allergic  basis  due 
to  the  ordinary  sensitivities  or  the  develop- 
ment of  a sensitivity  to  the  products  of  the  tu- 
bercle bacilli.  Other  forms  of  bronchial  obstruc- 
tion must  be  looked  for.  In  children  a foreign 
body  may  present  difficulty  in  diagnosis,  but 
in  such  a case  there  is  usually  unilateral  wheez- 
ing and  congestion.  The  history,  bronchoscopic 
and  X-ray  visualization  will  aid  in  arriving  at  a 
proper  diagnosis.  Bronchogenic  carcinoma  or 
other  tumors,  likewise  often  cause  asthmatic 
symptoms.  Chronic  bronchitis,  emphysema, 
bronchiectasis,  lung  and  mediastinal  tumors,  sub- 
sternal  goitre,  persistent  thymus,  silicosis,  or 
aneurysm  must  sometimes  be  ruled  out.  In  all  of 
these  conditions  a careful  history  and  physical 
examination  with  the  aid  of  X-ray  and  other 
laboratory  procedures  will  help  in  reaching  a cor- 
rect diagnosis.  In  some  cases  X-ray  visualization 
with  iodized  oil  is  necessary.  Another  point  to 
bear  in  mind  is  that  bronchial  asthma  plus  some 
other  condition  might  be  present  in  the  same  pa- 
tient and  care  must  be  taken  not  to  overlook 


some  other  disease  more  important  than  the 
asthma  itself. 

1 am  going  to  divide  the  treatment  of  bronchial 
asthma  into  four  headings: 

1.  Specific  or  preventive  treatment. 

2.  Treatment  of  the  attack. 

3.  Non-specific  treatment  and 

4.  Treatment  of  complications. 

1.  The  specific  treatment  is  the  most  im- 
portant. When  possible,  this  consists  of  elimin- 
ating or  avoiding  the  offending  factor  or  fac- 
tors and  hyposensitization  to  them  when  elimin- 
ation is  not  feasible.  In  avoiding  certain  foods 
or  other  offending  substances,  the  most  careful 
instructions  must  be  given  so  as  to  avoid  even 
traces  of  the  offenders  as  they  may  be  ingredi- 
ents in  obscure  mixtures  or  unsuspected  food 
combinations.  Carelessness  leads  to  failure  and 
when  necessary,  diet  lists  and  detailed  charts 
showing  where  the  causative  allergens  may  oc- 
cur should  be  provided.  Not  long  ago  I saw  a 
man  very  sensitive  to  rabbit  fur.  lie  was  work- 
ing as  a hat  salesman,  and  as  the  felt  used  in 
mens’  hats  frequently  contains  rabbit  hair,  iie 
had  become  sensitized  to  it  through  many  years 
of  contact.  By  changing  his  occupation  and 
avoiding  rabbit  hair,  he  was  completely  relieved. 

With  substances  such  as  orris  root,  dust,  pol- 
lens, molds,  and  various  other  unavoidable  in- 
halants or  common  foods  which  are  practically 
impos-ible  to  completely  avoid  or  eliminate,  it 
is  necessary  to  hyposensitize.  Briefly,  this  con- 
sists of  a series  of  subcutaneous  injections  of  an 
extract  of  the  offending  material  or  materials, 
beginning  with  minute  doses  and  gradually  in- 
creasing to  the  point  of  tolerance  or  to  what  is 
considered  an  adequate  immunizing  dose.  In 
certain  cases  oral  hyposensitization  is  possible 
and  in  some  patients  propeptan  therapy  works 
well  in  overcoming  food  allergies. 

The  earlier  in  life  the  treatment  of  bronchial 
asthma  is  begun,  the  more  favorable  the  outlook, 
and  more  serious  asthma  or  its  complications  in 
later  life  may  be  prevented.  As  a preventive 
measure,  it  might  be  mentioned  here  that  two 
allergic  individuals  should  not  marry  as  their 
progeny,  according  to  the  Mendelian  theory, 
would  be  unlikely  to  escape  some  form  of  the 
disease. 

2.  Treatment  of  the  Attack:  While  an  attack 
of  uncomplicated  bronchial  asthma  seldom  en- 
dangers life,  it  does  so  occasionally  from  ex- 
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haustion  or  heart  failure.  It  always  causes  dis- 
tress and  urgent  relief  is  desired  and  welcome. 

Adrenalin  is  the  one  drug  “par  excellence'’ 
in  relieving  acute  asthma.  0.5  to  1.0  cc.  of  a 
1-1,000  solution  subcutaneously  usually  gives 
prompt  relief.  This  (.lose  can  be  repeated  every 
hour  or  two  if  necessary,  until  the  patient  is 
comfortable.  Adrenalin  in  oil  provides  slower 
absorption  and  a longer  lasting  effect.  Nasal 
spray  with  a 1:100  solution  of  adrenalin,  or  one 
of  the  synthetic  preparations  as  Asthma  or  Vapo 
Nephrin  may  in  itself  relieve  mild  attacks  or 
can  be  used  to  augment  the  subcutaneous  dose. 
In  older  patients  the  effect  on  the  heart  must 
he  watched  and  its  prolonged  use  may  have  oth- 
er deleterious  effects,  especially  on  the  liver. 

Aminophyllrne  intravenously  in  3%  grain  dos- 
es usually  in  10  cc.  of  distilled  water,  given 
alone  or  in  conjunction  with  the  subcutaneous 
adrenalin,  is  very  effective  in  giving  prompt 
relief.  Larger  closes  are  not  usually  neces- 
sary or  advisable  as  they  may  cause  un- 
toward reactions,  especially  nausea  and  vom- 
iting or  cardiac  distress.  The  injection  should  be 
given  slowly,  at  body  temperature.  The  same 
dose  can  also  be  administered  in  50  to  100  cc. 
of  50%  glucose  solution  in  acute  cases.  Am- 
inophylline  in  5 to  10  grain  doses  may  be  given 
in  20  or  30  cc.  of  tap  water  as  a retention  enema. 
The  patient  can  administer  this  at  home  with 
good  results.  Aminophvlliue  suppositories  may 
also  be  used. 

When  a patient  has  become  fast  and  does  not 
respond  to  adrenalin  or  aminophvlline,  these 
drugs  should  be  discontinued  for  a time  and 
other  preparations  tried.  After  a rest  they  may 
again  become  effective.  Sodium  iodide  in  15  to 
30  grain  doses  given  separately  or  with  the  am- 
inophylline  intravenously  is  especially  effective 
where  the  secretions  are  tenacious. 

Oxygen  or  oxygen  and  helium  mixture  may 
relieve  the  dyspnoea  and  promote  comfort.  The 
low  specific  gravity  of  an  80%  helium  and  20% 
oxygen  mixture  allows  the  gas  to  penetrate  more 
easily  through  the  obstructed  bronchioles. 

When  the  above  measures  do  not  relieve  the 
attack,  the  asthma  is  probably  not  due  to  bron- 
chiolar  spasm  but  to  bronchial  “plugging. ” In 
these  cases  I often  use  an  emetic  with  good  re- 
sults. Syrup  of  Ipecac  orally  or  Apomorphine  hy- 
drochloride hypodermically  are  both  good.  The 
vomiting  and  coughing  loosen  the  tenacious  mu- 
cus “plugs”  and  they  are  brought  up  with  great 


relief  to  the  patient.  In  the  cases  not  too  acute- 
ly ill,  which  cannot  be  relieved  with  these  more 
conservative  measures,  a bronchoscopic  may 
be  necessary.  This  will  serve  as  a diagnostic  as 
well  as  a therapeutic  measure. 

Sedation  during  the  acute  paroxysm  is  essen- 
tial. It  is  wise  to  talk  to  the  patient  and  give 
assurance.  Morphine  is  contra-indicated  as  are 
other  of  the  stronger  narcotics.  Morphine  de- 
presses an  already  fatigued  respiratory  center 
and  may  cause  death.  One  of  the  main  ideas  in 
treating  asthma  is  to  clear  the  bronchial  tubes. 
Strong  opiates  depress  the  cough  reflex  and  the 
mucus  is  not  expectorated.  It  becomes  thick- 
ened and  forms  tenacious  “plugs”  which  cause 
the  obstruction  that  often  leads  to  “status  asth- 
maticus.  ” It  has  been  demonstrated  pharma- 
cologically that  morphine  constricts  the  bron- 
chial musculature.  Morphine  also  frequently 
causes  a hangover  with  nausea  and  vomiting  and 
this  may  serve  to  aggravate  an  already  exist- 
ing dehydration  and  acidosis.  It  must  also  be 
remembered  that  some  patients  are  allergic  to 
the  narcotic  itself.  The  danger  of  drug  addic- 
tion is  great  if  a patient  once  gets  started  on 
opiates  and  it  may  lead  to  serious  and  undesir- 
able complications. 

There  are  so  many  other  means  of  sedation 
available  that  there  is  never  any  excuse  for 
using  morphine.  I find  ether  and  oil  per  rec- 
tum very  satisfactory  in  most  cases.  2 or  3 oz. 
of  ether  with  an  equal  amount  of  mineral  or  olive 
oil  as  a retention  enema  will  usually  give  four 
to  eight  hours  of  relaxation  or  sleep.  The  dose 
can  then  be  repeated,  if  necessary.  The  bromides 
and  barbiturates  in  adequate  dosage  are  useful. 
Paraldehyde  or  chloral  hydrate  can  often  be 
tried  advantageously.  On  occasion  if  a nar- 
cotic is  deemed  absolutely  necessary,  demerol 
hydrochloride  is  probably  the  safest,  although 
contrary  to  an  article  in  a popular  magazine,  it 
is  definitely  habit  forming  and  its  administration 
carries  with  it  all  the  dangers  of  the  stronger 
opiates,  but,  perhaps  to  a lesser  degree. 

Codeine  in  large  doses  is  not  advisable.  Hyco- 
dan-bitartrate  in  5 mgm.  doses  is  much  better 
and  safer.  Apomorphine  hydrochloride  in  small 
closes  in  a cough  mixture  acts  well  as  a sedative 
and  expectorant. 

Some  of  the  enteric  coated  pills  containing 
ephedrine  or  similar  drugs,  aminophylline. 
iodide,  and  phenobarbital  are  useful  to  give  at 
bedtime  and  their  delayed  absorption  may  aid 


42 


Arizona  Medicine 


January,  1948 


in  preventing  middle  of  the  night  attacks. 

In  my  hands  hyposensitization  to  histamine 
proved  to  be  of  questionable  value  in  asthma. 
Likewise,  the  anti-histaminics,  benadry]  and 
pvribenzamine  afford  little  or  no  help  except 
for  their  sedative  action.  They  are,  however,  of 
value  in  pollen  asthma,  hay  fever,  urticaria,  and 
some  physical  allergies. 

'Pile  general  condition  of  the  patient  must  re- 
ceive prompt  attention  if  the  asthma  has  been 
acute  or  of  very  long  duration.  In  this  climate 
especially,  the  treatment  of  dehydration  and 
acidosis  is  very  important.  These  patients  have 
often  been  coughing  and  vomiting  and  unable  to 
retain  fluids  or  food.  Prompt  intravenous  admin- 
istration of  10%  glucose  in  saline,  distilled  water 
or  Ringers  solution  is  desirable.  This  has  several 
good  effects.  In  addition  to  supplying  liquids 
and  nourishment  this  hypertonic  solution  aids 
in  relieving  the  pulmonary  congestion.  The  car- 
bohydrate aids  in  overcoming  the  acidosis  as  well 
as  restoring  the  liver  glycogen  which  may  have 
been  depleted  by  the  frequent  or  excessive  use 
of  adrenalin.  It  is  important  to  protect  the  liver 
which  is  the  source  of  the  plasma  proteins  as 
well  as  an  important  seat  of  antibody®  forma- 
tion both  in  producing  immunity  and  hyposensi- 
tization therapy.  The  blood  of  severe  asthma  pa- 
tients has  been  shown  to  have  a decreased  total 
protein  level  as  well  as  a disturbed  albumin- 
globulin  ratio.  Amino  acids  are  valuable  where 
there  has  been  prolonged  intoxication  or  starva- 
tion or  where  a protein  edema  exists,  but  one 
should  first  ascertain  whether  or  not  the  patient 
is  allergic  to  any  of  the  ingredients  of  the  prep- 
aration used.  Added  to  the  intravenous  fluids, 
one  may  use  aminophylline,  iodides,  vitamins, 
or  other  indicated  drugs. 

Other  valuable  preparations  that  may  he  used 
are  ephedrine,  ammonium  chloride,  atropine  or 
its  derivatives,  caeffeine  and  coramine.  To  older 
patients,  ephedrine  is  not  advisable  because  of 
the  danger  of  bladder  congestion  which  may  re- 
sult in  dysuria  or  bladder  retention  to  complete 
obstruction.  Propadrine  HCL  or  Nethamine  may 
he  substituted.  Potassium  Iodide  is  the  most  fa- 
vored expectorant.  For  all  patients  having  se- 
vere asthma  it  is  usually  wise  to  put  the  patient 
in  as  dust-free  room  as  possible  and  remove  or 
cover  all  feather  pillows.  Rugs,  drapes  an  I up- 
holstered furniture  should  be  removed. 

• Antibodies  are  body  cell  secreted  ferments  such  as  agglutin- 
ins, preciptins,  opsonins,  lysins,  bacteriocidens,  etc. 


In  several  cases  of  intractable  asthma,  I have 
had  success  from  the  administration  of  inhala- 
tion ether  anesthesia.  One  dramatic  response 
was  in  a seemingly  hopeless  case  of  “status  asth- 
niaticus’’  where  it  was  obvious  that  the  patient 
was  suffering  from  bronchial  obstruction.  She 
was  kept  in  third  state  anesthesia  for  about  ten 
minutes.  During  the  post  anaesthesia  vomiting 
and  coughing,  she  brought  up  several  tenacious 
“plugs.”  For  the  first  time  in  months  she  was 
able  to  breathe  freely  and  three  days  later  she 
walked  out  of  the  hospital. 

In  less  acute  stubborn  cases,  other  procedures 
are  sometimes  worthy  of  trial.  It  was  noted  long 
ago  that  when  an  asthmatic  developed  some 
intercurrent  infection  associated  with  a high 
fever  the  asthma  disappeared  for  a variable,  but 
often  considerable  length  of  time.  Artificial 
fever  was,  therefore,  tried  and  in  some  instances 
gave  relief. 

Foci  of  infection  should  be  eradicated  if  pos- 
sible. Stock  or  autogenous  vaccines  are  some- 
times worth  a trial  in  chronic  infectious  cases. 
Non-specific  foreign  protein  therapy,  such  as 
typhoid  vaccine,  occasionally  stimulates  a favor- 
able reaction.  X-ray  therapy  to  the  sinuses  and 
bronchial  tubes  is  occasionally  effective.  In  chil- 
dren radiation  therapy  to  the  naso  pharynx  is 
frequently  helpful.  One  of  the  newer  thera- 
peutic measures  has  been  the  use  of  penicillin. 
I have  used  aerosol  penicillin  with  oxygen  pres- 
sure in  conjunction  with  the  usual  injection 
method  in  about  75  cases.  My  conclusions  are 
that  it  is  of  no  value  in  uncomplicated  atopic 
asthma,  but  it  is  of  great  temporary  value  in 
cases  where  there  is  a superimposed  bronchial  or 
sinus  infection.  No  lasting  relief  can  be  expect- 
ed unless  the  cause  of  the  underlying  allergy  is 
found  and  corrected.  While  the  penicillin  is 
being  administered  the  infection  is  often  brought 
under  control  and  the  “pussy”  expectoration 
subsides  or  frequently  appears  to  clear  up  com- 
pletely and  the  general  condition  of  the  patient 
improves.  Although  I encountered  several  pa- 
tients who  developed  skin  rashes,  because  of 
sensitivity  to  the  penicillin,  in  only  one  cas<‘ 
was  it  necessary  to  discontinue  the  course  of 
treatment.  More  recently  I have  found  the 
crystalline  penicillin  better  for  inhalation.  Some- 
times 1 found  that  changing  the  brand  of  peni- 
cillin was  effective.  Streptomycin  may  prove 
to  he  of  value  in  penicillin  resistant  cases. 

A non-spicy  and  low  sodium  and  sodium  salt- 
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free  diet  is  advisable  to  produce  a reasonable  de- 
gree of  dehydration  which  is  desirable  in 
chronic  cases.  Ammonium  chloride  alone  or  in 
conjunction  with  diuretics  is  indicated  where 
there  is  evidence  of  fluid  retention.  Frequent 
small  meals  should  lie  prescribed. 

Vitamins  and  tonics  are  helpful.  Various  vita- 
mins have  had  their  day  in  the  treatment  of 
asthma.  First  D,  then  B or  nicotinic  acid,  and 
more  recently  C in  large  doses.  There  have  been 
reports  of  Vitamin  P increasing  capillary  resist- 
ance and  being  of  benefit  in  allergy  conditions. 
None  is  specific,  but  multivitamin  therapy  for 
improving  the  general  resistance  is  helpful.  One 
must  be  careful  that  the  patient  is  not  sensitive 
to  some  ingredient  in  the  vitamin  used.  I often 
find  it  better  to  give  each  vitamin  separately. 

There  is  no  question  about  there  being  an  add- 
ed burden  to  the  heart  in  bronchial  asthma  and 
I have  used  digitalis  in  tonic  doses  for  many 
years.  It  would  seem  to  aid  in  preventing  car- 
diac failure  and  may  be  better  than  waiting  un- 
til a break  in  compensation  occurs  and  then  digi- 
talizing the  patient. 

One  of  the  oldest  known  tonics  or  alteratives 
is  arsenic.  In  the  past  few  years  it  has  again 
come  into  prominence.  Given  in  the  form  of 
Fowlers  solution  in  3 to  5 minim  doses  or  arsenic 
iodide  in  1/12  to  1/20  grain  doses  it  may  be  tried. 

It  lias  been  my  practice  to  advise  asthmatics 
to  give  up  smoking.  All  of  us  know  that  tobacco 
or  other  smoke  causes  bronchial  or  pulmonary 
irritation  and  in  many  cases  appears  to  be  a 
factor  in  producing  a bronchitis  which  can  only 
aggravate  the  asthma.  Avoidance  of  dampness, 
smokes,  fumes,  dusts,  undue  exposure  to  inclem- 
ent weather  or  colds,  avoidance  of  physical  ex- 
ertion, and  overeating,  securing  plenty  of  rest, 
etc.,  are  all  routine  instructions. 

The  psychic  aspect  of  the  patient  must  be  con 
sidered.  Most  allergic  individuals  are  of  a ner- 
vous temperament  or  “high  strung.’’  It  is  well 
known  that  worry,  aggravation,  emotional  upsets 
and  excitement  may  be  the  factors  that  induce 
the  asthma.  Frequently  unsatisfactory  home 
conditions,  especially  in  children,  are  impor- 
tant considerations.  The  asthma  may  be  the 
manifestation  of  a subconscious  rebellion  or  pro 
test  in  the  life  of  an  allergic  individual.  These 
contributory  factors  have  been  described  as  the 
trigger  mechanism — but  the  gun  was  already 
loaded.  Certainly  the  primary  allergy  condition 
present  cannot  be  on  a psychogenic  basis.  Tt  is 


important,  however,  in  any  case  to  consider  all 
the  psychic  influences  that  might  be  contribut- 
ing toward  causing  the  attack  and  if  possible  re- 
lieve them.  In  some  cases  psychotherapy  is  ad- 
visable. 

Change  of  climate  is  no  doubt  of  great  value 
in  many  cases.  Unquestionably,  the  warmer, 
drier  climate  of  parts  of  Arizona  is  desirable  for 
many  chronic  asthmatics,  but  in  an  uncomplicat- 
ed case  it  is  likely  that  when  prompt  relief  oc- 
curs the  patient  has  left  behind  something 
which  caused  the  asthma.  That  something  may 
be  atopic  or.  as  stated  above,  some  environmental 
factor  having  a nervous  or  psychic  influence 
that  was  the  trigger  in  setting  off  the  asthma. 
Change  of  climate  is  justified  after  the  patient 
lias  been  given  the  benefit  of  a thorough  study 
including  a careful  history,  examination,  and 
testing.  Older  patients  with  respiratory  tract 
infection  are  helped  by  moving  to  a warm,  dry 
climate.  Others  who  are  made  worse  by  cold, 
high  humidity  and  rain  may  be  greatly  benefited 
by  a change  of  climate. 

Surgical  measures,  as  extirpation  of  the  .symp- 
athetic ganglia  or  section  of  the  vagus  in  the 
cervical  region,  have  been  attempted  in  the  be- 
lief that  the  number  of  constricting  stimuli  to 
the  bronchi  will  be  reduced.  Some  cures  have 
been  reported  but  such  dangerous  procedures 
are  seldom  necessary.  Removal  of  polyps  or  oth- 
er nasal  and  sinus  surgery  should  be  done  if 
indicated. 

In  the  treatment  of  complications,  I will 
mention  a few  of  the  major  points. 

Chronic  bronchitis  is  probably  the  most  fre- 
quent complicating  factor  and  every  effort 
should  be  made  to  clear  it  up.  In  my  opinion  the 
giving  up  of  smoking  is  very  important. 

Tn  emphysema  the  fitting  of  a tight  abdom- 
inal support  affords  gratifying  relief  in  many 
cases  and  should  be  used  more  often. 

The  value  of  postural  drainage  when  bron- 
chiectasis is  present  should  not  be  forgotten. 

Pneumonia  is  always  a dreaded  and  serious 
complication. 

Massive  collapse  of  the  lung  is  an  emergency 
complication  that  occasionally  arises  abruptly 
and  may  prove  fatal  in  bronchial  asthma. 

Results  and  Prognosis.  All  in  all,  in  compari- 
son with  other  chronic  diseases  such  as  chronic 
arthritis,  cardiovascular  renal  disease,  etc.,  the 
results  of  treatment  are  considered  good.  The 
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patient’s  symptoms  can  usually  be  ameliorated 
even  if  not  completely  or  permanently  relieved. 

In  conclusion,  the  treatment  should  be  started 
as  early  in  life  as  possible  before  emphysema, 
chronic  bronchitis,  pulmonary  fibrosis,  bronchi- 
ectasis or  cardiac  failure  have  made  full  recov- 


ery difficult  or  impossible.  The  exciting  factors 
must  be  found  and  either  eliminated  or  success- 
fnllv  overcome  by  hyposensitization  or  both,  and 
the  contributory  factors  must  be  avoided.  As  a 
final  word  it  must  be  remembered  that  everyone 
who  wheezes  does  not  have  bronchial  asthma. 


HYPERTROPHIC  PYLORIC  STENOSIS  AND  VOMITING 

IN  INFANCY 

DONALD  E.  NELSON,  M.  I).* 

8 af ford,  Arizona 


/^vE  all  the  symptoms  indicative  of  underlying 
^ pathology  in  infancy,  vomiting  is  the  most 
common. 

The  three  mechanisms  through  which  vomit- 
ing is  elicited  are 

1.  Reflexly  by  irritation  of  the  stomach  or 
other  viscus  through  the  Vagus  and  sympa- 
thetics. 

2.  Impulses  from  other  cerebral  centers  act- 
ing upon  the  vomiting  center  in  the  Medulla. 

4.  Chemical  materials  carried  to  the  vomit- 
ing center  through  the  blood  stream. 

The  time  of  the  appearance  of  the  symptom 
complex  of  vomiting  indicating  underlying  path- 
ology, can  be  divided  into  three  chronological 
periods ; from  birth  until  the  end  of  the  first 
week,  from  the  first  week  to  six  months,  from 
six  months  to  two  years,  at  which  time  the  in- 
fancy period  is  at  an  end. 

FIRST  WEEK  OF  LIFE 

While  infrequent,  developmental  anomalies 
form  a large  group  in  which  vomiting  is  the 
cardinal  symptom,  primarily  because  of  an  ob- 
struction somewhere  in  the  G.  I.  tract.  They  are: 

I.  ESOPHAGEAL  OBSTRUCTION : 

The  most  common  of  which  is  atresia  with 
traeheo-esophageal  fistula  in  which  the  upper 
esophagus  ends  in  a blind  pouch  and  the  lower 
part  communicates  with  the  trachea  or  a pri- 
mary bronchus.  With  an  obstruction  being  high 
up  the  first  and  subsequent  feedings  will  be  re- 
gurgitated and  the  vomitus  will  contain  no  bile. 
There  may  be  attacks  of  coughing  and  cyanosis 
due  to  aspiration  of  food,  and  because  of  the 
fistula,  marked  gastric  tympany  will  be  present. 
Farber’s2  test  will  be  positive.  This  test  is  of 

* From  The  Butler  Clinic.  Safford,  Arizona. 

Presented  before  the  Arizona  State  Medical  Association,  May 
9.  1947. 


value  in  diagnosing  any  gastro-intestinal  atresia 
in  the  new  born. 

II.  DIAPHRAGMATIC  HERNIA S 

The  symptoms  depend  on  the  number  of  ab- 
dominal viscera  displaced  into  the  thorax.  Vom- 
iting, cyanosis  anil  dyspnea  are  present.  In- 
testinal tympany  on  percussion  and  distant 
gurgling  auscultatory  respiratory  sounds  are 
pathognomonic. 

X-ray  studies  readily  confirm  the  diagnosis. 

II I . IN  TESTIS  AT  STENOSIS  OR 
ATRESIA :+ 

While  persistent  vomiting,  dehydration  and 
fever  are  symptoms  seen  24-48  hours  after  birth, 
the  most  prominent  symptom  is  marked  abdom- 
inal distention.  In  two  cases  delivered  by  the 
author,  the  distention  presented  a marked  soft 
part  dystocia  which  made  the  delivery  of  the 
trunk  quite  difficult.  Infant  C.  S.  lived  but  two 
hours,  infant  D.  P>.  lived  thirty-seven  hours.  The 
latter  infant  regurgitated  its  first  feeding  and 
subsequent  feedings  thereafter.  The  vomitus  at 
first  was  curdled  milk  but  after  the  third  feed- 
ing became  bile  colored.  X-rays  showed  marked 
distention  of  the  small  gut  and  confirmed  the 
diagnosis  of  intestinal  atresia.  However,  sup- 
portive therapy  and  negative  gastric  suction  did 
not  maintain  the  infant  until  surgery  could  be 
resorted  to.  Postmortem  examination  in  both 
cases  revealed  intermittent  areas  of  8 to  16  cm. 
in  which  there  was  isolated,  partially  occluded 
segments  of  gut  joined  by  small  bands,  giving 
the  picture  as  of  a string  of  beads. 

IV.  DUPLICATION  OF  THE  INTESTINES' 

Duplication  of  the  alimentary  canal  may  oc- 
cur anywhere  from  the  base  of  the  tongue  to 
the  anus.  Duplication,  regardless  of  site,  is  usual- 
ly a blind  pouch  and  the  mucosal  lining  secretes 
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a fluid,  mucoid  in  character,  causing  the  pouch 
to  eventually  swell  to  the  point  of  obstructing 
that  part  of  the  canal  to  which  it  is  adjacent. 
Hence,  colicky  pain,  vomiting,  dehydration, 
visible  peristalsis  and,  occasionally,  bleeding,  if 
the  canal  mucosa  sloughs  off  from  pressure  ne- 
crosis, will  be  present.  The  duplication  can  fre- 
quently be  felt  as  a rounded,  smooth,  usually 
non-tender  mass  and  is  freely  movable.  X-ray 
studies  may  or  may  not  confirm  the  diagnosis 
depending  on  the  site  of  the  duplication. 

V.  MALFORMATION  OF  THE  RECTUM 

AND  ANUS C 

Several  types  of  malformation  occur.  How- 
ever, regardless  of  type,  the  symptoms  again  are 
those  primarily  due  to  obstruction.  Ribbon-like 
stools  or  complete  absence  of  stools  and  rectal 
examination  readily  confirm  the  diagnosis. 

VI.  MALROT ATION  OE  THE  INTESTINE 

AND  COLONS 

In  incomplete  rotation  of  the  gut,  the  cecal 
portion  will  migrate  and  lie  just  below  the  distal 
half  of  the  stomach.  The  reflected  band  of  the 
peritoneum  running  from  it  will  therefore  lie 
across  the  descending  portion  of  the  duodenum 
and  partially  or  completely  obstruct  same.  Con- 
currently, because  the  small  intestine  lacks  the 
normal  fixation,  there  may  be  a volvulus  of  the 
entire  midgut.  As  the  rudimentary  attachment 
of  the  mesentery  of  the  small  gut  lies  just  below 
the  origin  of  the  superior  mesentery  artery,  the 
twisting  of  the  gut  on  its  pedicle-like  axis  not 
only  may  obstruct  the  intestine  but  stenos  or  even 
completely  (dose  the  superior  mesenteric  artery 
with  resultant  infarction.  The  majority  of  cases 
manifest  themselves  during  the  first  three  weeks 
of  life  although,  dependent  upon  the  degree  of 
obstruction,  they  may  show  up  at  any  time  in 
later  life. 

Vomiting  is  the  predominant  symptom  since 
obstruction  is  high  in  the  gut.  The  usual  signs 
of  obstruction  are  present  and  the  vomitus  is 
bile  stained,  ruling  out  pyloric  stenosis.  X-ray 
studies  reveal  obstruction  usually  in  the  lower 
third  of  the  duodenum  and  a Barium  enema  will 
show  the  cecum  in  the  epigastrium  Hence,  the 
condition  offers  no  diagnostic  difficulty. 

In  all  of  the  above  conditions,  treatment  is  sur- 
gical after  adequate  therapy  of  the  dehydration, 
avitaminosis  (K  & C)  and  correction  of  the  acid 
base  balance. 


When  the  above  developmental  anomalies  are 
ruled  out,  there  remain  three  causes  of  vomiting 
in  the  first  week  of  life: 

The’  first  is  regurgitation  of  blood  swallowed 
by  the  infant  in  its  passage  through  the  birth 
canal.  This  appears  within  a few  hours  after 
birth  and  promptly  corrects  itself  with  the  emp- 
tying of  the  stomach. 

The  second  condition  is  organic  lesions  of  the 
brain  or  Tentorium  caused  by  birth  trauma 
which  introduces  itself  with  projectile  vomiting 
bearing  no  relaitonship  to  feedings.  The  Moro 
and  Magnus  de  Kleijn  reflexes  may  be  altered 
and  partial  or  complete  paralysis  of  one  or  more 
extremities  may  be  present.  Bulging  fontanelles, 
areas  of  scalp  injury  and/or  hematomas  and 
bloody  spinal  fluid  make  the  diagnosis  certain. 
To  be  ruled  out,  of  course,  is  the  projectile  vom- 
iting of  pyloric  stenosis  which,  however,  rarely 
manifests  itself  before  the  second  week  and  the 
vomitus  is  not  bile  stained.  Treatment  is  aimed 
primarily  at  reducing  intracranial  pressure,  cor- 
rection of  dehydration,  keeping  in  mind  that  de- 
hydration is  of  value  in  this  instance  from  the 
standpoint  of  reducing  intracranial  pressure, 
and  introduction  of  Vitamins  K and  C into  the 
infant’s  economy  as  well  as  other  chemicals  that 
hasten  blood  clotting. 

Third,  and  the  cause  of  90%  of  all  vomiting 
in  the  first  week  of  life  is  dietary  difficulties. 
Usually  the  formula  is  too  high  in  fat  or  the 
curd  tension  is  too  high  as  is  found  in  raw  milk 
or  milk  heated  only  moderately.  Also,  acidified 
formulas  may  occasionally  cause  trouble  in  in- 
fants with  an  abnormally  high  gastric  acid 
secretion.  Experimental  corrections  of  the 
formula  usually  ablate  the  symptom  complex 
in  3-5  days. 

Over  distention  of  the  stomach  either  from 
too  large  a feeding,  too  frequent  feeding,  or 
aerophagia  also  can  be  considered  to  fall  into 
this  group.  Interrogation  of  the  mother  or  nurse 
as  to  the  formula  and  feeding  habits  of  the  in- 
fant plus  postprandial  observation  to  rule  out 
aerophagia  from  sucking,  readily  reveal  the 
solution  for  correction  of  the  over  distention. 

SECOND  WEEK  TO  SIX  MONTHS 
PERIOD 

I.  The  one  developmental  anomaly  which, 
while  present  at  birth,  rarely  manifests  itself 
before  10-14  days  after  birth  is  hypertrophic 
pyloric  stenosis. T's  Etiological  theories  are  le- 
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gion.  The  theory  of  central  nervous  system  in- 
jury during  birth,  the  theory  of  relationship  to 
Hirschsprung’s  disease,  the  theory  of  it  being 
the  end  result  of  a pre-existing  spasm,  all  lack 
adequate  scientific  proof.  Bonell9  has  shown 
experimental  proof  that  infants  with  pyloro- 
spasm  do  not  produce  protective  ferments  which 
have  the  function  of  destroying  maternal  foreign 
proteins  absorbed  by  the  infant.  He  believes 
this  lends  further  support  to  Stolle’s  theory  of 
pylorospasm  being  tine  to  a hormonal  action  of 
maternal  proteins  on  the  smooth  muscle  of  the 
infant’s  gut.  However,  experimental  confirma- 
tion of  his  work  lias  not  been  done  in  this 
country. 

Regardless  of  etiological  explanation,  the  con- 
dition presents  itself  as  an  enlarged  pyloric- 
valve  % to  % of  an  inch  in  diameter,  pink  grey 
in  color,  and  having  a gristle-like  consistency. 
Microscopically,  the  nerve  structures  are  nor- 
mal in  number  and  architecture  ruling  out  a 
neurogenic  origin.  In  infants  under  ten  days  of 
age,  the  submucosa  and  mucosa  are  normal. 
However,  after  this  time  the  forcing  of  food 
through  the  small  lumen  causes  edema  and  leuco- 
cytic infiltration  of  the  two  layers,  thereby  fur- 
ther narrowing  down  the  lumen  and,  hence,  pro- 
ducing the  typical  signs  of  obstruction  two  or 
more  weeks  after  birth.  The  hypertropied  mus- 
culature is  present  at  birth  but  by  itself  does 
not  narrow  the  lumen  to  the  point  of  producing 
obstructive  symptoms.  That  there  is  probably 
a concurrent  spasm  is  now  the  accepted  belief. 
The  five  cardinal  symptoms  are: 

(1)  Regurgitative  vomiting  containing  no  bile 
followed  in  1-3  days  by  projectile  vom- 
iting. 

(2)  Palpable  right  upper  quadrant  pyloric 
tumor  best  elicited  right  after  a vomiting 
episode. 

(3)  Scanty  stools  (although  starvation  diar- 
rhea was  present  in  15%  of  Lanman’s10 
425  cases). 

(4)  Visible  gastric  peristasis  moving  from 
left  to  right. 

(5)  The  weight  curve  declines,  in  the  absence 
of  fever,  and  no  evidence  of  infection  is 
present. 

Dehydration  and  alkalosis  may  or  may  not  be 
present,  dependent  on  how  soon  the  physician 
sees  the  case,  after  the  syndrom*  has  first  mani- 
fested itself. 


In  the  differential  diagnosis,  pylorospasm  is 
the  main  condition  that  will  present  any  diag- 
nostic difficulty.  Infants  with  this  pathology 
usually  show  a hypertonicity  of  the  trunk  and 
extremities.  The  vomiting  begins  soon  after  birth 
and  is  periodic,  i.e.,  present  for  two  or  three 
days  and  then  absent  for  two  or  three  days. 
There  is  no  palpable  tumor.  However,  it  must 
be  realized  that  pylorospasm  is  considered  by 
many  to  be  but  a lesser  degree  of  hypertrophic 
pyloric  stenosis. 

Alimentary  canal  obstruction  regardless  of 
etiology  (vide  supra),  all  with  the  exception  of 
esophageal  obstruction,  usually  produce  bile 
stained  vomitus  and  initiate  themselves  soon 
after  birth.  In  esophageal  obstruction,  the  con- 
comitant respiratory  symptom  assists  in  the 
diagnosis. 

In  intracranial  injuries,  the  vomiting,  while 
projectile,  is  bile  stained  and  unrelated  to  food 
taking,  and  attendant  neurological  symptoms 
rule  out  stenosis. 

If  doubt  still  exists,  x-ray  studies  are  in  or- 
der. However,  when  the  five  cardinal  symptoms 
have  been  satisfied,  there  is  little  to  justify  the 
further  handling  of  the  sick  infant. 

Treatment  by  the  Fredet-Ramnstedt  operation 
is  the  procedure  of  choice.  Ladd7  in  177  cases 
operated  on  between  1936-1939  had  a mortality 
rate  of  0.56%.  Lanrnan10  between  1928-1931  in 
150  cases  treated  by  this  operative  technic,  had 
a mortality  rate  of  2%.  Donovan8  in  100  cases 
reported  in  1932,  lost  only  one  case  and  in  143 
consecutive  cases  reported  in  1937,  had  no  fatali- 
ties. The  above  authors  stress  the  reduction  in 
mortality  rates  as  being  due  to  increased  atten- 
tion to  combating  the  dehydration  and  acid  base 
inbalance  before  the  infant  is  reported  to  sur- 
gery. Also,  the  cases  are  being  recognized  earlier 
and  are  being  brought  to  surgery  before  extreme 
degrees  of  dehydration  and  alkalosis  are  present. 

Post  operatively,  it  is  common  practice  to  start 
feeding  the  infant  at  two  hour  intervals  as  soon 
as  it  is  conscious.  This  procedure  has  been  ques- 
tioned by  Faber  and  Davis11  who  have  shown 
in  nine  cases  of  pyloromyotomy  that  there  is  a 
gastric  retention  of  dilute  Barium  for  20-29 
hours  post  operatively.  They  conclude  that  post 
operative  vomiting  in  pyloromyotomy  is  due  to 
the  too  early  introduction  of  food  into  the  stom- 
ach. Better  were  it  if  the  infants  were  treated 
with  intravenous  or  subcutaneous  fluids  and  on 
a feeding  regime  similar  to  laparotomies. 
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Despite  the  low  mortality  from  the  operative 
procedure,  attempts  are  still  being  made  to  treat 
the  syndrome  medically.  This  is  based  on  the 
theory  that  if  the  spasm  phase  can  be  relieved, 
the  stenosis  may  not  be  severe  enough  to  cause 
obstruction  symptoms ; and  the  hypertrophied 
muscle  will  disappear  or  correct  itself  after  the 
third  month.  In  the  past,  atropine  has  been  the 
commonly  used  antispasmotic  but  its  side  reac- 
tions have  precluded  its  use  in  that  dosage  has 
to  be  pushed  to  the  point  of  poisoning  before  the 
spasm  is  relieved.  Jacoby12  divided  fifty  cases 
into  two  groups.  One  group  consisted  of  twenty- 
six  cases  treated  medically  and  the  criterion  for 
a case  to  be  placed  in  this  group  was  that  vomit- 
ing must  start  in  the  fourth  week  or  later  and 
the  infant  must  not  be  severely  dehydrated.  As 
an  antispasmotic,  he  used  Eumydrine  which  is 
a methyl  nitrate  salt  of  atropine3  and  which  pro- 
duces very  little  peripheral  autonomic  effects. 
The  drug  was  used  as  a 0.6%  alcoholic  solution 
and  given  in  a dosage  of  four  drops  15  minutes 
before  feedings  four  times  on  the  first  day, 
before  three  feedings  on  the  second  and  third 
day  and  when  vomiting  had  completely  stopped, 
two  drops  were  given  three  times  daily  for  four 
months,  at  which  time  the  disease  had  run  its 
natural  course.  He  also  reduced  the  food  intake 
to  one  ounce  every  four  hours  for  infants  weigh- 
ing less  than  6V2  pounds  and  l/2  ounces  for 
those  over  this  weight  point.  The  formula  was 
used  full  strength  and  maintained  at  the  low 
level  of  volume  for  24-48  hours,  after  which  time 
lie  increases  the  daily  total  volume  by  one-half 
ounce  until  the  infant  was  taking  its  full  caloric 
requirements. 

The  twenty-six  cases  so  selected  and  treated 
stopped  vomiting  by  the  third  day,  regained 
their  weight  and  progressed  on  a weight  curve 
basis  the  same  as  normal  infants. 

Using  the  same  procedure,  I have  treated  three 
cases  of  hypertrophic  pyloric  stenosis  with  the 
exception  that  the  Eumydrine  was  in  a 1 :1 0,000 
aquaeous  solution  and  the  dosage  was  fifteen 
drops  before  each  feeding.  In  case  F.  R.  the 
infant  started  vomiting  on  the  tenth  day  after 
birth.  A diagnosis  of  stenosis  was  made  three 
days  later  and  twenty-six  hours  after  institu- 
tion of  Eumydrine  therapy,  the  infant  ceased 
vomiting  and  presented  no  more  symptoms. 
Cases  L.  B.  and  E.  M.  started  vomiting  of  the 
projectile  type  22-27  days  postpartum,  respec- 
tively.  Forty-one  and  sixty-eight  hours  after 


institution  of  Eumydrine  therapy,  respectively, 
both  cases  ceased  vomiting  and  went  on  to  an 
uneventful  recovery.  They  were  on  maintained 
Eumydrine  therapy  until  the  end  of  the  third 
month.  In  all  three  cases  the  diagnosis  was  made 
early  and  dehydration  did  not  present  a prob- 
lem. Here,  then,  we  have  an  antispasmotic  drug 
which  gives  promise  of  amelioriating  the  symp- 
toms of  stenosis.  With  this  evidence  in  hand,  all 
non-severely  dehydrated  cases,  regardless  of 
when  the  syndrome  appears,  should  be  treated 
medically  for  a period  of  3-4  days  in  which  time, 
if  Eumydrine  is  going  to  work,  the  infant  will 
stop  vomiting.  If  the  drug  fails,  nothing  has 
been  lost  as  the  infant  during  the  four-day  trial 
period  can  be  hydrated  parenterally. 

The  second  group  of  twenty-four  cases  were 
severely  dehydrated  and  Jacoby  feels  that  they 
are  best  treated  surgically. 

The  mortality  rate  in  both  his  groups  being  nil. 

II.  Intra-abdominal  hernia,  despite  its  rarety, 
is  another  condition  which  may  give  obstructive 
symptoms  at  any  time  from  birth  on.  It  is 
caused  by  a loop  of  boAvel  becoming  incarcerated 
in  congenital  rents  of  mesentary,  broad  ligament 
or  omentum. 

Symptoms  and  findings  are  those  of  intestinal 
obstruction,  and  diagnosis  is  rarely  made  except 
by  exploratory  surgery. 

III.  Intussusception,  while  it  usually  occurs 
between  the  third  and  eleventh  month,  the  peak 
of  incidence  is  between  the  third  and  sixth 
months  of  life.  There  is  usually  a sudden,  dra- 
matic onset  of  vomiting  and  colicky  abdominal 
pain  in  a previously  normal,  well  developed  in- 
fant. I11  85%  of  cases,  bloody  stools  are  present 
and  the  infant  appears  in  shock  in  12-24  hours 
after  the  onset.  In  three-fourths  of  the  cases,  a 
palpable,  sausage  shape,  11011-tender  mass  can  be 
felt  in  the  right  upper  abdominal  quadrant. 
Rectal  examination  may  reveal  the  advanced 
portion  of  the  bowel  which  feels  comparable  to 
the  cervix  uteri.  X-ray  examination  need  rarely 
be  done  as  the  history,  symptoms  and  physical 
examination  are  almost  pathognomic.  If  the 
condition  is  diagnosed  and  treated  surgically 
within  24  hours  after  onset,  the  mortality  rate 
is  zero.  However,  as  the  time  increment  from 
onset  increases,  so  does  the  mortality  rate.  N011- 
surgical  reduction  by  colonic  injections  of  Ba- 
rium under  fluoroscopic  control  as  advocated  by 
Stephens,14  will  in  many  early  cases  reduce  the 
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condition  and,  hence,  should  be  tried  first  before 
surgical  intervention. 

IV.  Incarcerated  hernia  frequently  produces 
reflex  vomiting  and  has  its  highest  morbidity 
during  the  first  six  months  of  life.  Ninety-five 
per  cent  occur  in  males  and  80%  occur  in  the 
right  inguinal  canal  or  ring.  The  diagnosis  and 
treatment  are  self-evident. 

V.  Peptic  ulcer,13  while  extremely  rare,  oc- 
casionally is  present  at  birth  and  may  produce 
bloody  vomiting.  It  is  rarely  diagnosed  except 
at  autopsy.  Roentgenological  studies  may  reveal 
the  condition  in  the  course  of  looking  for  other 
pathology.  Treatment  is  by  Sippy  regimen. 

VI.  Meconium  Ileus,  meconium  occasionally 
contains  no  bile  or  cholestrol  because  of  bile  duct 
obstruction  and,  hence,  will  be  grayish  white 
and  putty-like  in  consistency.  The  infant  may 
be  unable  to  expel  the  material  and  will  show 
typical  signs  of  obstruction.  Jaundice  is  usually 
present  and  the  liver  may  he  enlarged.  Pass- 
age of  a first  clay-like  stool  (the  meconium  plug) 
with  subsequent  absence  of  stools  make  the  di- 
agnosis relatively  easy.  Mild  laxatives  may  be 
used  in  an  attempt  to  dislodge  the  fecal  bolus 
but  surgery  must  be  resorted  to  to  relieve  the 
bile  duct  obstruction,  unless,  as  in  some  cases, 
if  due  to  inspissated  bile  and  mucus  that  may 
be  dislodged  by  medical  means. 

VII.  Clastro-enteritis : The  etiology  of  diar- 
rhea17 in  the  new  born  in  epidemic  or  endemic 
form,  still  remains  a debatable  question.  Is  it 
a virus?  Is  it  a streptococcus  from  an  upper  re- 
spiratory infection?  Is  it  a food  allergy?  In 
the  majority  of  case  studies,  the  findings  have 
been  inconclusive.  When  in  doubt,  the  virus 
category  is  the  favorite  Avaste  baske'  A 

Vomiting,  usually  present,  may  he  controlled 
by  withholding  foods  and  fluids  for  24  hours  and 
by  the  use  of  intramuscular  sodium  phenobarbi- 
tal.  After  fasting  24  hours,  a solution  of  5% 
glucose  in  saline  may  be  given  orally  in  30-60  cc. 
doses  every  15  minutes,  gradually  increasing  the 
amount  by  120  cc.  each  succeeding  hour.  As  the 
diarrhea  may  cause  much  base  loss  ond  the  vom- 
iting much  hydrochloric  acid  loss,  parenteral 
Hartman’s  solution  is  of  great  value  in  combat- 
ing the  dehydration  and  correcting  the  PII  im- 
balance. 

As  diarrhea  is  endemic  in  the  southwest,  and 
cultures  routinely  fail  to  give  any  clues,  1 use 
the  sIoavIv  absorbed  sulfa  drugs  which  have  de- 


creased the  average  duration  of  a case  from  7-10 
days  down  to  3-4  days.  The  fact  that  these 
suila  drugs  work  would  indicate  that  we  are 
probably  dealing  with  a bacterial  infection  rath- 
er than  a virus. 

VIII.  Rumination:  Between  the  third  and 
sixth  months  of  life  this  is  not  an  infrequent  find- 
ing. It  is  easily  recognized  by  observing  the  typi- 
cal tongue  and  lower  jaw  forward  and  slight  head 
extension  attitude  of  the  baby.  The  infant  makes 
rhythmical  chewing  movement,  bringing  up  food 
Which  is  then  non-forceably  ejected  or  drooled 
from  the  mouth.  Treatment  consists  in  giving 
thick  feedings  or  semi-solid  foods,  distraction  of 
the  child's  attention  and  in  severe  cases  where 
the  weight  curve  starts  declining,  the  use  of  a 
rubber  ballon  at  the  cardiac  end  of  the  esophagus 
after  feedings. 

SIX  MONTHS  TO  TWO  YEAR  PERIOD 

I.  Infections:  Any  infectious  or  contagious 
disease  usually  has  vomiting  as  an  attendant 
symptom.  The  vomiting  hears  no  relation  to  the 
ingestion  of  food  and  it  is  probably  due  to  a 
heightened  irritability  of  the  vomiting  center 
induced  by  the  increased  body  temperature. 
Control  of  the  symptoms  is  the  same  as  elabor- 
ated upon  under  diarrhea  above  plus,  of  course, 
measures  to  lower  the  fever  and  direct  treatment* 
of  the  specific  infection. 

II.  Habit:  Following  an  attack  of  an  infec- 
tious disease  an  infant  probably,  because  of  the 
attention  it  obtained  by  vomiting  while  ill,  Avill 
continue  intermittently  to  vomit  with  no  appar- 
ent cause.  Also,  Avhen  there  is  a clash  of  Avills 
between  too  over  attentive  parents  and  the  child 
over  eating,  wetting  or  other  behavior  problems, 
the  child  Avill  vomit  as  a resentment  reaction. 
Proper  advice  to  the  parents  relative  to  ignor- 
ing and  making  no  fuss  about  the  condition  is 
the  best  therapy. 

III.  Intra-abdominal  infections  including  Pri- 
mary Peritonitis:  Appendicitis,  Meckel’s  diver- 
ticulitis, and  mesenteric  lymphadenitis  may  all 
produce  vomiting  as  the  only  symptom  apart 
from  fever.  Objective  signs  in  the  first  tAvo  all 
point  to  an  inflammatory  reaction  usually  in 
the  right  lower  abdomen.  Tn  mesenteric  lympha- 
denitis, there  is  usually  a history  of  previous 
upper  respiratory  tract  infection.  The  Avhite 
blood  cell  count  is  rarely  above  ten  thousand 
and  tenderness  is  not  as  marked  or  localized  as 
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in  the  former  two.  Fever  is  low  grade  or  absent 
and  observation  for  6-8  hours  will  usually  reveal 
subsidence  of  symptoms.  The  vomiting  need  not 
be  treated  other  than  the  withholding  of  food. 
Surgery  is  indicated  in  the  first  two  conditions 
and  chemotherapy  in  the  latter. 

Primary  peritonitis19  is  seen  following  infec- 
tion in  some  other  part  of  the  body,  usually  in 
the  upper  respiratory,  tract.  The  caustive  organ- 
ism is  usually  a hemolytic  streptococcus  or  pneu- 
mococcus which  is  carried  to  the  peritoneal  cav- 
ity by  the  blood  stream.  Symptoms  consist  of 
vomiting,  dehydration,  restlessness,  irritability, 
high  fever,  marked  perspiration  and  diarrhea 
(in  about  50%  of  the  cases).  The  infant  appears 
quite  ill.  The  abdomen  is  soft  and  doughy  feel- 
ing and  moderate  abdominal  distention  is  pres- 
ent. Bowel  sounds  are  usually  absent.  The  white 
blood  count  runs  between  20-50,000.  A concur- 
rent pneumonia  may  mask  the  abdominal  path- 
ology. However,  a fast  respiratory  rate,  absence 
of  abdominal  tenderness  and  a chest  x-ray  should 
make  the  differential  diagnosis  certain. 

If  one  is  sure  the  peritonitis  is  of  the  primary 
type,  chemotherapy  is  best.  However,  if  there 
is  any  doubt,  it  is  better  to  resort  to  conservative 
surgery  for  diagnosis. 

IV.  Toxic:  Vomiting  from  ingested,  spoiled 
foods  or  poisons  represents  a toxemia  initiated 
by  extrensic  factors.  The  vomiting  is  induced 
primarily  by  irritation  of  the  vagal  nerves  in  the 
stomach.  Intrinsic  toxemia  such  as  is  seen  in 
uremia,  ketosis  or  any  disease  condition  marked- 
ly altering  the  blood  chemistry  by  increasing 
the  index  of  catabolic  waste  products,  will  induce 
vomiting  by  direct  action  of  these  products  on 
the  vomiting  center.  Elimination  of  the  specific 
toxic  substance  is  the  treatment. 

V.  Recurrent  vomiting:  Into  this  catch-all 
is  placed  all  types  of  vomiting  that  tend  to  recur 
at  periodic  intervals,  usually  between  the  ages 
of  1 V2  years  and  puberty.  Unhappily,  it  is  not 
a scientific  definitive  entity  in  that  the  etiologi- 
cal cause  is  varied  and  the  only  thing  that  all 
have  in  common  is  cyclic  attacks  of  vomiting. 
Etiological  causes  around  which  much  discus- 
sion still  fans  itself  are  : 

(1)  Infections  of  tonsils,  teeth,  mastoids, 
urinary  tract,  etc,  which  may  cause  decreased 
carbohydrate  intake  and  resultant  ketosis.  Hy- 
poglycemia is  usually  not  present  in  this  group. 

(2)  Hypoglycemia:20  It  is  characterized  by 
somnolence,  ketosis,  vomiting  and  convulsions. 


Attacks  are  precipitated  by  excessive  play.  In 
some  children  there  appears  to  be  an  abnormally 
low  blood  sugar  level  between  bed  time  and 
waking  time.  In  others,  low  blood  sugar  per 
cents  are  found  following  a period  of  anorexia. 
Treatment  is  the  introduction  of  dextrose  into 
the  system  either  orally  if  it  can  be  retained  or 
parentally.  Yet,  many  cases  do  not  stop  vomit- 
ing after  the  hypoglycemia  and  ketosis  have 
been  corrected.  Prophylaxis,  however,  will  usual- 
ly prevent  the  attack  if  the  child  is  given  rest 
periods  and  a glass  of  milk  or  stick  candy  be- 
tween meals  and  at  bedtime. 

(3)  Food  allergies:  Cases  are  reported 

wherein  chocolate,  peanuts,  milk  or  almost  any 
specific  food  precipitates  attacks  of  vomiting 
whenever  ingested.  Elimination  of  the  food  from 
the  diet  prevents  further  attacks. 

(4)  Lesions  of  the  gastrointestinal  tract : In- 
complete obstruction  such  as  may  be  seen  in 
malrotation  of  the  intestines,  chronic  appendi- 
citis, sliding  types  of  intra-abdominal  hernia  and 
others  may  produce  repeated  attacks  of  vomit- 
ing and  usually  go  undiagnosed  until  attention 
is  focused  upon  the  abdomen  by  acute  findings 
of  intra-abdominal  pathology. 

(5)  Neurogenic:21  Children  and  infants  in 
this  group  usually  have  an  unstable  background. 
Family  history  reveals  members  with  migraine, 
or  neurodermatitis,  or  neurocirculatory  asthenia 
and  other  psychothenic  syndromes.  Any  nervous 
excitement  or  exhaustion  precipitates  the  vomit- 
ing and  in  many  instances,  is  preceded  by  head- 
aches. 

(6)  Castro  enteroptosis : Talbot  of  Boston 
and  others  have  repeatedly  emphasized  faulty 
body  mechanics  and  visceroptosis  as  an  etiolog- 
ical factor  and  claim  excellent  results  with  mus- 
cle education  and  abdominal  supports. 

Regardless  of  the  etiology  in  recurrent  vom- 
iting, treatment  of  the  vomiting  and  dehydration 
is  of  most  importance  during  the  attack.  Rectal 
Bromides  or  intramuscular  phenobarbital  raise 
the  vomiting  center  threshold  of  irritability  and 
cause  a cessation  of  vomiting.  Ice  chips  and  dry 
crackers  ingested  in.  small  amounts  are  usually 
well  tolerated  and  soft  diet  can  be  instituted  24 
hours  from  the  time  the  vomiting  has  stopped. 
A search  for  the  etiological  cause  usually  proves 
futile,  however,  and  the  treatment  of  the  vomit- 
ing itself  is  usually  all  that  is  necessary. 

SUMMARY 

1.  Vomiting  has  been  shown  to  be  the  com- 
monest major  symptom  of  underlying  pathology 
in  infancy. 

2.  The  disease  syndromes  in  which  this  is 
true  have  been  described  and  have  been  placed 
in  chronological  periods  relative  to  the  time  of 
their  appearance  in  the  life  of  the  infant. 
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• !.  The  general  and  specific  treatment  of  the 
vomiting  symptom  complex  (dehydration  and 
alkalosis)  lias  been  discussed,  including  the  gen- 
eral therapy  of  the  underlying  or  direct  causa- 
tive pathology. 

I.  Two  eases  in  which  abdominal  distention 
present  in  the  infant  at  birth  caused  a soft  part 
dystocia  are  described.  The  distention  was  due 
to  intestinal  atresia. 

5.  Three  cases  of  pyloric  stenosis  are  describ- 
ed in  which  the  anti-spasmotic  drug,  Eumydrine, 
relieved  the  obstruction  and  its  attendant  vom- 
iting, permitting  the  infants  to  retain  and  digest 
their  feedings  to  the  point  that  they  were  able 
to  maintain  their  weight  curves. 
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MEDICAL  OBSERVATIONS  ON  THE  MANAGEMENT 

OF  SHOCK 

CHARLES  A.  L.  STEPHENS,  Jr.,  M.  II. 

Tucson,  Arizona 


ITH  tbe  increasing  number  of  accidents 
in  the  homes  and  on  the  highways,  physi- 
cians of  all  specialties  are  often  called  to  treat 
patients  suffering  from  shock ; yet  few  physi- 
cians see  shock  in  all  its  varieties  of  form  and 
severity  with  sufficient  frequency  to  gain  wide 
experience  and  to  formulate  standard  patterns 
of  therapy. 

During  the  recent  war,  combat  casualties  often 
developed  the  most  profound  shock.  In  the 
author’s  experience  as  a medical  member  of  a 
team  which  devoted  itself  entirely  to  tbe  treat- 
ment of  shock,  more  than  fifteen  hundred  such 
casualties  were  treated.  Certain  prognostic  and 
therapeutic  principles  were  learned  which  un- 
fortunately are  not  observed  in  civilian  medi- 
cal practice.  There  is  no  desire  to  criticize 
present-day  medical  treatment  of  shock,  nor  the 
institution  in  which  it  is  carried  out,  but  rath- 
er this  is  a plea  to  recognize  certain  attend- 
ant difficulties  and  to  suggest  remedies — reme- 
dies which  were  learned  by  trial  and  error  and 
by  loss  of  life. 
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It  matters  little  whether  the  offending  agent 
be  a piece  of  shall  casing  or  of  an  automobile 
fender,  a bullet  or  a splinter  of  glass.  What  ivas 
observed  on  the  field  of  battle  is  seen  again  in 
civilian  life — fractured  bones,  punctured  lungs, 
bleeding  vessels,  crushed  tissue  or  torn  viscera. 
The  denominators  are  common  (trauma  and 
shock)  and  the  mechanisms  and  the  treatment  do 
not  differ. 

The  treatment  of  shock,  from  whatever  cause, 
is  an  emergency  of  the  highest  order,  ft  is  logi- 
cal that  shock  may  reach  a critical  point  in  dura- 
tion and  severity,  beyond  which  no  recovery  can 
be  expected.  That  critical  time  may,  and  often 
does,  occur  in  the  next  five  minutes.  Our  civi- 
lian emergency  facilities,  however,  present  the 
practicing  physician  with  innumerable  and  often 
fatal  delays — delays  which  we  know  by  virtue 
of  actual  war  experience  can  be  prevented. 

After  the  initial  examination  of  a seriously 
injured  and  deeply  shocked  patient,  various 
therapeutic  measures  are  contemplated.  Surgery 
with  debridement  and  repair  is,  of  course,  the 
ultimate,  but  no  procedure  of  an  operative 
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nature  is  feasible  until  the  state  of  shock 
is  corrected.  Alleviation  of  the  shocked  state  is, 
therefore,  first  and  foremost  in  any  definitive 
care,  for  a live  patient  is  both  a prerequisite 
and  a goal.  Hemostats,  splints,  transfusions, 
vaseline  gauze  seals,  oxygen,  heat,  water  seals, 
gastric  tubes  with  Wangensteen  suction,  novo- 
cain and  sandbags,  are  a few  of  the  many  agents 
the  physician  may  require  immediately  and 
simultaneously.  Yet,  when  under  ordinary  cir- 
cumstances he  makes  such  requests  of  hospital 
personnel,  confusion  and  chaos  are  the  usual 
results.  Precious  time  will  be  lost  because  of 
lack  of  preparedness,  inexperience,  and  because 
of  a fundamental  failure  to  anticipate  the 
emergency  needs  of  the  shocked  patient. 

In  some  institutions  all  transfusions  must  be 
typed  and  cross-matched  before  they  can  be  giv- 
en. Sometimes  the  blood  is  delayed  in  reaching 
the  patient  because  it  is  cold  and  it  is  thought 
necessary  that  it  be  warmed.  Blood  substitutes 
offer  only  temporary  and  limited  benefits,  and 
it  is  generally  agreed  that  there  is  no  adequate 
substitute  for  whole  blood.  In  many  communi- 
ties, however,  countless  unnecessary  deaths  oc- 
cur from  shock  because  no  whole  blood  is  avail- 
able at  all ! 

In  the  deeply  shocked  patient,,  any  intravenous 
measure  is  exceedingly  difficult  for  the  peri- 
pheral veins  are  empty  and  collapsed.  Vena 
puncture  is  impossible ; yet  precious  minutes  are 
frequently  wasted  probing  for  a vein — minutes 
that  may  mean  a life  lost  in  the  hopeless  attempt 
to  insert  a needle  in  the  now  only  potential  lu- 
men of  an  empty,  vein.  As  a last  resort,  cutting 
down  on  a vein  and  inserting  a cannula  becomes 
the  essential  measure ; still,  a very  small  number 
of  institutions  have  available  sterile  packs  con- 
taining cannulas,  ties,  and  the  few  necessary  in- 
struments, and  further  delay  results  as  the  ma- 
terial is  assembled.  The  use  of  rubber  gloves, 
preparation  of  a sterile  field,  and  infiltration 
with  novocain  are  standard  procedures  usually 
adhered  to  despite  the  urgency  of  the  situation. 
After  incising  the  skin  over  the  vein,  no  struc- 
ture of  characteristic  appearance  is  found  ; rath- 
er, a cord  of  tendenous  nature  may  present  itself, 
and  this  is  in  reality  the  collapsed  vein.  Failure 
to  recognize  this  structure  as  the  desired  vein 
may  lead  to  useless  searching  and  loss  of  more 
precious  time. 

With  the  cannula  finally  in  place,  however, 
and  the  blood  bottle  attached,  there  will  still 


be  no  gravity  flow  of  blood  in  a case  of  severe 
shock.  Measures  to  force  blood  into  a dying  pa- 
tient are  well  known  and  simple,  but  frequently 
the  apparatus  is  not  immediately  available;  time 
is  required  for  assembly  ; and  the  "next  five  min- 
utes” has  long  since  passed.  Death  due  to  shock 
may  be  the  explanation  to  the  family  and  is  a 
legitimate  cause  of  death,  but  death  due  to  in- 
adequate treatment  is  the  true  and  illegitimate 
cause. 

Oxygen  may  be  ordered  by  the  doctor,  but  in 
many  hospitals  the  tank  must  be  trundled  from 
the  basement,  the  valves  set,  the  attachments 
placed  and  tested,  and  the  first  increase  in  oxy- 
gen in  the  inspired  air  is  usually  a considerable 
time  after  the  first  need  for  it  was  recognized. 

Splints  are  common  in  the  armamentarium  of 
hospitals,  but  few  institutions  have  splints  actu- 
ally ready  for  application.  Delay  results  while 
gauze  and  cotton  are  laboriously  wound  around 
a splint. 

Attempts  to  keep  a dirty  wound  from  being 
further  soiled  by  employing  sterile  techniques 
for  dressings  or  vaseline  gauze  seals  are  useless 
and  waste  more  time.  Adding  a little  dirt  and 
a few  organisms  to  a wound  which  will  be  de- 
brided  in  a short  time  anyway  can  do  no  harm. 
Hence  insistence  on  rubber  gloves  and  sterile  in- 
struments to  accomplish  an  emergency  measure, 
such  as  clamping  a bleeding  vessel  or  sealing  a 
sucking  chest  wound  is  unnecessary  and  results 
in  further  delay. 

The  common  desire  to  salvage  clothing  rather 
than  cutting  it  off  is  slow,  necessitates  moving 
the  injured  patient,  and  adds  materially  to  the 
shock. 

A water  seal  apparatus  for  the  relief  of  ten- 
sion pneumothorax  is  seldom  ready  for  emerg- 
ency use  and  assembly  may  involve  lengthy  de- 
scription of  the  parts  needed,  search  of  the  en- 
tire hospital,  and  long  delay  because  of  the  lack 
of  a glass  adapter  or  other  essential  pieces.  Fail- 
ure to  immediately  relieve  such  increased  intra- 
thoracic  pressure  with  attendant  anoxia  and 
circulatory  embarrassment  exerts  an  additive 
effect  on  the  existent  shock  with  a preventable 
but  fatal  result. 

The  patient  who  requires  morphine  will  re- 
ceive it  by  subcutaneous  injection.  Subsequent- 
ly the  doctor  cannot  determine  the  status  of 
sedation  of  his  patient  because  of  diminished 
peripheral  circulation  and  slowed  absorption. 
Later,  with  improvement  in  the  peripheral  cir- 
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culation,  there  follows  rapid  absorption  and 
morphinism. 

Blankets,  hot  water  bottles,  and  shock  blocks 
are  usually  ready  for  instant  use,  but  blankets 
are  not  always  placed  beneath  the  patient  as 
Well  as  above.  Too  great  heat  is  often  applied, 
causing  peripheral  dilitation  and  a slow  circula- 
tion, and  elevation  of  the  foot  of  the  bed  depends 
too  often  on  the  absent  orderly. 

There  is  a tendency  to  wish  to  operate  an  in- 
jured patient  too  soon:  to  regard  the  life-saving 
measures  as  capable  of  being  carried  out  only 
in  the  operating  room.  Many  operative  and  post- 
operative deaths  occur  from  shock  although  the 
patient  “looked  pretty  fair”  before  he  went  on 
the  table.  Continuous  pulse  and  blood  pressure 
records  are  rarely  kept  before  the  anesthetist 
assumes  responsibility  for  the  patient  and  often 
determination  of  the  optimum  time  for  surgery 
depends  on  a few  isolated  facts  and  the  general 
appearance  of  the  patient.  The  physiological 
phenomena  of  vasoconstriction,  tachycardia,  and 
influx  of  fluid  from  the  tissues  will  often  com- 
pensate for  the  still  present  decreased  circulat- 
ing blood  volume ; and  with  the  advent  of  surgi- 
cal trauma,  the  narrow  margin  of  recovery  from 
shock  reveals  itself  by  relapse. 

The  volumes  of  replacement  therapy  are 
often  wholly  inadequate.  Although  the  pa- 
tient may  lose  two  quarts  of  blood  and  suffer 
from  the  shock  of  pain  and  crush  and  fracture, 
and  although  surgical  repair  will  cause  a fur- 
ther loss  of  from  800  to  1,500  ccs.  of  blood,  it  is 
often  thought  satisfactory  to  transfuse  with  only 
two  or  three  pints  of  blood.  Replacement  with 
larger  volumes  is  often  regarded  as  dangerous, 
and,  because  deceptive  partial  recovery  will 
usually  result  from  this  insufficient  therapy,  as 
unnecessary. 

In  military  practice,  it  is  felt  that  the  dra- 
matic responses  continually  observed  and  the 
low  mortality  from  shock,  even  with  the  most 
destructive  and  severe  wounds,  were  in  part  the 
result  of  rapid  and  comprehensive  shock  treat- 
ment. The  patients  studied  and  treated  exhibit- 
ed the  characteristic  picture  of  profound  shock : 
the  color  was  ashen  gray,  the  skin  cold  and  clam- 
my, respirations  shallow  and  slow,  the  conscious- 
ness gone.  There  was  no  perceptible  pulse ; 
heart  sounds  were  distant  or  absent,  and  the 
blood  pressure  not  detectable.  Wounding  had 
occurred  an  average  of  about  four  hours  pre- 
viously, and  morphine  sulfate  and  plasma  had 


been  given  during  this  time  with  barely  sustain- 
ing results.  If  left  alone,  death  was  a certainty 
in  a matter  of  minutes. 

A rapid  examination  of  the  patient  would 
easily  disclose  the  location  and  type  of  wound, 
the  obvious  physiological  inbalances,  and  the  se- 
verity of  the  shock.  Extensive  examination  Avas 
not  made  iinitiallv;  a glance  was  all  that  was 
necessary  to  disclose  the  urgency  of  the  situation 
and  therapy  was  started  without  further  delay. 

A shoe  was  removed,  and  without  preparation 
or  anesthesia,  the  skin  incised  oA’er  the  medial 
malleolar  vein.  This  vein  Avas  selected  because 
of  its  constant  superficial  position  and  the  usual 
remoteness  from  the  sites  of  anesthesia  and  sur- 
gery. The  empty  white  vein  Avas  teased  free,  in- 
cised, and  a cannula  inserted  and  tied.  No  at- 
tempt Avas  made  at  blind  vena  puncture.  The  cer- 
tainty of  complete  venous  control  thus  assured 
by  the  use  of  a cannula  permitted  freedom  of 
treatment  not  enjoyed  when  a needle  lay  pre- 
cariously in  the  venous  lumen. 

The  blood  had  been  obtained  meanwhile  and, 
though  ice  cold  and  of  universal  donor  0 type, 
was  pumped  into  the  patient  with  a syringe  and 
a three-way  stop  cock  at  about  100  ccs.  per  min- 
ute. It  Avas  surprising  to  observe  the  high  pres- 
sure necessary  to  force  blood  into  the  collapsed 
circulation.  When  rubber  tubes  Avere  used,  they 
bulged  like  weak  inner  tidies,  and  all  the  strength 
that,  could  be  mustered  in  one's  hands  was  neces- 
sary to  force  the  plunger  of  the  syringe  down. 

Meanwhile  oxygen,  which  Avas  instantly  avail- 
able, was  started  by  a nasal  catheter,  since  it 
was  found  that  B.L.B.  masks  are  poorly  tolerat- 
ed. The  catheter  Avas  placed  in  the  nose  and 
forced  doAvn  until  swallowing  resulted,  and  it 
was  then  withdrawn  about  one  inch.  The  oxygen 
delivered  at  about  six  liters  per  minute,  after 
passing  first  through  Avater  to  humidify  the  gas 
and  thus  decrease  local  irritation  in  the  naso- 
pharynx. 

The  Trandelenberg  position  was  immediately 
used  in  all  cases  except  those  with  pulmonary 
embarrassment.  PilloAvs  or  headrests  were  re- 
moved and  the  foot  of  the  litter  raised  eight 
inches.  This  improved  cardiac  return  and  cere- 
bral circulation,  and  aided  in  insuring  free  air 
passages.  Any  airway  obstruction  in  the  mouth 
or  throat  Avas  relieved  by  insertion  of  a metal 
airway. 

Sucking  chest  wounds  were  sealed  Avith  Ade- 
line gauze  slapped  on  Avith  the  bare  hand.  No 
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effort  was  made  to  lay  the  seal  over  the  wound 
in  a sterile  manner ; it  was  felt  that  relief  of  the 
complicating  mediastinal  flutter  was  of  prime 
importance. 

Tension  pneumothorax  was  relieved  immedi- 
ately by  inserting  a needle  in  the  third  anterior 
interspace  and  connecting  by  tubing  to  a water 
seal  jar,  always  held  below  the  level  of  the  chest. 
The  needle  was  of  large  enough  bore  to  prevent 
plugging  and  was  secured  by  taping  about  it  an 
old  adhesive  tape  metal  roll  cylinder. 

Hemorrhage  was  usually  controlled  by  pres- 
sure dressings;  little  use  was  found  for  tourni- 
quets. Open  vessels  were  clamped  with  liemo- 
stats  and  then  required  no  further  attention. 
Bone  bleeding  was  stopped  by  applying  snipped 
pieces  of  adjacent  muscle  at  the  end  of  the  frac- 
ture at  the  point  of  bleeding. 

Splints,  ready  to  apply,  were  used  wherever 
indicated.  Windlass  traction  was  used  cautious- 
ly to  insure  continued  blood  supply  peripherally, 
and  at  pressure  or  traction  points  of  force  cotton 
padding  was  found  satisfactory. 

Levine  tubes  with  attached  Wangensteen  suc- 
tion were  inserted  in  the  stomach  in  all  abdom- 
inal cases  and  in  many  chest  cases.  Placing  two 
fingers  in  the  posterior  pharynx  and  manually 
forcing  the  tube  posteriorly  and  in  the  midline 
provided  an  easy  means  of  getting  the  tube  in 
the  stomach  of  an  unconscious  patient.  Because 
acute  gastric  distention  may  cause  cardiovascu- 
lar embarrassment  and  commonly  is  present  in 
abdominal  or  chest  injuries,  the  Levine  tube 
found  widespread  use. 

Clothes  were  cut  off.  Any  movement  of  the 
patient  was  avoided,  for  the  delicate  balance  in 
favor  of  recovery  is  easily  upset  by  position 
changes. 

Morphine  was  given  intravenously  for  im- 
mediate and  determinable  effect.  No  untoward 
reactions  were  experienced,  there  was  no  oppor- 
tunity for  delayed  absorption,  and  full  pharma- 
cological action  could  be  constantly  and  safely 
maintained. 

Painful  fractured  ribs  were  infiltrated  with 
novocain  to  increase  respiratory  excursions,  re- 
lieve pain  and  decrease  morphine  dosage.  Crush- 
ed chests  with  paradoxical  respirations  were 
splinted  with  sandbags  or  expanded  with  towel 
clips  placed  through  the  chest  wall  and  main- 
tained by  traction. 

Crushed  and  hopeless  extremities  were  isolat- 
ed from  the  rest  of  the  body  by  tourniquets. 


The  tourniquets  were  applied  just  below  the  opti- 
mal amputation  site,  and  were  not  removed  until 
the  completion  of  surgical  amputation.  Dam- 
aged muscle  apparently  releases  a substance  of 
toxic  nature,  thought  by  the  British  to  be  Beta 
pyruvic  acid,  which  may  cause  or  aggravate 
shock ; therefore,  total  and  permanent  blockage 
of  venous  and  lymphatic  returns  becomes  a 
necessity  in  the  crush  syndrome. 

Blood  pressure  and  pulse  recordings  were 
made  every  fifteen  minutes  and  a running  chart 
kept,  with  the  patient,  where  indicated  tempera- 
tures and  respirations  were  also  determined. 
The  information  thus  derived  was  of  inestim- 
able value  in  determining  subsequent  therapies. 

After  the  initial  500  to  1000  ccs.  of  blood  had 
been  given,  usually  the  syringe  pump  could  be 
abandoned  and  the  rapid  rate  of  transfusion 
could  then  be  maintained  and  regulated  by  in- 
creasing the  air  pressure  in  the  blood  bottle  with 
air  bulbs,  short  tubing,  adapters  and  needles  set 
aside  for  just  that  purpose. 

Alkalies  in  the  form  of  sodium  citrate  or 
sodium  bicarbonate  were  given  intravenously  in 
sufficient  dosage  to  guarantee  a urinary  P.  H. 
of  greater  than  7.  This  was  done  to  prevent 
crystallization  of  hemoglobin  as  acid  hematin, 
or  crystallization  of  sulfadiazine  which  might 
result  in  chemical  nephrosis. 

Penicillin,  sulfadiazine,  and  tetanus  toxoid 
completed  therapy.  The  entire  procedure  util- 
ized two  trained  laymen,  one  nurse  and  one 
physician  working  as  a team.  About  one  and 
one-half  hours  Avere  necessary  to  prepare  a pa- 
tient for  surgery,  although  initiation  of  thera- 
peutic measures  required  minimal  time. 

Recovery  Avas  rapid  and  dramatic.  The  color 
and  warmth  of  the  body  Avould  return ; the 
respirations  would  increase  in  depth  and  con- 
sciousness Avoid d reappear.  A rapid  and  thready 
pulse  and  a Ioav  blood  pressure  could  be  obtained 
in  fifteen  to  thirty  minutes  and  gradually  the 
blood  pressure  would  rise  and  the  pulse  fall. 
With  continued  treatment,  a mild  transitory 
hypertension  Avould  usually  result.  The  pres- 
sure might  rise  to  150/90,  for  example,  and  the 
pulse  would  be  rapid,  full  and  bounding.  Rath- 
er than  stop  transfusion,  additional  blood  was 
given  and  the  pulse  and  blood  pressure  would 
both  fall  to  relatively  normal  values.  This  pre- 
recovery hypertension  Avas  explained  as  a vaso- 
constrictor phenomenon  leading  to  increased 
pressure  Avhen  the  circulating  blood  volume 
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approached  normal,  and  it  was  a valuable  prog- 
nostic aid. 

No  patient  was  abandoned  to  surgery  because 
of  persistent  internal  hemorrhage;  rather,  the 
rate  of  transfusion  was  increased  to  overcome 
the  blood  loss  and  the  ensuing  transitory  recov- 
ery provided  ample  time  and  optimum  condi- 
tions for  surgery. 

During  surgery,  observation  and  indicated  ad- 
ditional shock  treatment  were  carried  out  and 
post-operative  relapses  were  watched  for.  Usual- 
ly, however,  when  pre-operative  preparation 
was  adequate,  surgery  was  well  tolerated. 

Huge  amounts  of  intravenous  replacement 
therapy  were  used ; the  average  patient  received 
from  1500  to  2000  ccs.  of  whole  blood  before 
surgery.  It  was  not  uncommon  to  prepare  a pa- 
tient with  six  to  eight  quarts  of  whole  blood  and 
one  badly  wounded  soldier  received  17  quarts 
of  whole  blood  in  ten  hours — and  survived ! 
Plasma  in  like  amounts  was  used  for  burn  shock 
and  presented  no  specific  or  particular  problem. 
The  necessary  amounts  of  plasma  were  deter- 
mined by  bedside  hematocrit  studies.  On  the 


other  hand,  hematocrit  studies  provided  no  ac- 
curate index  of  the  volume  need  for  whole  blood 
in  cases  other  than  burn  shock. 

When  such  measures  as  these  were  under- 
taken without  the  interminable  delays  resulting 
from  inadequate  preparation,  deaths  due  to 
shock  were  minimized.  Indeed,  it  was  a rare 
patient  who  expired  from  shock  despite  the  most 
severe  injuries  that  could  be  encountered  anv- 
where. 

The  successful  treatment  of  shock  under  the 
most  difficult  conditions  such  as  existed  in  mili- 
tary combat,  certainly  proves  conclusively  that 
with  our  modern  hospitals  and  unlimited  re- 
sources, comparable  results  can  be  obtained — 
indeed,  it  hardly  seems  too  much  to  expect  a su- 
perior rate  of  recovery.  If  physicians  will  insist 
on  preparedness  in  our  hospitals,  if  they  will 
make  emergency  correction  of  obvious  physio- 
logical imbalances,  and  if  they  will  apply  the 
principles  that  have  been  described,  accidents 
will  no  longer  be — as  they  are  today — the  great- 
est single  cause  of  death  in  the  United  Stales. 

2430  East  Sixth  St.,  Tucson. 
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'-plIE  first  case  of  Torsion  of  the  Spermatic 
A Cord  (testicle)  was  reported  by  Delasiauve 
in  1840*.  Like  our  case,  it  proved  to  be  torsion 
of  an  inguinal  testicle  operated  supposedly  as  a 
strangulated  hernia. 

A Standard  American2  textbook  on  Surgery 
published  in  1893  makes  no  mention  of  torsion 
of  the  spermatic  cord  (testicle)  but  does  refer 
to  “a  retained  testicle,  especially  if  it  is  in  the 
inguinal  canal,  is  liable  to  inflammatory  attacks 
and  even  to  malignant  change.”  Under  treat- 
ment “various  operations  have  been  devised  for 
placing  and  retaining  such  an  organ  in  the 
scrotum,  but  all  have  been  unsuccessful.”  Da 
Costa,3  as  late  as  1904,  made  no  mention  of  tor- 
sion of  the  testicle,  but  did  state  that  its  “late 
descent  was  often  followed  by  hernia.” 

At  the  beginning  of  this  century,  torsion  of 
the  spermatic  cord  was  considered  a rare  con- 
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dition,  Scudder,4  in  1901,  having  been  able  to 
collect,  after  a review  of  the  literature,  only  32 
cases.  Young5  (1926)  stated  there  is  a large 
literature  on  the  subject  which  will  be  found 
well  summarized  by  Sebileau  and  Descomps 
(1916).  In  1916  Babcock,6  in  reporting  a case 
of  torsion  of  the  spermatic  cord  in  the  scrotum, 
stated,  “It  was  interesting  to  note  that  the  cor- 
rect diagnosis  was  considered  and  thought  im- 
probable.” We  wonder  if  the  “growing  litera- 
ture” was  as  thoroughly  reviewed  by  the  pro- 
fession generally  as  its  importance  warranted. 

Today  there  is  a fairly  voluminous  literature 
on  Torsion  of  the  Spermatic  Cord  and  the  case 
reports  run  into  the  hundreds,11  yet,  as  stated 
by  Ormund  (1938), 8 “the  individual  practi- 
tioner meets  it  so  infrequently  that  in  a large 
proportion  of  cases  it  goes  “unrecognized.” 

In  1942,  Munroe  Wolf7  expressed  somewhat 
the  same  idea,  “the  fact  that  the  occurrence  of 
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this  condition  is  more  prevalent10  than  the  ear- 
lier writers  would  have  us  expect,  places  an  add- 
ed responsibility  upon  the  Urologist  and  the 
medical  profession  generally,  because  of  the 
necessity  for  very  early  diagnosis  and  the  im- 
mediate surgical  interseption  for  conservation 
of  the  testicle. 

The  variance  in  the  nomenclature  has  caused 
many  cases  of  torsion  to  be  classified  as  strangu- 
lation, gangrene,  infarction,  etc.,  of  the  testicle. 
This  gives  as  added  difficulty  in  compiling  sta- 
tistics from  the  literature,  just  as  lack  of  inter- 
est of  the  physician  in  reporting  his  cases.” 

This  last  phrase  gives  us  entree  for  our  re- 
port, furthermore,  so  far  as  the  profession  in 
Arizona  is  concerned,  we  do  not  recall  seeing  the 
subject  discussed  in  our  State  Medical  Jour- 
nal (s)  during  the  past  30  years. 

We  are  glad  to  have  had  access  to  the  report 
of  Ribeiro  and  Justus8  (January,  1945),  report- 
ing from  Sao  Paulo,  Brazil  (translation)  ‘‘Pres- 
entation of  two  more  cases  of  torsion  of  the 
spermatic  cord  in  ectopic  testicle  (inguinal 
canal)  is  fully  justified  by  the  relative  rarity 
of  communications  with  respect  to  the  infre- 
quency of  the  morbid  condition.”  Their  report 
brought  the  total  number  of  cases  reported  in 
Brazil  to  14.  Also,  we  noted  that  the  authors 
discussed  the  confusion  of  terms  in  their  lan- 
guage (Portuguese)  and  that  of  the  French, 
English,  Italian  and  German  writers. 

It  is  not  our  intention  to  present  a thesis,  but 
we  would  like  to  introduce  a few  more  pertinent 
facts  before  giving  our  case  report. 

Wolf  has  given  us  this  definition:  “Torsion 
of  the  testicle  often  designated  as  torsion  of  the 
spermatic  cord  is  a condition  resulting  in  a tem- 
porary oi-  permanent,  partial  or  complete,  con- 
striction of  the  blood  supply  to  the  testicle  and 
its  adnexa  by  a sudden  verticle  axis  twisting  of 
the  testicular  attachments  (mesorchium,  etc.) 
or  spermatic  cord.” 

Predisposing  Cause  of  Torsion  of  Spermatic 
Cord 

1.  Undescended  and  imperfectly  descended 
testicle. 

2.  Abnormally  long  post  mesorchium  and 
gubernaculum. 

3.  Absence  of  post  mesorchium  and  gubre- 
naculum. 

4.  Very  roomy  tunica  vaginalis. 


5.  Complete  enclosure  of  the  lower  end  of  the 
spermatic  cord,  testis,  and  its  appendages  in 

the  tunica  vaginalis. 

6.  Long  loose  connections  between  the  testicle 
and  epididymis. 

7.  Abnormal'  attachment  of  the  common  mes- 
entary  ( mesorchium ) . 

8.  Broad  and  flat  cord. 

9.  Inversion,  congenital  non-rotation  of  tes- 
ticle. 

10.  Anomalous  vein  to  undescended  inguinal 
testicle. 

11.  Testicle  and  cord  unattached  in  the  scro- 
tum, post  operatively,  such  as  in  older  radi- 
cal repair  of  hydrocele  testis. 

12.  New  growth  of  testicle. 

After  Munroe  Wolf. 

Exciting  Causes — Torsion  of  the  Spermatic 
Cord 

1.  Spontaneous,  no  apparent  cause,  while 
sleeping  or  at  rest. 

2.  Muscular  effort,  such  as  straining  when 
lifting  a heavy  object. 

3.  Peddling  a bicycle. 

4.  Straining  at  stool. 

5.  Restraining  oneself  while  falling. 

6.  Direct  trauma  to  testicle,  massaging  an  un- 
descended testicle  attempting  to  assist  its 
descent  into  scrotum. 

7.  The  application  of  a truss. 

8.  Attempts  at  reducing  a hernia. 

9.  Approach  of  puberty,  masturbation,  and 
intercourse. 

10.  Athletic  events. 

After  Munroe  Wolf. 

Two  Types  of  Anomalies  Associated  With 
Descent  of  Testicle: 

Undescended 

1.  Abdominal  (those  retained). 

2.  Inguinal  (those  retained  in  the  canal). 

3.  Pubic  (retained  exterior). 

4.  Upper  Scrotal  (those  retained  in  upper 
scrotum ) . 

Maldescended  (Ectopic) 

1.  On  anterior  surface  external  oblique. 

2.  In  Scarpa’s  Triangle. 

3.  In  perineum. 

4.  Transposed  to  opposite  side. 

C.  T.  Whittington. 
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CASE  HISTORY  FROM  HOSPITAL 
RECORD 

R.  L.  White,  male  age  14  years,  school  boy. 

Diagnosis : Undescended  testicle  left  with 

strangulated  inquinal  hernia.  Right  hydrocele. 

Final  Diagnosis  (1)  Torsion  of  testicle  - cord 
and  Tunica  Vaginalis  left.  (2)  Hydrocele  right. 

Family  History:  Father  and  mother  living 
and  in  good  health.  An  older  sister  and  younger 
brother  living  and  well;  the  younger  brother 
had  vertebral  tuberculosis  in  infancy. 

Personal  History:  Healthy,  well-developed 

boy  except  for  developmental  anomaly:  left  un- 
descended testicle,  hydrocele  right.  The  unde- 
scended testicle  left  was  noted  at  Boy  Scout  ex- 
amination May  17,  1946,  and  he  was  requested 
to  advise  his  father.  This  he  did,  but  its  im- 
portance and  possible  complications  apparently 
were  not  realized,  at  least,  the  family  physician 
was  not  consulted.  However,  the  hoy  had  noted 
at  least  as  far  hack  as  October,  1945  that  he  had 
had  some  pain  in  the  left  inguinal  region  at 
times.  He  would  lie  down  and  flex  his  left  leg 
and  rub  this  area,  which  seemed  to  relieve  the 
condition.  Several  times  he  rubbed  the  area  with 
Bangue.  The  pain  was  always  in  the  left  in- 
guinal region,  never  on  the  right. 

Onset  and  History:  He  had  been  in  bed  for 
a “cold”  December  6,  7 and  8th,  1946.  He  was 
getting  up  to  dress  for  school  December  9th 
when  lie  noted  some  pain  in  the  left  inguinal 
area,  and  went  back  to  bed.  Pain  continued  all 
day,  he  vomited  once  during  the  night ; pain  con- 
tinued during  the  night,  also,  in  the  swollen 
area — “hernia  testicle  left  inguinal  canal.”  Seen 
by  his  physician  9 :45  A.  M.  December  10th. 
Consultation  at  11  :45.  Hospitalized  and  pre- 
pared for  operation — diagnosis  as  above — could 
not  get  operating  room  until  4:00  P.  M. 

The  pain  in  the  left  lower  abdomen  and  in- 
guinal region  was  “griping”  in  character,  the 
area  extremely  tender  so  that  a satisfactory  ex- 
amination conld  not  be  made.  The  Brazilian 
surgeons  stated  it  thus,  in  Portuguese,  “Nao 
permitindo  que  se  tocasse  no  local” — would  not 
permit  one  to  touch  it.  The  stethoscope  revealed 
intestinal  peristalsis  above  the  internal  ring,  but 
none  below.  Temperature  on  admission — 98°, 
pulse  68  (after  morphine  and  hyoscine)  ; Blood 
— RBC  4,670,000;  WBC  9,100;  Hbg  100%; 
Polys  70%  ; Lymphs  28%. 

Operation — In  spinal  anesthesia. 

Incision  over  left  inguinal  canal.  The  testis 
was  found  directly  under  the  fascia,  definitely 
under-developed,  not  too  badly  engorged ; no 
other  covering;  the  color  of  a ripe  olive.  The 
spermatic  cord  was  thickened,  vessels  engorged, 
bluish  black  color,  looped  and  twisted  on  itself 
(as  shown  in  drawing),  the  “loop”  being  the 
most  distal  point  in  the  inguinal  canal  and  con- 
stricted by  the  rent  in  the  tunica  vaginalis.  The 
cord  was  quickly  revived  by  mobilization  and 


untwisting  and  freeing  the  tunica.  Hot  moist 
packs  were  used  later  to  improve  the  circulation 
in  the  testis  and  cord,  but  were  really  not  neces- 
sary. The  testicle  was  free  in  the  canal.  It  was 
with  difficulty  that  it  was  covered  by  fashion- 
ing the  tunica  about  it,  because  of  the  fore- 
shortening of  the  tunica  vaginalis  due  to  a rent 
through  which  the  testis  had  forced  itself  and 
caused  the  torsion  and  strangulation.  A pouch 
for  the  t-istis  was  prepared  by  making  a canal 
into  the  scrotum  by  blunt  dissection  down  iiVo 
the  scrotum,  using  the  fingers  and  gauze.  After 
a tunica  was  fashioned  about  the  testis,  a stitch 
was  placed  in  the  guberaculum,  the  testis  was 
placed  in  the  scrotum  and  suture  brought  out 
through  the  opening  in  the  scrotum  through 
which  a small  clamp  had  been  inserted  to  bring 
down  the  long  suture  ends.  One  end  of  the  su- 
ture was  threaded  in  a needle  and  passed  sub- 
cutaneously and  tied  to  the  other  end  in  the 
scrotum,  anchoring  the  testis  and  its  tunica  in 
its  new  position  in  the  scrotum.  The  cord  was 
long  enough  to  allow  the  testis  to  rest  in  the  ixp- 
per  part  of  the  scrotum  without  too  much  ten- 
sion. The  left  half  of  the  scrotal  pouch  was 
much  smaller  than  the  right,  which  was  distend- 
ed by  hydrocele  and  testicle.  A #00  chromic 
catgut  was  placed  to  close  the  external  ring,  also 
one  distal  to  the  internal  ring  which  was  found 
to  he  strong  with  no  evidence  of  herniation  of 
gut  or  omentum.  The  fascia  over  the  inguinal 
canal  was  closed  with  fine  chromic  catgut, 
bleeding  points  ligated,  clips  applied  to  skin  in- 
cision. The  operation  was  considered  a modified 
Bevan  and  revealed  the  futility  and  danger  of 
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any  attempt  to  replace  the  testis  in  the  abdomen 
or  reduce  the  “hernia”  by  taxis.  It  would  have 
been  an  anatomical  impossibility  because  of  the 
strongly  closed  internal  ring.  We  had  the 
parents’  permission  to  remove  the  testicle,  but 
following  the  dictum  of  Wangensteen/'  Ormund, 
Hiba  and  others,  we  endeavored  to  save  it. 

CONCLUSION 

Our  experience  with  one  case  does  not  war- 
rant a conclusion.  However,  we  were  so  favor- 
ably impressed  with  P.  M.  P.  Bishop’s  report 
from  Guys  Hospital,  London,  1945,  based  on  a 
very  extensive  review  of  the  literature,  that  we 
take  the  liberty  of  quoting  his  conclusion: 

“1.  Extracanalicular  Testicle  is  a surgical 
problem. 

2.  The  Canalicular  Testicle  is  primarily  an 
endocrine  problem  and  should  lie  treated  sur- 
gically only  after  endocrine  therapy  has  failed 
or  when  there  is  a complicating  mechanical  im- 
pudence. 

3.  The  abdominal  testicle  is  unlikely  to  re- 
spond to  either  method. 

Maldescent  is  often  found  to  be  associated 
with  other  physical  and  mental  congenital  de- 
formities.” 

And  finally:  Wangensteen9  stated  (1928): 
“Scrotal  fixation  of  the  undescended  testis  in 
its  physiological  position  before  the  histologic 
changes  incident  to  puberty  occur,  will  enable 
it  to  develop  normally,”  and  Riba  and  Schmid- 
lopp11  in  1946  stated:  “Acute  torsion  operated 
upon  immediatetly  or  within  eight  hours  will 
usually  result  in  a viable  organ.” 


FOLLOW  UP 

March  23,  1947 — One  hundred  and  three  days 
post  operative : 

Examination  and  photograph — Examination 
shows  the  left  testicle  in  upper  portion  of  left 
scrotum  and  definitely  enlarged ; this  is  also 
shown  in  the  photograph.  The  right  testicle  is 
also  larger  than  at  the  time  of  operation,  the 
hydrocele  slightly  reduced. 

The  patient  received  10,000  units  “Apoidin” 
(Anturatin  “S”  500  Units),  beginning  the  sec- 
ond post  operative  day,  and  continuing  500  units 
weekly. 

April  10,  1947 — Dr.  Born  examined.  Testicle 
enlarged  to  three  times  the  size  it  was  at  opera- 
tion— not  painful. 
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HYDATIDIFORM  MOLE  FOLLOWED  BY 
CHORIONEPITHELIOMA 

CLARENCE  B.  WARRENBURG,  M.  D, 


Phoenix, 

' i fHE  purpose  of  this  paper  is  to  present  a 
case  of  hydatidiform  mole  that  was  followed 
by  the  development  of  a chorionepithelioma. 
Hydatidiform  mole  is  a relatively  uncommon 
disease,  and  chorionepithelioma  is  an  exceeding- 
ly rare  one.  The  literature  on  this  subject  indi- 
cates, in  general,  that  once  in  each  2000  preg- 
nancies cystic  degeneration  develops  in  part  or 
in  all  of  the  chorionic  villi.  Chorionepithelioma  is 
said  to  occur  with  a frequency  between  1 :5000 
and  1 :20,000  pregnancies.  Approximately  50% 

Read  before  the  Arizona  State  Medical  Association,  Tucson, 
May  9,  1947. 


Arizona 

of  all  chorionepitheliomas  are  preceded  by  a 
mole ; 25%  are  preceded  by  abortion,  and  the 
remaining  25%  are  preceded  by  full  term  preg- 
nancy. It  has  been  noted  that  a latent  period  of 
a few  months  to  several  years  occurs  between  the 
pregnancy  and  the  appearance  of  chorionepi- 
thelioma. Mengert  states  that  although  approxi- 
mately half  of  all  chorionepitheliomas  are  pre- 
ceded by  hydatidiform  moles,  only  5 to  16%  of 
moles  terminate  in  chorionepitheliomas. 

There  is  still  much  to  learn  concerning  both 
these  abnormalities  of  pregnancy,  and,  as  so 


58 


Arizona  Medicine 


January,  l!J4S 


cogently  stated  by  Novak,  when  one  considers 
that  even  the  normal  trophoblast  in  an  invasive 
tissue,  and  1 hat  in  the  so-called  deportation  of 
villi  we  have  to  deal  with  a species  of  what  might 
be  called  “physiological  metastasis,”  one  can 
understand  the  difficulties  in  the  study  of  the 
various  types  of  growth  springing  from  the  iio- 
phoblastic  covering  of  the  chorionic  villi,  and 
especially  in  deciding  as  to  their  benign  or 
malignant  nature. 

Regarding  the  jiathology  of  hydatidiform 
mole,  I again  quote  Novak  freely,  there  is  still  a 
difference  of  opinion  as  to  whether  hydatidi- 
form mole  is  to  be  looked  upon  as  a degenerative 
or  malignant  lesion,  though  the  latter  seems  more 
probable.  To  understand  the  pathology  involved 
— a few  remarks  about  the  embryology  of  the 
developing  ovum  are  in  order.  Normal  chorionic 
villi  and  their  covering  trophoblast  begin  their 
development  from  blastocyst  soon  after  the  fer- 
tilized ovum  enters  the  uterine  cavity. 

The  surface  of  the  blastocyst,  at  first  entirely 
smooth,  now  develops  polypoid  projections,  the 
so-called  trophoblastic  buds,  at  first  quite  solid 
but  later  penetrated  by  a core  of  mesenchyme, 
forming  the  early  villi.  The  single  layer  of  cells 
of  the  primitive  chorion  soon  shows  a differentia- 
tion into  two  layers.  The  inner  of  these  is  made 
up  of  a single  layer  of  clearly  defined  euboidal 
cells.  It  is  spoken  of  as  the- layer  of  Langhans. 
Outside  this  is  a ribbon  of  eytoplamiic  tissue, 
with  no  differentiation  into  cells,,  but  with  a 
layer  of  dark  staining  nuclei  placed  at  rather 
close  intervals.  This  is  the  syncytium.  The  two 
layers  together  constitute  the  trophoblast.  Will 
the  development  of  the  trophoblast  the  -egg  is 
ready  for  implantation  into  the  uterine  mucosa. 
This  occurs  as  a burrowing  process  whereby  the 
mother’s  blood  stream  is  tapped  for  nutrition. 

The  three  pathological  changes  which  char- 
acterizes hydatidiform  mole  are:  (1)  Tropho- 

blastic proliferation  involving  both  the  Langhan 
layer  and  the  syncytium.  (21  Hydropic  degen- 
eration of  the  villous  stroma,  and  (3)  Scantiness 
of  blood  vessels.  The  chief  distinguishing  fea- 
ture of  chorionepithelioma,  on  the  other  hand,  is 
the  invasion  of  the  uterine  wall,  not  only  'be 
blood  channels  but  the  musculature,  by  tropho- 
blastic cells,  advancing  in  bulk  with  destruction 
of  uterine  tissues  accompanied  by  coagulation, 
necrosis,  and  hemorrhage. 

The  chief  clinical  feature  of  hydatidiform  mole 
is  the  appearance  of  uterine  bleeding,  usually  at 


some  time  between  the  3rd  and  5th  months  of 
pregnancy,  together  with  the  enlargement  of  the 
uterus  beyond  the  expected  size  from  the  as- 
sumed duration  of  pregnancy.  The  spontaneous 
expulsion  of  vesicular  tissue  often  occurs  and 
of  course  makes  the  diagnosis  complete.  The  ab- 
sence of  fetal  heart  tones  and  fetal  movements 
when  these  signs  are  normally  present  are  all  of 
great  diagnostic  aid.  Many  times  the  patient 
presents  a toxic  picture  with  edema,  hyperten- 
sion and  urinary  findings  characteristic  of  the 
toxemias  of  pregnancy.  A most  important  diag- 
nostic aid  when  hydatidiform  mole  is  suspected 
is  the  quantitative  biological  test  of  pregnancy, 
namely  the  Ascheiin-Zondek  test  or  one  of  its 
modifications.  These  tests  are  based  upon  the 
fact  that  normal  living  trophoblast  produces  a 
gonadotropic  principle  which  finds  its  way  into 
the  maternal  blood  and  urine,  so  that  injection 
of  the  latter  into  certain  laboratory  animals  pro- 
duces characteristic  changes  in  the  ovaries  of 
the  animal.  In  view  of  the  fact  that  in  both 
hydatidiform  mole  and  chorionepithelioma  there 
is  an  excessive  amount  of  trophoblast,  it  natur- 
ally follows  that  in  these  conditions  there  is  an 
abnormal  amount  of  gonadotropic  principle  pro- 
duced. It  must  be  emphasized,  however,  that  a 
positive  A-Z  test  in  high  dilution  is  not  patho- 
gnomonic of  hydatidiform  mole  or  chorionepi- 
thelioma. This  valuable  test  must  be  combined 
with  thorough  clinical  and  pathological  study  of 
the  individual  case. 

We  have  mentioned  the  chief  clinical  features 
of  hydatidiform  mole.  The  most  frequent, 
though  not  always  the  first  sympom  of  chorio- 
nepithelioma, is  the  appearance  or  the  continu- 
ance of  bleeding  after  the  evacuation  of  a mole 
or  after  full  term  pregnancy,  or  miscarriage.  As 
has  already  been  said,  there  may  be  no  evidence 
of  the  malignancy  for  a long  time  after  any  of 
the  above  mentioned  events.  Moreover,  the  first 
indication  of  the  disease  may  be  the  appearance 
of  metastasis  in  one  organ  or  another,  especially 
in  the  vagina  or  vulva,  but  often  in  distant  or- 
gans as  the  lungs  or  liver.  With  the  extension 
of  the  uterine  disease,  bleeding  becomes  increas- 
ingly profuse,  with  the  development  of  anemia, 
sepsis,  and  cachexia  ; terminating  in  death. 

REPORT  OF  A CASE 

Mrs.  A.  K..  a 23-year-old  gravida  2 was  sent 
to  me  by  Dr.  John  F.  Stanley  of  Yuma,  Arizona. 
She  was  first  seen  March  18,  1946.  Her  LMP  be- 
gan December  1,  1945  and  she  was.  therefore, 
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considered  to  be  approximately  three  months 
pregnant.  This  patient  lias  one  child,  living  and 
well,  and  11  months  old  at  that  time.  She  has 
had  the  usual  childhood  diseases  and  has  under- 
gone no  major  surgery.  There  have  been  no 
miscarriages. 

Her  chief  complaints  was  a persistent  brown- 
ish vaginal  discharge  since  January  1,  1946, 
headache,  and  fatigue. 

Upon  physical  examination  the  BP  was  noted 
to  be  180/100.  There  was  moderate  edema  of 
the  ankles.  On  abdominal  palpation  the  fundus 
was  found  to  be  approximately  2 cm.  below  the 
umbilicus.  No  effort  to  obtain  fetal  heart  tones 
was  made  as  the  patient  was  only  three  months 
pregnant  according  to  her  menstrual  history. 
And  it  was  only  in  retrospect  that  it  Avas  real- 
ized that  the  uterus  Avas  larger  than  it  should 
be  for  the  assumed  length  of  pregnancy.  The 
diagnosis  Avas  considered  to  be  early  pregnancy 
complicated  by  threatened  abortion,  and  severe 
toxemia  with  an  associated  nephritis. 

The  initial  vaginal  examination  revealed  a lac- 
erated, patulous,  external  os  of  the  cervix  from 
which  Avas  exuding  a slight  broAvnish  discharge. 

A voided  specimen  of  urine  revealed  a Sp.  Gr. 
of  1:027,  Albumin  2 plus,  3 BBC’s,  and  10-15 
finely  granular  hyaline  casts  per  h.p.f. 

The  patient  Avas  sent  to  bed  and  progestin 
therapy  Avas  started. 

On  March  27th,  9 days  later,  the  patient  be- 
gan bleeding  profusely  and  after  several  hours 
finally  passed  a large  hydatidiform  mole.  Before 
the  expulsion  of  the  mole  the  BP  rose  to  190/120. 
Much  difficulty  Avas  met  in  finding  a hospi'al 
bed  for  this  patient,  but  she  Avas  finally  hos- 
pitalized about  12  hours  after  the  above  men- 
tioned episode.  Her  admission  blood  count  re- 
vealed a 2,800,000  R.B.C.  with  7.5  gins,  or  47% 
Hb.  The  patient  received  a 500  cc.  Avhole  blood 
transfusion  on  the  day  of  admission,  March  27, 
1946,  another  on  March  28  and  a third  on  March 
29.  The  patient’s  general  condition  improAred 
remarkably  although  edema  of  the  face,  hands 
and  ankles  persisted,  as  did  the  moderate,  bright 
red  vaginal  discharge.  The  BP  stayed  around 
150/90. 

On  March  1,  1946  a D & C Avas  done.  The 
uterine  cavity  was  thoroughly  SAvept  around  with 
the  examining  finger  and  considerable  blood  and 
filmy  material  Avas  removed  Avitli  ring  forceps. 
Bleeding  Avas  brisk,  but  Avas  controlled  Avitli 
uterine  pack  and  ergotrate. 

The  microsopic  findings  in  this  material  Avas 
described  as  “considerable  masses  of  decidual 
tissue  and  blood  clot  are  present  with  a feAV 
small  bits  of  endometrium.  No  definite  chorionic 
A’illi  are  found.”  Diagnosis:  Decidual  tissue. 

The  patient  ’s  general  condition  seemed  to  im- 
prove  somewhat  but  a bloody  vaginal  discharge 
persisted.  This  discharge  Avas  not  bright  red,  but 
of  a pale,  tomato  sauce  color.  The  patient  Avas 
discharged  on  April  8,  1946. 

The  patient  did  fairly  Avell  at  home,  although 


some  spotting  of  blood  occurred  each  day.  On 
March  23,  1946,  a sudden  profuse  hemorrhage 
occurred ; on  March  25,  1946  a Friedman  modifi- 
cation of  the  A-Z  test  Avas  strongly  positive.  No 
quantitative  test  Avas  done.  The  patient  was  re- 
hospitalized  March  26,  1946.  Her  blood  picture 
on  admission  Avas  RBC  3,700,000  with  75%  Hb. 
Another  D & C Avas  done  on  the  day  of  admis- 
sion. The  cervix  Avas  1-2  cm.,  dilated,  and  with 
a dull  curette  considerable  black  blood  and  ne- 
crotic tissue  Avas  removed. 

The  microscopic  description  of  this  material 
Avas,  “This  tissue  consists  almost  entirely  of 
blood  clot  and  necrotic  tissue — small  bits  of  en- 
dometrium are  present  and  there  are  a feAV  small 
groups  of  syncytial  cells.  There  is  no  evidence 
that  this  is  a hydatidiform  mole.”  Diagnosis: 
Necrotic  tissue. 

FolloAving  this  1)  & C a slight  bloody  vaginal 
drainage  persisted,  but  the  patient  felt  fine  and 
Avas  sent  home  March  29,  1946. 

During  the  next  four  Aveeks  the  patient  was 
up  and  about  her  house.  She  felt  fairly  good,  but 
complained  of  fatigue,  a slight  to  moderate 
bloody  discharge  persisted.  On  May  16th  an  A-Z 
test  Avas  still  strongly  positive.  Pelvic  examina- 
tion May  24th  revealed  the  uterus  to  be  some- 
Avhat  enlarged  and  boggy.  In  vieAv  of  the  aboAre 
findings  and  after  competent  consultation,  the 
tentative  diagnosis  of  chorionepithlioma  Avas 
made,  and  the  patient  Avas  rehospitalized  for 
the  third  time,  for  a hysterectomy.  She  was  ad- 
mitted May  28,  1946.  Her  urinalysis  was  nor- 
mal. The  RBC  Avas  3,400,000  with  58%  IIB.  She 
Avas  given  a total  of  1500  cc.  transfusion  before, 
during,  and  folloAving  the  operation. 

A total  hysterectomy  and  appendectomy  Avas 
done  May  31,  1946.  Both  ovaries-  Avere  entirely 
normal  to  gross  examination  and  were  not  re- 
moved. 

The  patient’s  post  operative  course  Avas  un- 
eventful. She  Avas  discharged  on  June  10,  1946, 
10  days  after  surgery.  She  Avas  afebrile,  and 
ambulatory  on  discharge.  There  Avas  no  vaginal 
bleeding  and  the  RBC  Avas  4,800,000,  13  gms. 
84%  HB. 

TISSUE  REPORT 

Gross:  Specimen  consists  of  a uterus  measur- 
ing 10.0  x 8.0  x 3.5  cms.  It  has  been  opened  and 
it  shoAvs  large  areas  of  necrosis  and  hemborrhage 
of  the  mucosal  surface.  The  Avail  is  not  unusual 
in  appearance.  The  cervix  is  slightly  eroded 
in  areas. 

Microscopic-.  Sections  through  the  involved 
areas  of  the  endometrium  show  a large  blood 
clot  Avitli  a surrounding  decidual  reaction  and 
numerous  scattered  syncytial  cells.  In  one  area 
there  is  a diffuse  growth  of  epithelial  cells  de- 
rived from  the  Langhan’s  layer.  In  addition 
the  syncytial  layer  is  still  present,  and  there  is 
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an  abortic  attempt  to  form  chorionic  villi.  One 
area  of  involvement  of  the  musculature  shows 
a few  syncytial  cells  within  blood  channels.  The 
syncytial  hyperplasia  is  fairly  diffuse  through- 
out the  wall  occurring  in  scattered,  small  groups 
of  cells  with  two  to  three  in  a group. 

Pathological  Diagnosis : Chorionepithelioma 

of  the  uterus. 

During  the  11  months  following  hysterectomy, 
this  patient  has  enjoyed  the  best  of  health.  A 
Friedman  modification  of  the  A-Z  test  was  nega- 
tive for  the  first  time  June  24,  1946,  anil  again 
on  October  3,  1946.  On  April  1.  1947  a frog  and 
A-Z  test  were  negative  as  was  an  x-ray  of  the 
chest. 

SUMMARY  AND  COMMENTS 
A case  of  hydatidiform  mole  followed  by  the 
later  development  of  chorionepithilioma  is  pre- 
sented. The  classical  clinical  findings  of  vesicu- 
lar mole  were  present,  but  the  diagnosis  was  not 
made  until  the  actual  passage  of  the  mole.  An 
early  quantitative  biologic  test  for  pregnancy 
would  have  been  of  great  assistance  in  making 
early  diagnosis. 

The  description  of  the  mole  itself  or  of  the 
currettings  in  no  way  indicated  the  possibility 
of  later  development  of  chorionepithelioma. 


Dr.  Hertig  of  Boston,  in  a very  excellent  pa- 
per in  American  Journal  OB  & Cyn.,  January, 
1947  reported  on  a series  of  200  moles  with  a 
95%  follow-up  on  the  patients.  The  purpose  of 
his  investigations  was  +o  determine  what,  if  any, 
correlation  exists  between  the  histologic  appear- 
ance of  a hydatidiform  mole  and  the  subsequent 
clinical  course  of  the  patient  with  respect  to  the 
development  of  chorionic  malignancy.  His  con- 
clusions are  that  there  is  a marked,  but  not  an 
absolute  correlation  between  the  degree  of  ap- 
parent molar  malignancy  and  the  tendency  of 
the  patient  to  develop  some  grade  of  chorionic 
malignancy. 

In  the  case  reported  in  this  paper  the  charac- 
teristic clinical  findings  most  frequently  associ- 
ated with  chorionepithelioma,  namely,  persistent 
vaginal  bleeding  following  the  expulsion  of  a 
mole,  a full  term  pregnancy  or  an  abortion,  was 
present.  In  addition,  the  A-Z  test  remained  per- 
sistently positive. 

The  patient  was  treated  with  total  hysterec- 
tomy and  complete  recovery  followed.  The 
ovaries  were  not  the  seat  of  lutein  cysts  which 
are  reported  to  occur  in  50%  of  such  cases. 

The  pathological  report  on  the  extirpated 
uterus  was  chorionepithelioma. 

926  East  McDowell  Road. 


THE  MALICIOUS  POISONING  OF  WATER  SUPPLIES  AND 

ITS  DETECTION 

ROBERT  A.  GREENE,  and 
EDWARD  L.  BREAZEALE* 


Tjj'ROM  time  to  time,  poisoning  of  water  sup- 
A plies,  used  for  human  or  animal  consump- 
tion, has  been  suspected.  With  a very  few  ex- 
ceptions (chiefly  cases  of  accidental  pollution 
of  water  from  mines  using  the  cyanide  process, 
or  pollution  of  underground  water  supplies  by 
industrial  wastes)  we  have  not  found  any  evi- 
dence that  poisons  had  been  maliciously  added 
to  a water  supply. 

Since  the  usual  scheme  of  toxicological  exam- 
ination is  time  consuming,  we  have  studied  the 
poisons  which  might  be  accessible  through  the 
usual  commercial  channels  and  which  might  be 
used  for  this  purpose,  as  well  as  those  materials 
which  may  be  eliminated  by  reason  of  slight 
solubility  in  water.  The  detection  of  poisons  in 

* Arizona  Serological  Laboratories,  Tucson,  Arizona. 


water  is  much  simpler  than  in  the  presence  of 
organic  material,  and  many  of  the  materials  may 
be  detected  by  physical  examination.  Many 
poisons  are  insoluble  in  water  since  the  presence 
of  ions  normally  present  in  water  will  precipi- 
tate many  of  the  more  common  poisons. 

The  discussion  which  follows  will  deal  with 
the  poisons  which  may  be  used,  and  their  de- 
tection. For  quantitative  determinations,  refer- 
ence should  be  made  to  standard  texts  on  toxi- 
cology.1, 2i  3 

The  More  Common  Poisons 

Webster1  has  given  a classification  of  poisons 
which  lias  been  abridged  as  Table  I.  Those 
which  are  readily  available  through  the  usual 
commercial  channels  and  which  might  be  expect- 
ed in  cases  of  malicious  poisoning  are  italicized: 
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TABLE  I 


INORGANIC  POISONS 

Corrosives 

Acids  and  Alkalies 
Non-Metallic  Poisons 

Halogens,  boron,  phosphorous 
Metallic  Poisons 

Ag,  Al,  As,  Ba,  Bi,  On,  Cr.  Hg,  Mg,  Mn, 
Pb,  Zn,  KCROa,  KNOa,  KHCHHOo 
Gaseous  Poisons 

AsHa,  CO,  CO2,  Hi>S,  PIP.  War  gases 
(Mustard,  Lewisite,  Adamsite,  etc.) 

ORGANIC  POISONS 
Alkaloidal  Poisons 

Strychnine,  nicotine,  coniine,  etc. 
Non-Alkaloidal  Organic  Poisons 

Parrafin  hydrocarbons,  halogen  derivatives, 
alcohols,  aldehydes,  cyanides,  etc. 

Benzene,  phenol,  cresol,  salicylic  acid  and 
derivatives ; aniline,  acetanilid,  nitroben- 
zene, etc. 

Thallium  compound  should  be  added  to  the 
list  of  metallic  poisons  since  the  salts,  especially 
the  acetate  have  been  used  for  the  extermina- 
tion of  rodents. 

An  inspection  of  Table  I reveals  that  of  the 
known  poisons,  those  which  might  be  expected 
in  the  malicious  poisoning  of  water  are  very 
few.  These  which  might  be  expected  are  given 
in  Table  II  along  with  the  average  dose  (taken 


from  the  U.  S.  Pharmacopaeia  XI,1  Merck’s 
Index,  5th  Edition5,  or  Clinical  Toxicology6,  the 
average  fatal  dose  (taken  from  Webster1)  and 
a figure  showing  the  fatal  dose  expressed  in 
parts  per  million  based  upon  an  estimated  water 
intake  of  250  ml,  as  a single  dose  or  2500  ml. 
total  daily  intake. 

Frequently,  there  have  been  livestock  losses 
which  have  been  attributed  to  poisoned  water 
supplies.  An  attempt  was  made  to  set  up  a sim- 
ilar table  of  average  therapeutic  and  lethal  doses 
for  animals.  This  has  not  been  possible  because 
of  the  lack  of  data  regarding  lethal  doses  and 
the  normal  water  intake,  due  to  the  grazing- 
habits  of  animals.  It  would  be  expected,  how- 
ever, that  lethal  doses  for  different  animals 
would  vary  as  do  the  therapeutic  doses  . Milks7 
gives  the  relative  therapeutic  doses  for  the  more 
common  animals  as : 


Horse 

1 

Swine 

1/8 

Cow 

IV2 

Dog- 

1/16 

Sheep  and  Goat 

1/5 

Cat 

1/32 

It  must  be  remembered  that  the  average  thera- 
peutic doses  for  larger  animals  may  be  of  the 
same  order  of  magnitude  (or  even  greater)  than 
lethal  doses  of  the  same  poison  for  man. 

Suggested  Laboratory  Procedures 
When  a sample  of  water  is  received  in  a case 
of  suspected  poisoning,  a preliminary  analysis 


TABLE  II 

Average  Therapeutic  and  Fatal  Doses  of  the  More  Common  Poisons 


POISON 

Average  Dose 
Grams 

Average  Fatal 
Dose  (Grams) 

Single  Dose 
(250  cc.) 
ppm 

Daily  Consumption 
(2500  cc.) 
ppm 

Sodium  Fluoride 

0.005-0.03 

10.0 

40,000 

4000 

Sodium  Borate 
(or  Boric  Acid) 

0.75 

15.0 

60,000 

6000 

Potassium  Chlorate 

0.25 

14.0 

56,000 

5600 

Potassium  Bitartrate 

2.0 

125-200 

500,000— 

800,000 

50,000— 

80,000 

Potassium  Nitrate 

0.3 

8-30 

32,000— 

120,000 

3200— 

12,000 

Alum 

0.3-1.0 

30 

48,000 

12,000 

Zinc  Chloride 

0.006-0.02 

3.5 

14,000 

1400 

Lead  Acetate 

0.03-0.25 

25-30 

100,000— 

120,000 

10,000— 

12,000 

Mercuric  Chloride 

0.004 

0.1-0.18 

400-720 

40-72 

Bismuth  Subnitrate 

1.0 

7-23 

28,000— 

92,000 

2800— 

9200 

Arsenic  Trioxide 

0.002 

0.22-26 

880-140 

88-140 

Antimony  as 
Tartar  Emetic 

0.003 

0.650-1.30 

2600-5200 

260-520 

Thallium  Acetate 

0.1-.2 

More  than 
800 

80 

Nicotine 

0.0025 

0.06 

240 

24 

Strychnine  Sulphate 

0.002 

0.10-0.12 

400-480 

40-48 

Potarrium  Cyanide 

0.004-0.015 

0.154 

610 

61 

62 


Arizona  Medicine 


■Ian  nary,  1948 


may  give  much  valuable  information.  Physical 
examination  will  eliminate  many  possibilities.  If 
the  sample  is  colorless,  copper,  chromium  and 
manganese  can  be  eliminated.  The  odor  will  de- 
tect the  presence  of  paraffin  hydrocarbons,  al- 
cohols, halogen  derivatives,  benzene,  etc. 

If  the  pH  does  not  vary  greatly  from  neutral- 
ity, corrosive  acids  and  alkalies  may  be  eliminat- 
ed. If  the  sample  is  acid,  there  is  little  possibil- 
ity of  the  occurrence  of  cyanides.  ( I >ue  to  vola- 
tilization.) 

Total  solids  are  determined  according  to  the 
directions  given  in  Standard  Methods  of  Water 
Analysis8,  or  by  a modified  conductivity  appar- 
atus as  used  for  determining  soluble  salts  in  soils. 

If  the  quantity  of  total  solids  does  not  exceed 
1500-2000  ppm.,  the  probable  toxic  materials  will 
be  zinc  salts,  mercuric  chloride,  arsenic,  anti- 
mony, nicotine,  strychnine,  cyanides  and  thal- 
lium. 

If  the  total  salt  content  exceeds  this  amount, 
it  is  advisable  to  make  a routine  chemical  analy- 
sis before  proceeding  with  tests  for  poisons  since 
it  is  not  uncommon,  (particularly  in  arid  re- 
gions) to  find  normal  waters  of  high  salt  con- 
tent. For  this  purpose,  we  have  employed  a 
rapid  method  which  gives  satisfactory  results. 
Carbonates,  bicarbonates  and  chlorides  are  de- 
termined volumetrically  on  the  same  sample 
using  N/50  H2SO4,  and  a solution  of  AgNO:i  of 
such  strength  that  1 ml  = 1 mg  Cl.  Phenol- 
phthalein  and  methyl  orange  are  used  as  indi- 
cators and  after  carbonate-bicarbonate  determin- 
ation, a few  drops  of  potassium  chromate  are 
added  and  the  chlorides  are  determined.  Sul- 
phates are  determined  either  turbidimetricallv 
or  volumetrically  by  either  the  benzidine  hydro- 
chloride or  the  tetrahydroxyquinone  method. 
Nitrates  are  determined  colorimetrically  by  the 
phenoldisulphonic  acid  method  and  calcium  and 
magnesium  by  a soap  titration  method.  Sodium 
is  calculated  by  difference. 

When  the  total  salt  content  is  low,  tests  may 
he  made  directly.  We  have  found  that  the 
Reinsch  test3  is  very  satisfactory  for  the  detec- 
tion of  arsenic,  antimony  and  mercury.  A strip 
of  bright  copper  foil  is  placed  in  an  evaporating 
dish  which  contains  the  solution  to  he  tested  with 
c.  p.  HC1  in  the  proportions  of  6:1.  The  solu- 
tion is  boiled  for  a few  minutes.  The  appear- 
ance of  a black,  shiny  deposit  upon  the  strip  in- 
dicates the  presence  of  arsenic  or  antimony. 
Mercury  gives  a white  deposit.  We  have  been 


able  to  detect  0.1  mg  AS2O3  and  0.3  mg.  HgCL 
in  25  ml  of  water.  (4  and  12  ppm.  respectively). 
Strongly  positive  tests  are  given  by  0.4  mg. 
AS2O3  and  0.5  mg  HgCL\  These  values  corre- 
spond to  16  and  20  ppm.  respectively.  The  ap- 
pearance of  a black  metallic  deposit  does  not 
necessarily  indicate  arsenic  since  antimony  salts 
give  the  same  reaction.  We  have  been  able  to 
detect  0.2  mg  SbCl:?  (8  ppm)  by  these  tests.  If 
the  test  gives  a positive  result,  then  the  element 
must  be  identified  by  other  tests  (See  Webster). 
A negative  test,  however,  proves  the  absence  of 
significant  amounts  of  heavy  metals  (arsenic, 
mercury  and  antimony). 

There  are  several  tests  for  alkaloids;  but  we 
have  found  that  Mayer’s  reagent1  gives  very  fine 
results  with  several  of  the  more  common  alka- 
loids. Although  we  have  not  been  able  to  try  the 
test  with  known  amounts  of  nicotine,  we  have 
been  able  to  detect  0.4  mg  of  strychnine  sulphate 
in  10  ml  of  water  (40  ppm). 

If  preliminary  tests  suggest  the  presence  of 
alkaloids,  these  may  be  extracted  by  suitable  sol- 
vents and  identified  by  suitable  tests-.  The 
scheme  of  toxicological  analysis  given  in  “Lab- 
oratory Methods  of  the  U.  S.  Army”  is  recom- 
mended13. Final  identification  can  be  made  by 
methods  given  in  “Methods  of  Analysis.”3 

There  are  several  methods  available  for  the 
determination  of  cyanides,  but  many  of  these 
are  non-specific.  We  have  discussed  these  else- 
where0 and  we  find  that  the  method  of  Fox10  is 
the  most  satisfactory.  The  test  is  carried  out 
as  follows : 

Place  250  ml  of  the  sample  in  a flask  and 
acidify  with  tartaric  acid,  connect  the  flask  with 
a small  test  tube  to  which  has  been  added  one 
drop  of  5%  K1  solution,  and  one  drop  of  0.001 
M AgNO:t  and  1 ml  of  5%  KOH  solution.  The 
HON  is  aspirated  into  the  opalescent  suspension 
of  Ag  T.  If  cyanides  are  present,  the  KCN  which 
is  formed  in  the  test  tube  will  dissolve  the 
Ag  I,  rendering  the  solution  clear.  Using  a 
sample  of  250  ml,  we  have  been  able  to  detect 
0.5  mg  of  KCN  (2  ppm). 

The  reactions  of  thallium  are,  in  general,  sim- 
ilar to  silver.  The  most  common  compounds 
which  are  slightly  soluble  are  T1CNS,  T1C1,  TIT. 
TLCrOn  We  have  found  that  the  solubility  of 
the  two  former  are  relatively  great  (more  than 
1000  ppm).  When  a few  drops  of  K2OO4  are 
added  to  5 ml  of  thallium  sulphate  solution,  we 
were  able  to  detect  100  ppm;  when  Kl  is  added 
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to  another  5 ml  portion,  we  could  detect  25  ppm. 
If  the  KI  test  should  indicate  the  presence  of 
thallium,  a suitable  quantity  of  the  sample  should 
he  concentrated.  Thallium  is  then  precipitated 
as  the  chloride,  which  is  separated  from  the  chlo- 
rides of  silver  and  mercury  by  washing  the  pre- 
cipitate with  hot  water.  Lead  is  removed  by 
converting  it  to  the  sulphate,  which  is  filtered 
off,  and  the  iodide  or  chromate  tests  are  applied 
to  the  filtrate. 

Barium  carbonate,  which  is  extensively  used 
in  rat  poisons,  has  been  purposely  omitted  from 
Table  II  because  of  its  slight  solubility  in  water, 
as  well  as  the  fact  that  most  waters  contain  sul- 
phates which  would  precipitate  barium  as  the 
sulphate.  Phosphorous  has  also  been  omitted  be- 
cause of  its  slight  solubility. 

The  tests  which  have  been  described  might  be 
applied  to  any  water.  If  these  are  negative,  and 
if  the  salt  content  exceeds  1500-2000  ppm,  it  will 
lie  necessary  to  test,  for  other  elements.  Since  the 
loxic  doses  of  the  other  materials  given  in  Table 
1 T are  fairly  large,  these  may  be  detected  by 
the  usual  qualitative  tests.  These  are  given  by 
Webster1  and  many  textbooks  of  qualitative  an- 
alysis, so  the  technic  will  not  be  given  here,  with 
exception  of  a few  tests,  which  have  given  very 
satisfactory  results : 

Lead.  Add  to  10  ml  of  sample  in  a test  tube, 
a few  drops  of  KI  or  KsCrCb  solution.  The  for- 
mer will  detect  300  ppm  of  lead  acetate ; the  lat- 
ter 100  ppm.  (3  mg  and  1 mg  per  10  ml.) 

Bismuth  (Engelder11).  A drop  of  the  sample 
is  placed  on  a glass  slide  or  test  plate.  A small 
crystal  of  KI  and  of  cesium  chloride  are  added. 
The  formation  of  a blood  red  precipitate  indi- 
cates the  presence  of  bismuth.  This  test  will 
detect  bismuth  in  one  drop  of  a solution  contain- 
ing 1 mg.  Bismuth  citrate  per  ml  (1000  ppm). 

Fluorides.  The  following  method  gives  very 
satisfactory  results.  Titrate  a sample  of  the 
water  with  N/50  HNO:i,  using  methyl  orange 
indicator.  To  a 50  ml  of  the  sample  in  a Nessler 
tube  add  sufficient  N/50  acid  to  bring  it  to  the 
methyl  orange  end  point.  Then  add  10  ml  of  NIK 
UNS  solution  (24  grams  per  liter)  and  5 ml  of 
FeCl.i  solution,  which  contains  0.075  mg  per  ml. 
Mix  well.  At  the  same  time,  prepare  a control 
from  50  ml  of  distilled  water.  The  presence  of 
fluorides  is  indicated  by  a rapid  bleaching  of 
color.  According  to  Smith12,  the  following  ions 
interfere  when  present  in  the  amounts  in  excess 
of  those  shown  in  parenthesis:  nitrates  (200  mg 


in  sample),  chlorides  (500  ppm),  sulphate  (125 
ppm),  phosphate  (0.2  mg  in  sample). 

Zinc.  The  qualitative  test  given  in  “Standard 
Methods  of  Water  Analysis”8  is  very  satisfac- 
tory. “Acidify  the  clear  water  in  a 20  x 150  mm 
Pyrex  tube  two-thirds  full,  with  sulphuric  acid 
(1.1)  and  add  1 ml  of  a 10  percent  potassium 
ferrocyanide  solution.  A white  precipitate  or 
opalescence  will  form  if  zinc  is  present.” 

DISCUSSION 

In  our  experience,  Ave  have  encountered  few 
cases  of  malicious  poisoning  of  Avater  supplies. 
PeAv  materials  are  generally  available  Avhieh, 
when  added  to  the  Avater  in  lethal  doses,  Avould 
not  impart  a disagreeable  odor  or  taste.  An- 
other difficulty  is  that  the  poison  must  be  pres- 
est  in  solution  or  suspension  in  relatively  large 
amounts  in  order  to  be  effective.  With  the  pos- 
soble  exception  of  -cyanides,  practically  all  other 
toxic  agents,  when  present  in  significant 
amounts,  would  impart  a taste,  or  color  Avhieh 
should  arouse  suspicion. 

The  tests  which  have  been  described  are  very 
useful  for  eliminating  the  possibility  of  toxic 
substances.  If  they  are  found,  then  quantitative 
determinations  should  be  made.  In  applying 
these  tests,  Ave  have  kept  in  mind  the  necessity  of 
a required  sensitivity  Avell  below  the  toxic  limit, 
and,  Avhenever  possible,  within  the  usual  thera- 
peutic dose. 

Although  it  is  admitted  that  these  various 
toxic  substances  should  not  be  present  in  water, 
on  the  other  hand,  if  they  do  occur,  it  must  be 
proved  that  they  do  occur  in  sufficient  quanti- 
ties to  be  injurious. 

When  laboratory  animals  are  available,  the 
presence  or  absence  of  any  toxic  material  may 
be  demonstrated  by  giving  a portion  of  the  sam- 
ple to  an  animal.  If  a poison  is  present,  the 
symptoms  shown  by  the  animal  may  give  a clue 
as  to  its  probable  identity.  Also,  with  due  cau- 
tion, tasting  the  Avater  may  also  suggest  the  iden- 
tity of  some  of  the  toxic  materials.  The  average 
person  cannot  taste  much  less  than  1000  ppm  of 
dissolved  salts,  with  the  exception,  of  course, 
such  substances  as  strychnine.  If  a small  amount 
of  the  sample  is  tasted,  then  promptly  expelled 
from  the  mouth,  and  the  mouth  rinsed  out  Avith 
Avater  or  a mild  mouth  wash,  there  is  little  possi- 
bility that  enough  material  might  be  absorbed 
to  produce  any  injurious  effects. 

Fortunately,  the  malicious  poisoning  of  Avater 
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is  very  uncommon,  and  even  when  attempted,  it 
is  usually  unsuccessful,  due  to  such  limitations 
or  the  availability  of  a toxic  material,  its  solu- 
bility in  water,  and  the  fact  t hat  a lethal  amount 
will  usually  betray  its  presence  by  odor  or  taste, 
as  well  as  the  probability  of  dilution  (especially 
in  running-  water). 

Suggested  Scheme  of  Examination 

When  the  sample  is  received,  make  a physical 
examination.  Note  color  and  odor  (cold  and 
hot),  pH,  taste  (caution). 

Determine  total  solids  g-ravimetrically  or  by 
conductivity  methods.  If  less  than  1500-2000 
ppm,  all  poisons  except  zinc,  mercury,  arsenic, 
antimony,  thallium  and  cyanides  can  be  elim- 
inated. 

If  the  total  salt  content  exceeds  2000  ppm,  de- 
termine the  following-  quantitatively:  Ca,  Mg', 
Cl,  SOr,  CO.s,  HCO.-j,  NO.-i.  Many  waters  natur- 
ally contain  large  amounts  of  soluble  salts. 
Cheek  presence  or  absence  of  toxic  substances 
by  giving  some  of  the  waters  to  a laboratory 
animal. 

The  preceding  tests  usually  give  some  clue  as 
to  the  probable  identity  of  the  poison  (if  pres- 
ent). Specific  qualitative  tests  may  be  employ- 
ed to  show  the  presence  or  absence  of  the  poison. 


SUMMARY 

The  possibility  of  malicious  poisoning  of  wa- 
ter has  been  discussed. 

The  probable  toxic  materials  which  might  be 
used  are  named,  and  the  concentrations  are  giv- 
en which  are  necessary  to  produce  injurious 
effects. 

A scheme  of  analysis  is  suggested  which,  al- 
though not  all  inclusive,  may  be  employed  for 
the  detection  or  elimination  of  the  more  common 
poisons. 
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MISCELLANEOUS  SECTION 


Forcing  Socialized  Medicine  on  America  By  the  Use  of  Federal 
Employees  and  Government  Money 

Address  by  HON.  FOREST  A.  HARNESS, 

Representative  in  Congress  from 


Fifth  Indii 

Mr.  Chairman  and  Gentlemen: 

I am  particularly  happy  to  be  with  you  this 
evening,  because  1 am  acquainted  with  the  great 
fight  this  organization  has  waged  in  behalf  of 
free  medicine,  as  distinguished  from  that  type 
of  Socialized  Medicine  which  we  now  find  in 
every  country  in  which  dictatorship  prevails. 

The  brand  of  dictatorship  makes  no  differ- 
ence— Communism,  Fascism,  Nazism,  Socialism 
— all  are  alike,  in  that  they  enforce  a system  of 
State  Medicine,  or  Political  Medicine,  as  I pre- 
fer to  call  it. 

Whatever  the  name  of  the  dictatorship,  or 


na  District 

whatever  the  pattern  of  the  particular  brand 
of  collectivism  in  a given  country,  the  system  of 
socialized  medicine  is  always  pretty  much  the 
same.  It  is  based  on  compulsion,  and  is  generally 
administered  by  a nation-wide  system  of  ward 
and  precinct  politics. 

But  Socialized  Medicine  is  not  for  free  Amer- 
ica, and  I am  happy  to  congratulate  you  gentle- 
men on  the  great  fight  you  have  made  during 
the  last  ten  years  to  head  off  this  unwholesome 
campaign  in  Washington. 

If  the  medical  profession  and  all  our  hospitals 
can  be  taken  over  by  the  federal  government  and 
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forged  into  a new  and  gigantic  health  bureau- 
cracy, then  it  would  only  be  a question  of  time 
until  Washington  likewise  moved  into  the  field 
of  education,  religion,  the  press,  the  radio. 

Freedom  soon  would  be  in  total  eclipse. 

That  must  not  come  to  pass  in  mighty  Amer- 
ica, the  last  great  citadel  of  freedom  and  liberty 
on  the  face  of  the  globe  today. 

Heartened  by  Physician  Support 

Ours  is  a great  responsibility  to  hold  aloft 
the  bright  torch  of  freedom  and  honest  repre- 
sentative government.  And  it  has  been  most  en- 
couraging to  know  that  we  have  the  great  body 
of  the  American  medical  profession  standing  be- 
hind us  in  this  effort  in  Congress,  as  this  meet- 
ing tonight  so  clearly  indicates  is  the  case 

Approximately  five  months  have  passed  since 
our  special  sub-committee  was  established  to  in- 
vestigate publicity  and  propaganda  in  the  Ex- 
ecutive Agencies.  We  are  a sub-committee,  as 
you  know,  of  the  standing  legislative  Committee 
on  Expenditure  in  the  Executive  Branch. 

Our  special  interest  has  been  the  techniques 
of  government  propaganda  by  which  our  federal 
bureaucrats  perpetuate  themselves  in  office, 
generate  pressures  on  Congress  for  more  and 
bigger  appropriations,  and  sponsor  socialistic 
enterprises  in  the  name  of  national  emergency 
or  an  artificially  stimulated  public  demand. 

More  than  six  solid  weeks  of  our  investigation 
has  been  devoted  exclusively  to  the  so-called 
Health  Work  Shops  set  up  throughout  the  coun- 
try under  the  aegis  of  the  U.  S.  Public  Health 
Service,  the  Social  Security  Board,  the  Chil- 
dren’s Bureau  and  several  other  agencies  having 
an  oar  in  the  administration  of  health  and  wel- 
fare programs. 

The  amazing  ramifications  of  the  federal 
propaganda  in  behalf  of  Socialized  Medicine 
have  astonished  me.  How  much  of  our  total  ap- 
propriations for  health  and  welfare  are  being 
diverted  to  this  sort  of  high-pressure  propa- 
ganda, we  do  not  yet  know.  But  we  do  know 
that  the  amount  is  considerable.  And  before  our 
inquiries  are  concluded,  we  shall  hope  to  pre- 
sent for  public  consideration  an  itemized  account 
of  the  total  diversion  of  federal  funds  for  this 
propaganda  campaign.  In  that  accounting  Ave 
shall  include  a considerable  item  for  foreign 
travel  to  NeAv  Zealand,  England,  South  America 
and  Japan.  For  avc  now  know  that  our  health 
bureaucrats  are  interested  in  Socialized  Medi- 


cine not  only  in  the  United  States  but  in  every 
other  land  in  which  they  can  find  an  opening. 

Before  enlarging  on  the  details  of  the  Health 
Work  Shops  inquiry,  I should  like  to  give  you  an 
over-all  picture  of  the  federal  publicity  opera- 
tions, as  we  have  measured  them  to  date. 

Seventy-five  Million  Dollar s 

We  began  with  a special  report  from  the 
Budget  Bureau  which  showed  that  the  various 
federal  agencies  spent  $74,829,467  for  publicity 
and  propaganda  work  of  every  kind  and  descrip- 
tion. 

An  earlier  study,  covering  the  fiscal  year  1941, 
showed  total  publicity  expenditures  of  the  fed- 
eral establishment  at  only  $28,000,000. 

Noay  everybody  in  Washington  recognizes  that 
certain  information  services  are  an  essential 
part  of  any  institutional  operation.  But  Con- 
gress insists  that  there  is  a clear  line  of  distinc- 
tion betAveen  legitimate  information  services 
and  those  additional  operations  which  tend  to 
build  up  public  opinion  in  favor  of  more  pro- 
jects, broader  programs,  or  federal  invasion  of 
neAv  spheres  of  public  service.  It  is  primarily 
the  latter  operations  Avhich  our  sub-committee 
seeks  to  itemize  as  to  cost  and  scope.  It  is  my 
contention  that,  at  least,  the  people  are  entitled 
to  know  Iioay  much  they  are  spending  to  educate 
themselves  to  more  spending. 

Huge  Public  Relations  Staff 

In  the  Department  of  Agriculture,  Committee 
investigators  found  525  persons  engaged  in  pub- 
lic relations  work.  Salaries  ranged  from  $10,000 
doAvn  to  $1,888  a year.  But  only  204  members 
of  this  robust  information  staff  were  in  Wash- 
ington. The  rest  were  found  in  Department  of 
Agriculture  branch  offices  .in  Boston,  San  Fran- 
cisco, Mihvaukee,  Ralaigh,  Dallas,  Denver,  Al- 
buquerque, Philadelphia,  Ogden,  Chicago,  At- 
lanta ; Juneau,  Alaska ; San  Juan,  Puerto  Rico — 
and  eight  lesser  cities  throughout  the  States  and 
Territories. 

Total  budget  estimates  for  Agriculture’s  Of- 
fice of  Information  for  the  fiscal  year  beginning 
July  1,  1947,  were  $2,307,000,  an  increase  of 
$335,350  over  the  previous  year.  But  this  does 
not  include  printing  or  mailing  expenses. 

Every  known  media  of  intelligence  is  utilized 
by  Agriculture.  The  Office  of  Information  pre- 
pared 1,998  press  releases  in  the  nine  months 
ended  April  1 — an  average  of  11  every  working 
day.  During  the  same  months,  the  office  pre- 
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pared  837  radio  scripts,  including  several  net- 
work programs.  The  radio  time  contributed  for 
these  programs  normally  has  a commercial  value 
of  more  than  $500,000  a year.  The  same  nine 
months  saw  17  new  motion  picture  films  released 
through  the  department’s  film  stations. 

For  the  1947  fiscal  year,  Agriculture’s  com- 
bined printing  bill — all  bureaus,  divisions  and 
offices — will  be  $2,260,784,  exclusive  of  mimeo- 
graphing processed  within  the  department. 

Spenders  for  Publicity 

These  activities  begin  to  explain  why  the  Gov- 
ernment Printing  Office,  which  occupies  33  acres 
of  floor  space  in  Washington  and  employs  7,900 
full-time  workers,  still  can't  keep  up  with  gov- 
ernment printing  demands. 

Some  of  the  principal  spenders  for  publicity 


in  fiscal  '46  were: 

Department  of  State $30,377,000 

Treasury  11,104,800  7 

Department  of  Agriculture 9,295,700 

Office  for  Emergency  Management  . 8,154,021 

War  Department i..  5,715,690 

Office  of  War  Information 3,772,095 

Office  of  Price  Administration 2,572,000 

Office  of  Petroleum  Administration  2,572,000 

Federal  Security  Agency  2,043,988 

Department  of  Commerce  2,003,212 

Department  of  Labor 1,440,641 

Navy  Department 704,000 

Veterans  Administration 660,571 

Tennessee  V alley  Authority  245,000 

Post  Office  Department  11,960 

My  distinguished  colleague,  Rep.  Richard  B. 


Wigglesworth,  of  Massachusetts,  long  has  been  a 
crusader  on  the  Appropriations  Committee 
against  excessive  public  relations  expenditures 
within  the  federal  establishment.  He  expressed 
astonishment  at  the  194(5  tabulations  I have  just 
quoted. 

“In  my  opinion,’’  he  said,  “the  enormous 
governmental  propaganda  set-up  is  not  only  a 
gross  waste  of  the  people’s  money,  but,  over  and 
beyond  that,  makes  for  the  destruction  of  the 
proper  exercise  of  the  legislative  functions  of 
1 he  Government.  ’ ’ 

With  that,  of  course,  we  are  all  in  full  agree- 
ment. 

Social  Security  Spending 

You  will  note  that  the  Social  Security  Board 
has  been  spending  about  $2,000,000  a year  in 
public  relations  activities — regardless  of  wheth- 


er we  call  it  publicity  or  propaganda.  We  do 
not  yet  know  the  full  scope  of  this  work.  But  we 
do  know  that  they  have  been  setting  up  these  so- 
called  Health  Work  Shops;  that  they  were 
launched  on  a nation-wide  scale;  that  they  are 
financed  entirely  by  federal  funds  diverted  from 
the  regular  appropriations;  and  that  it  was 
never  at  any  time  the  intention  of  Congress  or 
its  Appropriations  Committeees  to  authorize  the 
expenditure  of  public  funds  for  such  activities. 

To  our  committee  it  seemed  reasonable  to  ask 
why  these  agencies  should  be  permitted  to  spend 
public  money  to  generate  an  entirely  artificial 
public  demand  for  a system  of  Socialized  Medi- 
cine in  the  United  States,  when  all  our  experi- 
ence through  public  opinion  polls,  and  all  our 
contacts  with  the  medical  profession,  indicate 
beyond  question  that  the  American  people  and 
the  American  medical  profession  insist  upon 
maintenance  of  our  traditional  system  of  free 
medicine,  under  which  we  have  attained  the  high- 
est standards  of  service  and  scientific  skill  and 
proficiency  ever  recorded  in  the  history  of  the 
world. 

It  seems  to  our  committee  to  be  a proper  func- 
tion of  the  Congress  to  determine  whether  the 
diversion  of  public  funds  from  legitimate  pur- 
poses to  purely  propaganda  purposes  for  So- 
cialized Medicine,  does  not,  in  fact,  constitute 
a criminal  violation  of  the  law. 

And  on  this  point,  I may  say  that  the  Federal 
Bureau  of  Investigation  is  giving  that  question 
some  serious  study  at  the  moment.  As  you  know, 
we  advised  the  Attorney  General,  Mr.  Clark, 
what  we  discovered  about  the  Health  Work 
Shops,  and  we  have  since  been  informed  that 
some  of  the  vouchers  are  in  the  hands  of  the 
FBI  for  investigation. 

World  Wide  P ropaganda, 

All  this  federally -financed  activity  for  So- 
cialized Medicine  heads  up  in  the  Bureau  of  Re- 
search and  Statistics  in  the  Social  Security 
Board. 

Our  committee  investigators  have  found  in  that 
bureau  a veritable  nerve  center  of  socialized- 
medicine  propaganda  for  the  entire  world. 

Mr.  Isadore  S.  Falk  is  the  Director  of  Research 
and  Statistics  in  the  Social  Security  Board.  He 
has  been  in  the  government  service  for  some 
twelve  years.  He  has  always  been  noted  for  his 
militant  and  aggressive  advocacy  of  Socialized 
Medicine. 
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Our  committee,  of  course,  does  not  challenge 
the  right  of  any  citizen  to  hold  whatever  views 
he  may  wish  on  any  subject  of  political  or  eco- 
nomic policy. 

But  we  are  interested  that  funds  appropri- 
ated by  Congress  for  public  administration  shall 
not  be  diverted  to  a world-wide  system  of  prop- 
aganda calculated  to  advance  socialized  medicine 
the  world  around. 

Such  operations,  until  specifically  approved 
by  the  Congress,  are  positively  illegal.  And  our 
committee  will  not  rest  until  they  are  uprooted 
and  stamped  out  of  the  federal  picture. 

Illegal  Use  of  Funds 

Any  group  of  citizens  has  a right  to  agitate 
for  Socialized  Medicine,  if  it  puts  up  its  own 
money  and  pays  its  own  bills.  But  I,  for  one, 
do  not  intend  to  see  this  gigantic  propaganda 
machine  for  socialized  medicine  financed  entire- 
ly by  funds  secretly  diverted  from  moneys  ap- 
propriated by  Congress  for  the  legitimate  func- 
tions of  government. 

In  our  hearings  to  date  we  have  examined 
officers  of  the  U.  S.  Public  Health  Service,  the 
Children’s  Bureau  (which  is  another  section  of 
the  Federal  Security  Administration)  the  So- 
cial Security  Board,  and  the  Farmers  Home 
Administration,  a section  of  the  Department  of 
Agriculture.  As  a part  of  this  investigation,  we 
also  have  called  upon  the  General  Accounting- 
Office  for  certain  travel  vouchers  in  connection 
with  the  Health  Work  Shops. 

On  page  8 of  the  interim  report,  which  most 
of  you  have  before  you,  there  appears  a tabula- 
tion of  the  various  federal  officers  who  have 
taken  part  in  this  propaganda  effort.  In  each 
case,  the  agency  or  governmental  unit  paying 
the  salary  and  travel  expenses  is  indicated. 

We  found  that  the  first  meeting  on  the  Health 
Work  Shops  was  held  in  Washington  on  Novem- 
ber 2,  1945.  It  was  attended  by  only  twelve 
persons — ten  of  whom  were  full-time  employees 
of  the  Public  Health  Service,  the  Social  Security 
Board  and  the  Department  of  Agriculture. 

Work  Shop  Born 

This  is  where  the  Health  Work  Shops  were 
born.  The  chairman  of  that  meeting  was  Dr. 
George  Perrott  of  the  U.  S.  Public  Health 
Service. 

The  detailed  operations  of  the  Health  Work 
Shops  are  set  forth  in  House  Report  No.  786  of 


the  80th  Congress,  as  published  by  our  sub- 
committee on  July  2,  1947. 

Suffice  it  to  say  here,  that  the  project  was  fi- 
nanced almost  entirely  by  federal  funds,  through 
the  contributions  of  the  participating  govern- 
ment agencies — through  the  assignment  of  the 
so-called  forum  experts  from  the  government 
bureaus,  thx-ough  the  payment  of  travel  expenses, 
and  the  providing  of  literature  and  mimeo- 
graphed material  for  the  meetings. 

The  real  purpose  of  these  meetings  was  to 
generate  pressure  upon  Congress  for  passage  of 
the  Wagner-Murray-Dingell  Bill. 

Ililleboe’s  Statement 

At  one  point  in  our  hearing,  our  committee 
counsel,  Mr.  Frank  T.  Bow,  asked  the  witness, 
Dr.  Herman  Hilleboe,  of  the  Public  Health 
Service,  if  the  literature  presented  by  the  gov- 
ernment agencies  presented  all  sides  of  the  medi- 
cal discussion,  or  merely  the  side  supporting  So- 
cialized Medicine,  as  embodied  in  the  Wagner 
Murray-Dingell  Bill.  To  this  question,  Dr.  Hille- 
boe answered : 

“We  would  naturally  give  emphasis  to  that, 
because  that  is  why  we  are  in  government.  Oth- 
erwise we  should  get  out  of  government.” 

Here,  indeed,  is  a strange  concept  of  federal 
concept  of  federal  service  in  Public  Health — the 
concept  that  any  physician  who  is  not  a vigor- 
ous advocate  of  Socialized  Medicine  should  re- 
move himself  from  the  government  service. 

And  that  conception  of  the  public  service  ap- 
pears the  more  distorted  when  we  realize  that 
at  no  time  lias  Congress  approved  any  declara- 
tion of  policy  favoring  the  expansion  and  devel- 
opment of  Socialized  Medicine  at  federal  ex- 
pense; nor  has  Congress  authorized  the  expendi- 
ture of  public  funds  for  any  sort  of  propaganda 
work  calculated  to  generate  public  opinion  in 
behalf  of  Socialized  Medicine  as  a national  pol- 
icy. Yet  here  is  a responsible  official  of  the  Pub- 
lic Health  Service  testifying  before  our  investi- 
gating committee  to  the  effect  that  the  presenta- 
tion of  material  supporting  Socialized  Medi- 
cine is  a clear  and  direct  moral  obligation  of 
the  Public  Health  staff. 

'•Gentlemen,  I am  here  to  say  that  such  a dis- 
torted conception  of  the  public  service  in  Wash- 
ington must  be  uprooted  by  Congress. 

Becker  on  Stand 

On  another  occasion,  we  had  as  a witness  be- 
fore the  committee  Mr.  Harry  -T.  Becker,  health 
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consultant  in  the  Children’s  Bureau.  When 
asked  if  his  public  speeches  throughout  the 
country  presented  both  sides  of  the  discussion 
touching  compulsory  national  health  insurance, 
this  witness  answered:  “I  don’t  know  what  you 
mean  by  both  sides." 

Those  two  bits  of  testimony,  tn  my  mind,  offer 
a pretty  complete  picture  of  the  present  set-up 
in  Washington  as  it  relates  to  government  prop- 
aganda supporting  Socialized  Medicine.  From 
the  Public  Health  Service  came  the  suggestion 
that  doctors  who  do  not  believe  in  the  Wagner- 
Murray-Dingell  bills  simply  have  no  place  in 
government;  and  from  the  Children’s  Bureau 
came  the  response  that  the  witness  was  either 
unaware  of  the  opposing  viewpoint,  or  had  so 
firmly  closed  his  mind  against  opposition  argu- 
ment that  they  could  merit  no  time  or  attention 
in  his  public  speeches. 

From  these  incidents  it  seems  reasonable  to 
conclude  that  some  of  our  bureaus  in  Washing- 
ton regard  themselves  as  the  protectors  and  de- 
fenders of  the  whole  concept  of  compulsory  na- 
tional health  insurance  and  Socialized  Medicine. 

But,  again,  1 want  to  repeat — that  is  not  what 
Congress  apprapriated  the  money  for. 

Mission  to  Tokyo 

Ploughing  deep  into  these  matters,  our  investi- 
gators soon  came  upon  the  much-discussed 
Health  Mission  to  Tokyo.  You  have  seen  reports 
on  this  in  the  newspapers.  It,  too,  is  revealing 
for  the  light  it  throws  on  the  operations  of  the 
Washington  inner-circle  which  is  forever  pulling 
the  wires  for  Socialized  Medicine. 

In  our  examination  of  the  Bureau  of  Research 
and  Statistics  in  the  Social  Security  Board,  we 
discovered  that  practically  every  argument,  ev- 
ery pamphlet,  every  radio  broadcast,  and  every 
statistical  tattle  advocating  Socialized  Medicine 
originated  primarily  in  the  Social  Security 
Board.  Here  is  the  world-wide  nerve  center  of 
the  movement  for  Socialized  Medicine. 

Our  committee  found,  and  has  so  reported  to 
Congress,  that  pamphlets  prepared  as  to  basic 
material  in  the  Social  Security  Board  were  dis- 
tributed to  the  general  public  by  the  CIO,  and 
AFL,  the  Farmers’  Union,  the  Physicians’  Fo- 
rum and  the  Committee  for  the  Nation’s  Health. 

All  these  pamphlets  vigorously  supported  So- 
cialized Medicine  as  embodied  in  the  Wagner- 
Murray-Dingell  bill. 

In  several  of  the  pamphlets,  no  matter  by 


whom  distributed,  the  language  and  the  figures 
were  the  same. 

“ Central  Generating  Plant” 

The  Social  Security  Board  is  the  central  gen- 
erating plant,  so  to  speak.  And  the  material  is 
then  distributed  for  popular  consumption  by 
whatever  organization  will  lend  its  official  im- 
print to  arguments  and  briefs  of  Messrs.  Isadore 
Falk  and  Wilbur  Cohen. 

That ’s  the  fundamental  set-up  discovered  by 
our  committee,  and  that’s  the  beginning  of  the 
Health  Mission  to  Tokyo. 

Just  about  a year  ago,  a federal  civilian  em- 
ployee in  Washington  (one  Stanchfield)  was 
detached  temporarily  from  his  job  to  go  to  Tokyo 
to  make  a preliminary  survey  of  social  security 
and  health  needs.  Upon  his  return  to  Washing- 
ton early  this  year,  Mr.  Stanchfield  proposed  a 
general  health  mission  to  Tokyo.  Ilis  proposal 
was  presented  directly  to  Mr.  Arthur  J.  Altmey- 
er,  Commissioner  of  Social  Security. 

Next,  on  March  5,  1947,  Mr.  Altmeyer  pro- 
posed the  mission  in  a formal  communication  to 
the  War  Department.  In  that  letter,  Mr.  Alt- 
meyer designated  the  particular  individuals  who 
should  make  up  the  mission,  and  then  went  fur- 
ther to  suggest  that  William  H.  Wandel,  Chief 
of  the  Program  Division,  Bureau  of  Unemploy- 
ment security,  be  appointed  chief  of  the  Social 
Insurance  Division  of  the  Public  Health  and 
Welfare  Section  of  the  Supreme  Command  for 
the  Allied  Powers  in  Tokyo.  It  is  perfectly  ap- 
parent from  the  letters  we  have  taken  from  the 
War  ! department  files  that  the  personnel  of  this 
mission  and  the  planning  of  its  program  orig- 
inated in  and  was  dictated  from  the  Social  Se- 
curity Board  in  Washington. 

Up  to  this  point  there  had  been  no  hint  that 
the  proposed  Health  Mission  had  been  request- 
ed or  urged  either  by  General  MacArthur  or  any 
responsible  Japanese  source.  The  suggestion 
came  first  from  Mr.  Stanchfield,  who  had  been 
sent  to  Tokyo  from  Washington  for  that  par- 
ticular purpose. 

Letter  to  Isadore  Falk 

Next,  we  found  a letter,  under  date  of  June 
14,  1947  from  Mr.  Wandel  in  Tokyo  reporting 
directly  to  Mr.  Falk  in  Washington  on  the  prog- 
ress of  the  work  in  Tokya.  In  one  revealing  pass- 
age of  this  letter,  Mr.  Wandel  said  : 

“We  think  that  our  need  is  for  someone  who 
is  primarily  not  so  much  an  economic  analyst 
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as  one  versed  in  health  insurance.  Health  in- 
surance is  the  major  field  of  social  security  in 
Japan  . . . Permanent  revision  requires  amal- 
gamating National  Health  Insurance  with  Health 
Insurance  on  a compulsory  basis. 

When  the  Tokyo  Health  Mission  finally  was 
named,  it  comprised  two  men  from  the  Public 
Health  Service,  one  from  Mr.  Falk’s  bureau, 
and  one  from  the  Federal  Housing  Authority. 
This  mission  departed  for  Japan  on  August  28, 
this  year,  with  the  understanding  that  Mr.  Alt- 
meyer  and  possibly  Mr.  Falk  would  follow  when 
the  work  had  been  sufficiently  organized  in 
Tokyo. 

Bureaucratic  Intrigue 

Because  this  instance  offers  a shocking  dem- 
onstration of  bureaucratic  intrigue  in  violation 
of  the  purposes  and  intent  of  Congress,  I have 
brought  the  matter  to  the  attention  of  the  House 
Appropriations  Committee,  with  the  suggestion 
that  when  the  next  budget  comes  up  from  the 
Social  Security  Board  and  the  Public  Health 
Service,  all  those  engaged  in  spreading  Social- 
ized Medicine  around  the  world  be  stricken  from 
the  public  payroll — unless,  of  course,  Congress 
shall  determine  to  support  such  world  propa- 
ganda with  funds  specifically  allocated  for  that 
purpose. 

In  my  letter  to  Chairman  Taber  of  the  Ap- 
propriations Committee,  I made  eight  specific 
charges  against  the  Tokyo  Health  Mission.  I 
wish  to  summarize  them  here,  because  they  are 
the  nub  of  our  case  against  the  Social  Security 
Board  and  the  U.  S.  Public  Health  Service  in 
relation  to  all  this  propaganda  supporting  So- 
cialized Medicine. 

Charges  Against  Tokyo  Mission 

My  charges  against  the  Tokyo  Health  Mission 
are  as  follows : 

1 That  the  health  mission  to  Japan  is  com- 
posed entirely  and  exclusively  of  men  long 
identified  in  the  public  record  as  advocates 
and  proponents  of  Socialized  Medicine  not 
only  in  the  United  States  but  throughout 
the  world. 

2 That  the  real  purpose  of  this  mission  is  to 
lay  the  groundwork  for  a system  of  Social- 
ized Medicine  in  Japan. 

3 That  the  scheme  for  such  a mission  originat- 
ed in  the  Division  of  Research  and  Statistics 
in  the  Social  Security  Board  in  Washing- 
ton, and  nowhere  else. 


-1  That  the  nominal  request  for  the  mission 
was  engineered  through  the  General  Head- 
quarters of  the  Supreme  Commander  in 
Tokyo  by  federal  employees  sent  from 
Washington  for  that  particular  purpose. 

5 That  General  Douglas  MacArthur  does  not 
favor — and  does  not  approve — any  plan  to 
establish  compulsory  Socialized  Medicine  in 
Japan. 

6 That  the  dispatch  of  this  mission  to  Tokyo 
for  the  purpose  indicated  in  Mr.  Wandel’s 
letter  to  Mr.  Falk  under  date  of  June  14, 
1947,  is  a gross  misuse  of  public  funds. 

7 That  the  real  purpose  of  the  mission  is  not 
to  assist  Japan  in  working  out  her  basic 
problems  in  health  and  welfare,  but  to  force 
upon  that  country  a compulsory  system  of 
Socialized  Medicine. 

8 That  although  the  questions  here  involved 
are  of  a health  and  medical  nature,  the 
Surgeon  General  of  the  United  Sates  Army 
was  not  consulted  in  reference  to  the  prob- 
lems involved. 

TAXPAYER  FOOTS  THE  BILL 

I deem  it  inappropriate  for  federal  employees, 
at  the  expense  of  the  American  taxpayer,  to 
travel  throughout  the  world  preparing  or  assist- 
ing in  the  preparation  of  legislation  to  be  adopt- 
ed by  foreign  countries  when  similar  legislation, 
long  pending,  has  not  been  approved  by  the  Con- 
gress of  the  United  States. 

It  is  hardly  necessary  for  me  to  tell  you  that 
we  shall  watch  developments  in  this  case  with 
lively  interest.  General  MacArthur  certainly 
does  not  intend  to  lend  himself  to  any  such  in- 
trigue by  our  Washington  health  bureaucracy. 

And  I am  equally  certain  that  my  distinguish- 
ed colleague  and  good  friend  John  Taber,  Chair- 
man of  the  House  Appropriations  Committee, 
does  not  intend  to  see  federal  funds  misapplied 
in  this  fashion.  We  shall  hear  more  of  this  Mis- 
sion to  Tokyo  as  our  investigation  goes  forward. 

INTERNATIONAL  COMMUNISM 

One  other  point  about  these  operations  in  the 
Social  Security  Board  merits  brief  attention  at 
this  juncture,  although  our  inquiry  in  this  di- 
rection has  not  been  concluded.  The  fact  is  that 
this  entire  movement  for  world-wide  Socialized 
Medicine  is  tinged  and  infiltrated  with  inter- 
national Communism. 

World  Communism  has  adopted  compulsory 
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health  insurance  as  one  of  its  major  tenets;  and 
our  committee  investigators  have  found  the  agi- 
tation for  Socialized  Medicine  in  the  United 
States  closely  linked  with  Communist  and  Fel- 
low-Traveler publications  and  meetings. 

JACOB  FISHER’S  RECORD 

Under  date  of  May  14,  1047,  Mr.  Isadore  Falk, 
Director  of  the  Bureau  of  Research  and  Statis- 
tics, sent  a memorandum  to  the  Acting  Commis- 
sioner for  Social  Security,  urging  that  one  Jacob 
Fisher,  a member  of  Mr.  Falk’s  staff,  be  sent 
to  New  Zealand  at  Government  expense,  to  study 
compulsory  health-insurance  programs  and  activ- 
ities in  that  nation. 

We  find  that  this  same  Jacob  Fisher  has  been 
documented  by  the  House  Committee  on  Un- 
American  Activities  for  almost  uninterrupted 
association  since  1939,  with  various  Communist- 
front  and  fellow-traveler  organizations  in  the 
United  States.  At  various  times,  according  to 
his  record,  Jacob  Fisher  has  been  identified 
with  seven  different  groups  or  organizations 
avowedly  sponsoring  the  Moscow  party  line  in 
the  United  States.  He  has  published  at  least  one 
report  on  health  insurance  in  New  Zealand,  in 
the  Social  Security  Bulletin — a report  which  has 
been  criticized  by  some  reputable  medical  auth- 
orities as  extremely  biased. 

In  a later  interim  report  on  propaganda  activ- 
ities within  the  Social  Security  Board,  we  shall 
present  to  the  Congress  the  detailed  record  of 
Jacob  Fisher's  activities,  as  certified  to  us  by  the 
Committee  on  Un-American  Activities,  together 
with  additional  material  bearing  upon  organized 
Communist  agitation  for  Socialized  Medicine, 
through  such  agencies  as  the  Southern  Confer- 
ence for  Human  Welfare. 

THE  MOSCOW  PARTY  LINE 

Suffice  it  at  this  time  to  report  our  firm  con- 
clusion, on  the  basis  of  the  evidence  at  hand, 
that  American  Communism  holds  this  program 
as  a cardinal  point  in  its  objectives;  and  that, 
in  some  instances,  known  Communists  and  fel- 
low-travelers within  the  Federal  agencies  are  at 
work  diligently  with  Federal  funds  in  further- 
ance of  the  Moscow  party  line  in  this  regard. 

I must  emphasize  that  I have  not  given  you  a 
complete  and  comprehensive  report  on  our  Com- 
mittee’s work.  But  within  the  limits  of  the  time 
allotted,  I have  summarized  the  main  points  of 
our  inquiry  as  it  touches  this  vital  problem  of 


government  propaganda  in  support  of  compul- 
sory health  insurance. 

From  the  letters  which  have  come  to  us  in 
Washington,  I know  that  the  medical  profession 
is  well  aware  of  what’s  going  on  in  the  Public 
Health  Service  and  the  Social  Security  Board. 
And  the  medical  profession  welcomes  and  sup- 
ports our  investigation. 

ILLEGAL  ACTIVITIES 

We  know,  too,  that  much  of  the  activity  we 
have  cited  is  positively  illegal  under  Section  201, 
Title  18  of  the  U.  S.  Code. 

That  section  offers  a blanket  prohibition 
against  the  use  of  any  part  of  any  federal  ap- 
propriation for  the  purpose  of  influencing  legis- 
lation before  Congress.  That’s  the  legal  point 
which  is  now  under  vigorous  investigation  by 
the  FBI. 

But  the  issue  is  even  broader  than  the  ques- 
tion of  Socialized  Medicine.  It  is  also  challeng- 
ing in  that  it  reveals  for  public  examination  the 
manner  in  which  all  government  lobbyists  oper- 
ate on  the  government  payroll,  how  they  are  al- 
ways at  work  to  expand  their  fields  of  interest, 
to  perpetuate  themselves  in  office,  and  to  im- 
pose their  ideas  and  systems  upon  the  American 
people  by  organized  propaganda  paid  for  en- 
tirely by  the  diversion  of  public  funds  from  their 
true  purposes  to  the  shielded  purposes  of  the  top 
bureaucrats  and  planners. 

THE  BASIC  ISSUE 

This  is  the  fundamental  issue  from  the  legis- 
lative standpoint — the  question  whether  the  Con- 
gress of  the  United  States  has  lost  its  power  to 
establish  and  maintain  the  sort  of  government 
the  people  want ; or  whether  the  bureaucrats 
are  supreme  and  can  give  the  sort  of  govern- 
ment they  want,  regardless  of  Congress,  regard- 
less of  elections,  regardless  of  public  opinion. 

That’s  a question  that  goes  to  the  very  roots 
of  popular  government.  If  the  bureaucrats  are 
above  Congress,  and  may  defy  Congress  in  the 
way  they  spend  their  appropriations,  then  rep- 
resentative government  has  become  a fiction. 

PLANNERS  DEFIANT 

I am  certain  that  the  United  States  has  not 
yet  reached  the  point  where  it  must  be  submis- 
sive to  the  dictates  of  a rampant  bureaucracy  in 
Washington. 

But  my  work  with  the  propaganda  sub-com- 
mittee during  the  last  six  months  has  convinced 
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me  that  there  are  danger  signals  in  the  air. 

The  spirit  of  defiance  encountered  by  our 
committee  investigators  within  the  Social  Secur- 
ity Board  and  the  Public  Health  Service  is  a 
most  unwholesome  sign. 

The  circular  letter  sent  out  by  the  Surgeon 
General,  Dr.  Parran,  in  1945,  wherein  he  direct- 
ed that  all  public  statements  should  be  in  line 
with  the  President’s  National  Health  message, 
regardless  of  the  individual  views  of  the  officer 
himself — that  is  a very  dangerous  sign  in  a na- 
tion devoted  to  representative  government. 

We  must  not  fall  into  the  attitude  that  all  our 
opinions  are  made  in  Washington  and  handed 
down  to  us  full-fashioned.  That  is  the  way  of 
dictatorship. 

HERITAGE  OF  FREEDOM 
Public  Opinion  must  be  maintained  in  its  free 
and  virile  state — in  full  harmony  with  the  great 
American  tradition  of  liberty. 


If  we  do  that  by  stamping  out  government 
propaganda  at  its  roots,  then  we  shall  have  ren- 
dered a great  service,  not  only  to  medicine,  but 
to  the  whole  cause  of  liberty  and  freedom  the 
world  around. 

We  all  know  that  freedom  is  not  free. 

We  all  know  that  bureaucratic  power  feeds 
upon  itself — and  upon  the  rights  and  privileges 
and  liberties  of  the  people. 

If  we  are  to  support  and  defend  liberty  and 
constitutional  government  in  America,  we  must 
begin  by  keeping  clean  and  undefiled  the  well- 
springs  of  public  information  from  Washington. 

Government  propaganda  poisons  the  wells  of 
public  information. 

Government  propaganda  is  illegal. 

Government  propaganda  is  a method  of  dic- 
tators. 

OUR  PURPOSE  WILL  BE  TO  UPROOT 
AND  DESTROY  GOVERNMENT  PROPA- 
GANDA WHEREVER  WE  MAY  FINE-  IT. 


Changing  Trends  in  Medical  Research  and  Practice 

DR.  E.  FORREST  BOYD, 

Los  Angeles,  California 


A change  in  trends  most  often  is  the  result 
of  an  individual's  new  concept  or  approach  to 
an  old  problem,  or  an  approach  to  a totally  new 
problem,  by  either  an  old  or  new  method.  This 
new  idea,  in  order  to  become  effective,  or  popu- 
lar, must  have  the  backing  of  an  influential  mi- 
nority, with  its  pressure  upon  the  masses,  or  the 
ability  of  the  minority  to  so  influence  the  mass- 
es that  a new  idea  or  method  readily  becomes  a 
mass  movement,  for  good  or  for  bad.  Hence  the 
value  of  a catchy  slogan  or  aim  for  any  new 
movement. 

The  medical  profession  is  certainly  at  the 
“cross  roads”  at  the  present  time  and  the  chief 
factors  involved  are : 

First : A radical  break  from  tradition  and  all 
that  that  means. 

Second : The  impact  of  mass  public  opinion 
which  is  being  molded  by  a minority  with  a lust 
for  power,  who  are  using  as  tools  in  this  struggle 
certain  fallacious  economic  arguments.  They, 
in  their  zeal  for  power,  have  not  told  the  people 
of  this  country  that  in  England  and  Germany 
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where  State  medicine  has  been  put  into  effect, 
the  sick  rate  has  increased  almost  three  times 
as  much  as  the  previous  sick  or  morbidity  rate. 
Nothing  has  been  said  about  the  increase  from 
the  standpoint  of  financial  cost. 

The  public  has  been  educated  along  the  lines 
of  mass  production  of  the  assembly  line  type 
and  has  been  made  to  feel  that  the  same  argu- 
ments would  apply  to  medicine.  On  the  other 
hand,  when  they  do  get  into  a really  stream- 
lined effective  clinic  they  somewhat  resent  the 
fact,  that  by  the  very  nature  of  the  situation, 
they  become  practically  as  individualistic  as  a 
left  front  head  light  or  a rear  bumper  on  a car 
on  the  assembly  line.  The  public  does  not  real- 
ize that  the  modern  doctor  has  at  his  elbow  the 
means  of  acquiring  information  of  all  sorts  from 
technicians  of  many  types  with  their  laboratory 
tests  and  reports;  which  means  that  much  valu- 
able technical  information  is  accurately  and 
quickly  supplied,  which  formerly  took  the  fam- 
ily doctor  much  longer  to  obtain  by  more  devious 
and  less  accurate  methods.  This  means,  how- 
ever, that  the  modern  doctor  spends  much  less 
time  per  patient ; yet  is  able  to  do  much  more 
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for  1 he  patient  in  the  reduced  time  interval. 
This  lias  its  good  and  bad  aspects;  good  from 
the  standpoint  of  the  accurate  and  better  medi- 
cal or  surgical  advice  but  bad  from  the  stand- 
point of  the  Doctor-Patient  relationship  which 
all  through  the  ages  has  been  so  valuable  and 
comforting  to  the  patient,  nevertheless,  time 
consuming  for  the  doctor.  However,  there  are 
other  branches  of  medicine  that  today  are  re- 
placing the  informal  and  important  conferences 
between  patient  and  doctor.  I refer  to  the  rap- 
idly developing  field  of  psychosomatic  medicine 
and  the  increasingly  more  elaborate  field  of  psy- 
chiatry and  psychology,  plus  a new  but  rapidly 
developing  partner  in  arms — in  the  field  of  pas- 
toral counselling  along  psychological  lines  by 
the  clergy. 

Prom  all  sides  we  are  witnessing  great  inno- 
vations in  all  phases  of  existence.  We  are  adapt- 
ing ourselves  accordingly  to  changes  without 
much  fuss  or  ado.  Architecture  of  buildings, 
homes,  bridges  and  autos  has  made  radical,  and 
at  times  hideous  changes  from  what  we  were 
used  to — but  we  seem  to  get  along.  Highways 
are  being  radically  changed  and  in  some  instanc- 
es blocks  or  really  miles  of  buildings,  including 
homes  and  office  buildings  are  being  demolished 
to  make  way  for  the  neAV  plan  and  scheme  in 
transportation  and  now  we  are  toying  with  the 
real  prospect  of  supersonic  speed  and  all  that 
that  implies. 

The  medical  profession  must  be  alert  to  these 
radical  changes  in  other  spheres  and  be  prepared 
to  lead  the  public  into  the  newer  fields  of  medi- 
cine and  related  subjects. 

Perhaps  the  logical  place  to  start  is  in  the 
changing  educational  requirements  and  the  ef- 
fect that  these  will  have  on  the  students  contem- 
plating the  study  of  medicine.  The  factor  of  the 
better  educated  and  more  alert  laity  demanding 
more  and  better  doctors  with  cheaper  medical 
and  hospital  rates  is  for  the  medical  profession 
a serious  and  thought  provoking  dilemma.  This 
demand  is  made  in  spite  of  the  fact  that  the  U.S. 
of  America  has  more  and  better  trained  doctors 
at  the  present  time  than  any  o her  nation  on 
earth,  and  also  in  sp>ite  of  the  fact  that  the  U.  S. 
of  America  is  graduating  about  2000  more  doc- 
tors per  year  than  are  dropping  out  of  the  pro- 
fessional ranks  as  a result  of  disease  or  death. 
Medical  education  has  been  streamlined  to  a 
great  extent  but  even  iioav,  if  a man  trains  for 
a specialty  before  going  into  private  practice, 


he  is  well  into  his  thirties,  to  say  nothing  of  the 
financial  outlay  before  lie  is  on  his  own,  so 
to  speak.  The  more  research  unearths,  the  more 
the  average  doctor  will  have  to  learn  and  hence, 
the  longer  his  student  days  unless  a revamping 
of  the  curriculum  is  done  very  shortly. 

It  seems  that  the  kaleidoscopic  change  of 
events  will  be  felt  more  and  more  in  the  high 
school  level  as  manifested  by  changes  in  educa- 
tional practices.  The  advent  of  atomic  energy 
with  its  countless  possibilities  in  so  many  differ- 
ent realms  has  of  necessity  changed  over  night 
the  entire  field  of  physics,  chemistry  and  related 
fields. 

A few  of  the  revolutionary  changes  bound  to 
involve  medical  duration  as  a result  of  the  ap- 
plication of  recent  advances  in  atomic  energy 
are  as  follows : As  every  one  realizes  atomic  en- 
ergy in  its  application  is  fraught  Avith  the  dan- 
gerous effects  of  radiation  in  tin*  formation  of 
neAV  toxic  materials  Avith  Avhich  research  scient- 
ists have  had  no  previous  experience.  Therefore, 
an  entirely  new  field  of  medical  safety  engineer- 
ing concerning  atomic  energy  must  be  evolved 
which  will  require  an  en.irelv  new  type  of  safety 
engineer  in  the  medical  field.  Then  again  the 
problem  of  education  along  precautionary  lines 
must  be  set  up  to  inform  not  only  the  medical 
profession  but  the  entire  civilian  population  as 
well  for  peace  anti  Avar. 

Probably  the  greatest  change  that  will  effect 
medical  education  and  research  is  in  the  field  of 
the  isotope  technique  in  research.  The  Isotope 
technique  involves  the  use,  both  in  research  and 
medical  treatment  of  the  stable  and  radio-active 
isotopes  of  the  elements  essential  to  the  body’s 
nutrition;  namely,  carbon,  phosphorus,  iodine, 
ion,  calcium,  etc.  From  this  comes  the  use  of 
of  life  processes  in  animal  and  plant  life.  In 
radio-active  isotopes  as  “tracers”  for  the  study 
life  processes  in2  animal  and  plant  life.  In 
reality  the  value  of  the  radio-active  isotope  is 
only  limited  by  the  in  vestige" .or 's  imagination. 
It  really  amounts  to  an  atomic  attack  on  disease 
and  the  peace  time  accomplishments  of  atomic 
energy  in  the  medical  field  alone  in  the  past 
year  is  almost  fantastic. 

These  developments  will  profoundly  influence 
medical  science,  practice  and  research  and  Avill 
develop  the  need  for  a specially  framed  engineer 
in  nuclear  physics  to  plan  safety  techniques  for 
this  research. 

Medical  training  for  the  atomic  age  must  be- 
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gin  iu  early  college  and  ahead  of  the  regular 
medical  school  curriculum  proper.  In  medical 
schools  there  is  gradually  and  rapidly  develop- 
ing a new  branch  of  biophysics  which  to  a great 
extent  depends  on  the  development  of  instru- 
ments such  as  x-ray  spectographs,  electron- 
microscopes,  cyclotrons  and  other  instruments 
in  the  process  of  development  at  the  present 
time. 

There  will  naturally  be  a close  relationship  be- 
tween the  developments  in  bio-physics  and  those 
in  atomic  energy,  in  which  field,  the  common 
place  gadgets  in  use  by  the  atomic  physicists  are 
the  Geiger  counter,  the  ionization  chamber,  the 
electroscope  and  the  development  of  other  in- 
struments from  these.  Then  it  is  easy  to  see  that 
the  necessary  “scientific  trio”  will  be  the  syn- 
thetic chemist,  the  medical  bio-chemist  and  the 
physical  chemist,  all  working  together  in  an  in- 
terlocking research  pattern.  They,  on  the  other 
hand,  will  be  scientifically  obligated  to  work 
hand  in  hand  with  the  organic  chemist,  biologist, 
medical  researchers  and  all  other  biological  in- 
vestigators, for  tlie  day  of  the  independent  re- 
search worker  is  practically  a thing  of  the  past. 
Soon,  the  finding  of  this  large  group  of  investi- 
gators as  manifested  by  the  technique  of  count- 
ing “tracers,”  determining  blood  balance  in 
radio-active  substances  and  other  techniques  will 
become  routine  hospital  measures  carried  on  by 
specialized  workers. 

Stop  for  a moment  to  contemplate  what  this 
technique  will  mean.  The  tracer  isotopes  will 
visualize  the  pathway  of  a molecule  through  the 
body,  no  matter  how  devious  its  course.  The 
active  and  at  present  secret  ways  of  enzymes, 
vitamins,  hormones  and  even  insulin  may  be  dis- 
covered. It  will  probably  be  possible  to  study 
the  function  of  individual  cells  and  thus  a path 
to  the  action  of  the  cancer  cells  may  be  laid  bare 
to  the  eyes  of  the  investigators.  It  may  soon  be 
known  why  the  cancer  cells  become  different 
from  their  normal  parent  cells,  why  the  cancer 
cells  poison  normal  cells  and  how  they  are  able 
to  spread  to  other  parts  of  the  body  and  grow 
among  other  normal  cells.  It  may  be  possible 
that  the  cancer  cells  use  some  substance  peculiar 
to  them  alone  and  if  this  isolated,  then  some 
radio-active  isotope  with  a special  affinity  for 
cancer  cells  may  be  developed,  which  by  its 
radiation  would  destroy  the  cancer  cells. 

The  future  of  the  research  worker  in  the  field 
of  radio-active  isotopes  is  filled  with  a tremen- 


dous volume  of  work  for  a small  army  of  highly 
trained  biological  and  medical  investigators  for 
several  years  to  come,  all  of  which  will  mean 
more  comfort  and  longer  life  to  the  genus  homo 
sapiens,  especially  and  also  his  animal  associates. 

Just  as  the  giant  200-inch  telescope  at  Mt. 
Palomar  with  its  power  equal  to  one  million  hu- 
man eyes  will  push  back  the  veil  that  shrouds 
some  of  the  final  mysteries,  so  has  the  work  in 
atomic  energy  opened  a path  to  countless  new 
avenue  of  research.  Just  so  another  source  of 
research  has  been  opened  to  the  investigators  by 
means  of  the  electron-microscope  with  its  fan- 
tastic possibilities  in  the  realm  of  the  viruses. 
Polio  may  be  on  the  run  at  the  present  time. 
This  instrument  will  aid  the  study  of  proteins, 
globulins,  albumen  and  the  body  components,  of 
blood,  lymph,  muscle,  nerve  and  body  excretions 
and  secretions  and  will  present  new  problems 
but  will  also  present  new  answers  and  tools,  with 
which  to  conduct  the  work  of  the  future  as 
weapons  of  defense  against  the  degenerative 
processes.  Medical  research  of  the  past  has  been 
largely  isolated  and  at  times  quite  effectively  in- 
sulated and  many  times  done  with  far  too  little 
financial  aid  and  help.  As  a result,  it  has  been 
done  in  a disconnected  and  disjointed  fashion, 
by  various  groups  of  scientists  or  doctors  in  dif- 
ferent parts  of  the  world.  As  a rule  they  have 
worked  in  secret ; their  experiments  unknown  to 
one  another  and  frequently  running  along  paral- 
lel lines.  Of  necessity,  in  this  era,  research  has 
been  on  a small  and  restricted  scale  for  many 
reasons,  the  chief  being,  financial.  The  research 
of  the  future,  however,  will  assume  of  necessity 
entirely  different  aspects  and  approaches  to  the 
problems. 

The  chemist  will  need  the  help  of  the  physi- 
cist; the  biochemist  will  need  the  help  of  the 
nuclear  physicists  arid  all  of  these  different  peo- 
ple will  need  the  help  of  the  bacteriologist  and 
the  physiologist.  Consequently  research  will 
have  to  be  carried  on  if  it  is  to  be  effective  in 
most  instances  in  large,  well  endowed  institu- 
tions, where  there  is  a new  relation  and  integra- 
tion and  interlocking  of  all  the  different  branch- 
es of  the  kindred  sciences  with  their  related  prob- 
lems. Obviously,  procedure  along  such  necessary 
lines  will  dwarf  the  27  million  dollars  now  annu- 
ally allocated  by  the  medical  schools  for  the  to- 
tal medical  school  budgets.  Of  this,  only  a small 
fraction  is  used  for  research.  The  problem  looms 
large  when  one  stops  to  consider  that  over  one 
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thousand  different  products  in  the  urine  alone 
have  been  discovered,  and  that  in  the  field  of 
the  study  of  proteins,  the  problems  are  so  vast 
that  a large  amount  of  money  and  a great  num- 
ber of  research  workers  will  be  kept  very  busy 
to  determine  the  structure  of  proteins  in  terms 
of  the  amino  acid  residues  representing  more 
than  twenty  different  amino  acids.  Obviously  a 
different  source  of  money  apparently  will  have 
to  be  produced  in  the  future,  for  research  pur- 
poses. This  money,  regardless  of  how  it  is  raised, 
should  be  at  the  disposal  of  the  research  centers 
and  in  no  way  regulated  by  political,  or  other 
means.  Despite  the  handicaps  in  the  light  of  re- 
search in  the  past,  many  remarkable  discoveries 
have  been  made,  in  many  lines,  including  vac- 
cination and  immunology,  thereby  throwing  a 
great  barrier  of  protection  around  the  children 
of  the  civilized  world.  The  result  is  that  we  have 
better  children,  more  healthy  children  and  chil- 
dren better  developed  physically  and  mentally. 
Many  of  the  scourges  of  childhood  have  been 
completely,  if  not  almost  banished,  such  as  diph- 
theria, whooping  cough,  small-pox,  typhoid  fe- 
ver, and  other  diseases  highly  contagiolus  or  in- 
fectious, have  been  greatly  restricted.  In  the 
field  of  pediatrics  much  has  been  accomplished 
by  research.  The  surface  has  only  been  scratched 
so  far.  True,  there  is  less  morbidity  and  fatality, 
but  the  problems  are  becoming  more  and  more 
complex  and  thus  require  a deeper  and  more  co- 
ordinated study  by  all  scientists  including  physi- 
cians, physicists  and  chemists.  The  great  fron- 
tiers of  rheumatic  fever,  virus  infections,  the 
allergies; — including  hay  fever  and  asthma — must 
still  be  explored  and  conquered.  This  will  require 
research  teams  along  different  lines  than  of 
those  of  the  past,  for  the  coordination  and  dis- 
semination of  ideas,  and  the  solution  of  these 
problems.  Not  only  are  the  problems  becoming 
more  and  more  difficult,  as  the  more  obvious 
causes  have  been  discovered,  but  the  problems 
requiring  the  services  of  many  different  branch- 
es of  scientists  for  their  solution  are  becoming 
more  extensive.  Another  field  that  is  open  to 
the  medical  profession  and  studded  with  diffi- 
culties and  problems  is  geriatrics.  Adult  life 
has  been  lengthened  in  this  country  until  there 
are  now  about  eleven  million  people  over  sixty- 
five  years  of  age.  This  has  a bearing  on  cancer 
which  will  be  spoken  of  later.  Many  things  have 
been  learned  in  the  research  problems  for  a long 
life  and  to  make  lives  more  comfortable,  not- 


withstanding the  process  of  degeneration.  How- 
ever, many  things  remain  to  be  discovered.  Tin* 
degenerative  diseases  must  be  more  thoroughly 
understood  from  the  standpoint  of  etiology  and 
genetics.  There  is  a woeful  lack  of  knowledge  of 
the  changes  that  accompany  old  age  and  also  a 
great  lack  of  understanding  of  the  human  body 
in  its  normal  and  pathological  stages.  This  leads 
us  to  the  fight  against  cancer.  Recently,  a few 
most  important  leads  as  to  the  presence  and 
progress  of  cancer  have  been  discovered  in  the 
urinary  secretions  of  both  normal  and  abnormal 
individuals.  A more  intense  study  of  sickle  cell 
anemia  and  the  condition  of  hemoglobin  in  the 
blood  stream  has  thrown  more  light  on  this  still 
most  formidable  disease.  The  public  must  be- 
come cognizant  of  the  fact  that  cancer  may  occur 
at  any  age — not  just  after  forty  years  of  age. 
The  medical  profession  must  ever  be  on  the  alert 
for  the  early  signs  in  the  earliest  stages  of  the 
hydra-headed  monster  “cancer"  with  its  ever 
changing  insidious  guerilla  warfare  mode  of 
attack.  In  spite  of  the  fact  that  the  cancer  death 
in  the  U.  S.  will  die  of  cancer  if  no  new  discov- 
eaneer  is  not  increasing.  Approximately  70% 
of  the  increase  in  the  published  death  rate  for 
cancer  since  1900  is  explained  by  the  aging  of 
the  population.  The  ratio  of  the  cancer  popula- 
tion in  the  U.  S.  has  gradually  changed  from  the 
earlier  status  where  there  were  two  young  adults 
in  the  so-called  non-cancerous  age  to  the  ratio 
of  one  in  the  cancer  bearing  age  until  at  present 
there  are  almost  three  times  as  many  people  in 
the  cancer  bearing  age  as  in  the  non-cancer  bear- 
ing age.  As  it  stands  at  the  present  time,  25% 
who  die  could  have  been  saved  through  early  di- 
agnosis and  proper  treatment.  About  50%  are 
dependent  upon  discoveries  yet  to  be  made  from 
research.  Seventeen  million  people  now  living 
in  the  U.  S.  will  die  of  cancer  if  no  new  discov- 
eries are  made.  Therefore,  the  urgency  of  can- 
cer research  in  all  lines  looms  large  and  im- 
perative. 

The  United  States  of  America  had  the  spe- 
cialized scientific  brain  power  to  solve  the  atom 
bomb  problem  in  4x/2  years  with  an  expenditure 
of  two  billion  dollars.  I feel  certain  that  we 
as  a nation  have  the  specialized  scientific  brain 
power  if  given  the  proper  and  adequate  finan- 
cial backing  by  our  government,  to  solve  the 
problems  of  cancer  in  all  of  its  forms,  also  solve 
many  if  not  all  of  the  virus  diseases,  solve  the 
i iddle  of  the  allergies,  lick  the  problem  of  tu- 


Vol.  5,  So.  1 


Akjzona  Medicine 


75 


berculosis,  find  the  solution  of  the  arthridities 
and  batter  down  the  barriers  that  lead  to  the 
premature  development  of  the  degenerative  pro- 
cesses. What  if  it  did  cost  two  billion  dollars  and 
took  more  than  four  years  time?  Is  not  the  study 
of  the  preservation  of  a comfortable  and  pro- 
ductive populace  more  important  than  the  devel- 
opment of  lethal  weapons  for  the  total  or  sub- 
total destruction  of  mankind?  We  have  devel- 
oped a superb  method  for  global  suicide,  let’s 
develope  methods  for  the  physical  betterment  of 
humanity  of  a global  scope. 

Time  does  not  permit  one  to  go  into  discus- 
sion of  the  ever  expanding  field  of  hormones 
and  vitamins.  Likewise,  the  impact  of  radar  in 
the  practice  of  medicine,  especially  now  in  some 
fields  where  it  is  being  thought  advisable  to  re- 
place all  short  wave  diathermy  with  radar. 

Since  by  means  of  modern  transportation  and 
communication,  the  entire  globe  has  been  reduced 
to  approximately  the  size  of  the  original  thir- 
teen colonies,  we  are  confronted  with  many  so- 
cial, economic  and  hygienic  problems  that  never 
before  faced  the  medical  profession.  It  is  but  a 
few  hours  from  a plague  infested,  malaria  in- 
fested or  yellow  fever  infested  area  to  the  very 
heart  of  the  U.  S.  Are  we  going  to  successfully 
cope  with  these  problems  by  training  enough 
men  in  the  proper  lines  to  combat  this  problem? 

The  medical  profession  and  our  scientists  in 
general  are  alert  to  the  changes  that  will  be 
made  and  the  results  these  changes  will  have  up- 
on the  human  being.  Supersonic  speed  has  been 
alluded  to  once  before.  We  still  have  not  con- 
quered all  the  problems  of  subsonic  speed.  In 
another  field,  what  effect  will  the  changing  type 
of  advertising,  especially  from  the  standpoint  of 
lights  and  high  frequency  currents  have,  if  any, 
upon  the  nervous  system  and  the  visual  acuity 
of  generations  to  come?  Also,  what  of  the  ef- 
fects of  our  changing  types  of  foods — in  the 
offing  we  have  synthetic  foods  of  all  types  ap- 
pearing , including  juicy  beefsteaks  made  from 
rayon — with  a few  changes,  a worthy  end  for 
worn  out  dainties. 

Other  factors  to  be  mentioned  are  as  follows : 

First,  the  realm  of  new  drugs  and  therapeutic 
agents.  The  entire  concept  of  therapy  in  prac- 
tically every  field  of  medicine  has  been  altered 
or  in  some  places  completely  changed,  due  to  the 
advent  of  new  and  very  effective  drugs,  in  most 
cases  against  hitherto  highly  resistant,  if  not  in- 
curable diseases.  The  modern  doctor  has  to  be 


very  plastic  from  the  intellectual  standpoint  in 
order  to  keep  abreast  of  the  times,  from  the 
therapeutic  standpoint.  We  are  now  on  the 
fringe  of  radio  active  isotopes  anti  radio-active 
elements  such  as  sodium,  iodine,  boron,  phos- 
phorus, calcium,  carbon,  nitrogen  and  many 
other  elements  which  are  going  to  literally  visual- 
ize normal  and  pathological  processes  before 
our  eyes. 

A great  deal  has  been  talked  about  general 
practitioner  and  rural  medicine  and  its  phob- 
lems.  We  of  the  present  generation  must  serious- 
ly consider  these  two  factors.  The  role  of  the 
general  practitioner,  however,  is  well  on  the  way 
to  what  appears  to  be  a satisfactory  solution 
from  many  standpoints  and  that  role  in  a very 
short  time  is  going  to  he  more  emphasized,  more 
dignified,  and  more  circumscribed,  and  I hasten 
to  explain  the  latter  statement  as  follows: 

Rural  communities  in  the  strict  sense  of  the 
word,  in  America,  are  rapidly  diminishing;  not 
that  the  communities  are  being  put  out  of  exist- 
ence, but  with  the  advent  of  more  and  more  good 
roads,  which  are  penetrating  deeper  and  deeper 
into  the  so-called  rural  communities  and  with 
improved  means  of  transportation,  including 
aeroplanes  and  helicopters,  people  in  the  most 
remote  sections  are  going  to  be,  in  a short  time, 
within  a matter  of  minutes  close  to  the  best 
urban  medical  and  surgical  centers  available. 
There  seems  to  be  a trend  also  on  the  part  of 
many  splendid  physicians  in  all  branches  of 
medicine  to  become  suburbanites.  This  is  as  it 
should  be  and  with  the  advent  of  more  general- 
ized, modern  conveniences,  such  as  electric  light, 
power,  and  air  conditioning;  and  here  it  may  be 
that  within  a few  years  time,  “tame”  atomic  en- 
ergy will  probably  be  available  for  every  hamlet 
and  hovel  in  the  world.  Such  being  the  case,  it 
is  easy  to  visualize  Many  doctors  who  would  pre- 
fer that  kind  of  a life  to  the  “pell-mell”  rush 
of  a great  city,  and  it  is  entirely  possible  that 
within  the  next  few  years,  with  air  condition- 
ing, television,  radio,  wireless  telephones,  and 
other  conveniences,  that  groups  of  doctors  will 
deliberately  go  out  to  these  so-called  out-of-the- 
way  places  and  establish  clinics — second  to  none. 
In  these  areas  it  will  be  easy  to  have  a small  club 
house,  a small  golf  course,  swimming  pool,  air- 
ports. and  all  the  other  conveniences  minus  the 
drawbacks  of  city  life.  Also,  it  is  easy  to  visual- 
ize the  fact  that  specialists,  “circuit  riders”  from 
the  great  medical  centers,  would  be  happy  to 
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spend  a few  days  or  a week  or  so  in  these  remote 
medical  centers  holding  a sort  of  refresher 
course,  at  the  same  time  enjoying  golf,  horseback 
riding,  swimming  and  other  outdoor  activities. 
It  is  no  great  stretch  of  the  imagination  to  vis- 
ualize a surgeon  in  any  specialty,  an  internist, 
a psychiatrist,  or  any  other  type  of  medical  spe- 
cialist availing  himself  of  the  opportunity  to 
spend  a few  days  in  some  remote  center  accom- 
plishing as  mentioned  above,  two  different  ends. 
If  organized  medicine  makes  some  such  gesture 
as  that  plus  other  economic  schemes  for  the  help 
of  the  poorer  people,  the  spectre  of  socialized 
medicine  can  be  pushed  out  of  the  window  once 
and  for  all  and  the  doctors  will  live  longer — 
they  will  be  of  more  use  to  society,  and  they  will 
he  happier.  Children  could  even  commute  to  col- 
lege or  high  school  hundreds  of  miles  away  by 
means  of  airplanes,  helicopters,  or  jet  propelled 
modes  of  conveyance. 

We  of  the  so-called  civilized  nations  of  the 
world  are  doing  everything  we  can  to  save  time ; 
utilizing  all  sorts  of  short  cuts  and  doing  every- 
thing in  our  power  to  annihilate  time  and  dis- 
tance. Is  the  gap  between  the  so-called  civilized 
peoples  of  the  world  and  the  more  backward 
races,  such  as  those  of  the  central  part  of  China. 
Russia,  India,  Africa,  Korea,  Tibet,  and  other 
places  becoming  wider  and  wider?  In  the  cen- 
turies to  come,  will  they  be  the  survivors  going 
along  at  their  tempo  of  life,  slightly  increased 
over  that  of  the  present,  and  will  we  be  extinct? 
These  are  interesting  questions  and  are  wTe  pro- 
jecting ourselves  in  any  way  into  the  future  or 
having  a study  made  of  the  possibilities  of  the 
limitations  of  the  human  mechanism.  What  will 
happen  when  we  have  reached  the  saturation 
point  of  speed,  of  color  tolerance,  of  vitamins 
and  concentrated  food  tolerance,  and  have  avail- 
able the  many  synthetic  products  that  are  just 
in  the  offing. 

The  progress  of  medicine  down  the  ages  has 
been  as  thrilling  as  a detective  story;  as  roman- 
tic as  romance  itself  and  filled  with  as  much  ad- 
venture as  a pirate’s  life.  Its  roster  has  been 
studded  with  many  great  names  that  will  last  as 
long  as  time.  Its  members  have  been  challenged 
by  the  medical  needs  of  the  public  and  their  un- 
selfishness has  known  no  geographical  boun- 
daries or  racial  barriers.  Medicine,  in  its  ad- 
vance has  met  successfully  most  all  of  the  prob- 
lems of  the  ages,  those  of  the  numerous  scourges 
that  have  been  met  by  vaccination,  immuniza- 


tion and  hygiene.  Medical  science  has  gradually 
pushed  its  way  into  the  darkest  spots  of  the  uni- 
verse. It  has  met  the  challenge  of  the  hovels  and 
the  palaces  with  equal  success.  It  has  faced 
squarely  the  fact  of  failures  and  the  call  of  ad- 
versity, and  the  duties  of  warfare  at  all  times. 
It  has  met  the  challenge  of  public  opinion  often 
misled  and  it  has  met  the  challenges  of  that 
slimy,  slinky  monster — humanity  ’s  greatest  en- 
emy— The  Greed  for  Power  and  Totalitarian 
Leadership.  Medicine  has  never  sidestepped 
poisoned  darts  aimed  below  the  belt ; and  often 
has  returned  shafts  of  medical  hygienic  help  in 
exchange  for  those  poisoned  shafts.  In  spite  of 
the  many  glaring  faults  and  the  human  frail- 
ties of  the  medical  profession,  humanity  may 
some  day  realize  that  the  medical  profession  has 
been,  and  will  continue  to  be,  humanity’s  great- 
est friend  and  benefactor.  The  public  will  never 
know  of  the  loss  of  many  valiant  and  brainy  re- 
search workers  among  the  profession,  who  have 
given  their  all  that  others  may  live  longer,  hap- 
pier and  healthier  lives.  The  public  is  all  too 
quick  to  criticize,  or  all  too  slow  to  show  grati- 
tude to  and  for  those  silent,  ever  vigilant  guar- 
dians of  health,  who  all  too  often  prematurely 
acquire  the  ashen  gray  faces  so  common  to  the 
conscientious  and  overworked,  seldom  well  paid, 
but  often  censured  medical  practitioners.  The 
pages  of  history  bare  mute  testimony  to  the  fact 
that  the  medical  profession  has,  at  all  times,  been 
a friend  to  humanity  and  has  suffered  much 
from  humanity. 

At  present  there  is  the  specter  of  World  War 
Three  which  looms  bright  on  the  horizon.  The 
medical  profession  must  use  every  influence  pos- 
sible to  prevent  such  a cataclysmic  event,  but 
on  the  other  hand,  they  should  use  all  their  in- 
fluence to  the  end  that  the  medical  services  of 
our  forces  should  be  efficiently  organized  and 
adequately  equipped  to  meet  such  a catastrophe. 
Should  World  War  number  Three  occur,  at 
least  twenty-five  to  fifty  million  people  of  our 
country  will  he  wiped  out  of  existence,  or  ren- 
dered helpless  in  the  matter  of  a few  hours  and 
before  the  nation  knows  that  Ave  are  at  Avar.  We 
will  be  contending,  within  such  an  event,  not 
only  the  deadly  gamma  rays  of  atomic  fission, 
but  undoubtedly  Ave  Avill  be  confronted  Avith  mass 
pollution  by  poison,  toxins  or  organisms  in- 
volving literally  thousands  of  square  miles  of 
our  territory.  It  is  in  the  realm  of  the  medical 
profession  to  preach  the  tenets  of  peace  and  good 
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will  among  men.  We  should  be  ever  alert  to 
spread  the  propaganda  of  peace,  not  a spineless 
sort  of  peace,  but  a virile  peace  that  will  benefit- 
all  humanity. 

Finally,  the  responsibility  of  the  medical  pro- 
fession to  perpetuate  the  “American  Way”  is 
very  real.  If  we  believe  that  as  individuals  we 
are  endowed  with  certain  divinely  given  inalien- 
able spiritual  rights,  then  our  system  of  govern- 
ment, our  free  economy  and  liberties  have  a firm 
foundation  on  which  to  rest.  Those  thoughts  are 


the  basis  of  free  and  progressive  medical  science. 
Freedom  of  all  just  types  must  be  won  and  re- 
won by  every  generation  for  itself  and  we  must 
never  lose  sight  of  the  value  of  liberty  and  the 
concept  of  the  sacredness  of  the  individual  in 
the  eyes  of  a Sovereign  Cfod.  The  outstanding 
eras  of  history  have  had  their  slogans.  That  of 
the  Greeks  was  “Know  Yourself;”  the  Romans, 
“Be  Yourself;”  the  Christians,  “Give  Your- 
self.” Which  last  quote  is  the  epitome  of  the 
life  of  a true  doctor. 

727  W.  Seventh  St. 


Poliomyelitis  Current  Literature 


229.  Baker,  Milton  E.,  and  Baker,  Ilene  God- 
frey (Minneapolis  General  Hospital). 

ACUTE  POLIOMYELITIS  IN  PREGNAN- 
CY; REPORT  OF  30  CASES.  Minnesota  Med. 
30:729-734  (July,  1947). 

‘'During  the  period  of  July  29  to  September  21, 

1946,  695  cases  of  acute  anterior  poliomyelitis 
were  admitted  to  the  Minneapolis  General  Hos- 
pital. Of  this  number,  115  were  females  in  the 
child-bearing  age  of  fifteen  to  forty-five  years, 
and  of  these,  thirty  were  pregnant  There  were 
seven  in  the  first  trimester  of  pregnancy,  seven- 
teen in  the  second,  and  seven  in  the  third.  Fif- 
teen live  babies  had  been  delivered  by  March  15, 

1947.  Eight  of  these  deliveries  were  spontaneous, 
and  the  infants  were  full-term.  One  was  a cesa- 
rean section;  two  were  simple  low  forceps  ex- 
tractions; one  was  carried  out  by  conversion  of  a 
brow  to  an  occiput  posterior  position  and  a low 
forceps  extraction;  one  was  a breech  extraction 
of  a premature  infant  with  osteogenesis  imper- 
fecta; one  was  a normal  spontaneous  delivery  of 
a premature  infant;  and  one  was  a post-mortem 
hysterotomy  which  produced  an  infant  of  seven 
lunar  months’  gestation  which  lived  only  five 
minutes.  Seven  spontaneous  abortions  and  six 
deaths  occurred  among  the  thirty  pregnant  pa- 
tients. 

“Acute  anterior  poliomyelitis  occurs  in  all  three 
trimesters  of  pregnancy.  It  occurs  in  the  preg- 
nant woman  more  frequently  than  can  be  attrib- 
uted to  mere  chance.  In  general,  pregnancy  has 
little  influence  on  the  course  of  poliomyelitis  or 
the  extent  of  paralysis.  There  is  a relatively  high 
percentage  of  abortion  (30.4  per  cent)  among 
pregnant  patients  with  poliomyelitis.  This  study 
produced  no  evidence  to  show  that  the  fetus  can 
or  cannot  contract  poliomyelitis  in  utero.” 

Authors’  summary  and  conclusions.) 

17  references. 


236.  Hortsmann,  Dorothy  M.  and  Paul,  John 
R. — (Yale  U.  Sell.  Med.) 

THE  INCUBATION  PERIOD  IN  HUMAN 
POLIOMYELITIS  AND  ITS  IMPLICATIONS. 
J.A.M.A.  135:11-14  (Sept.  6.  1947). 

“While  analogies  may  be  drawn  between  the 
observed  incubation  period  in  experimental  poli- 
omyelitis and  that  estimated  for  the  human  dis- 


ease, exact  information  concerning  the  latter  can- 
not be  obtained  in  this  fashion.  It  should  be  em- 
phasized, however,  that  poliomyelitis  virus  is 
capable  of  great  variability  in  behavior  in  various 
hosts  under  different  conditions;  in  the  human 
disease  the  interval  between  apparent  expo- 
sure and  the  onset  of  clinical  symptoms  and 
signs  has  been  observed  to  be  as  short  as  three 
and  as  long  as  thirty-five  days,  with  many  cases 
developing  after  a four  to  ten  day  period.  But 
unsolved  problems  as  to  what  constitutes  expo- 
sure, what  role  latency  may  play  and  what  the 
pattern  of  pathogenesis  is,  represent  some  of  the 
factors  to  be  elucidated  before  exact  knowledge 
of  the  incubation  period  in  human  poliomyelitis 
can  emerge.” 

(Authors’  comment  and  summary.) 

19  references. 


248.  Pedersen,  Paul  M.— (U.  California  Med. 
Sell.) 

A STATISTICAL  STUDY  OF  POLIOMYE- 
LITIS IN  RELATIONSHIP  TO  TONSILLEC- 
TOMY. Ann.  Otol.  Rhin.  & Laryng.  56:281-293 
(June,  1947). 

“A  review  of  492  cases  of  poliomyelitis  hospital- 
ized in  San  Francisco  during  1941  to  1945  is  pre- 
sented. The  cases  reviewed  were  found  to  have 
originated  from  34  counties  in  the  State  of  Cali- 
fornia, which  reported  2,057  cases  of  poliomyelitis 
during  the  five-year  period  for  the  same  counties. 
A survey  of  hospitals  in  the  34  counties  con- 
cerned reveals  a total  of  57,796  known  tonsillec- 
tomies performed  during  the  five-year  period.  In 
one  group  of  patients  with  tonsils  present,  there 
were  6 deaths,  while  in  another  group  with  ton- 
sils removed  there  were  11  deaths.  In  the  group 
with  tonsils  present  there  were  11  cases  of  bulbar 
and  bulbo-spinal  type  poliomyelitis,  while  in  the 
group  with  tonsils  removed  there  were  24  cases 
of  bulbar  and  bulbo-spinal  poliomyelitis.  Of  492 
cases  of  poliomyelitis  surveyed,  there  were  11 
cases  of  poliomyelitis  following  recent  tonsillec- 
tomy. There  were  314  cases  of  poliomyelitis  fol- 
lowing tonsillectomy  reported  in  literature  here- 
tofore. Of  11  cases  of  poliomyelitis  following  ton- 
sillectomy, 7 cases  occurred  within  the  probable 
period  of  incubation.  Neuropathological  studies 
at  autopsy  in  8 cases  strongly  suggest  a pharyn- 
geal portal  of  entry. 

“From  our  study  of  these  cases  we  find;  That 
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the  incidence  of  poliomyelitis  to  general  popula- 
tion in  an  epidemic  year  (1943)  was  (ratio)  1 to 
1,960,  while  the  incidence  of  poliomyelitis  follow- 
ing tonsillectomy  for  the  same  period  was  (ratio) 
1 to  1,782  (5  cases  in  8,910  known  tonsillectomies). 
That  the  incidence  of  poliomyelitis  following  re- 
cent tonsillectomy  is  not  greatly  out  of  propor- 
tion to  the  ratio  of  disease  to  the  general  popula- 
tion during  an  epidemic  year.  That  when  polio- 
myelitis occurs  following  tonsillectomy  it  is  more 
apt  to  he  bulbar  in  type.  That  there  is  a higher 
incidence  of  bulbar  and  bulbo-spinal  type  of  poli- 
omyelitis in  tonsillectomized  patients  than  in  non- 
tonsillectomized  patients,  the  ratio  being  two  to 
one.” 

(Author’s  summary  and  conclusions.) 

44  references. 


249.  Priest,  Robert  E. ; Boies,  Laurence  R., 
and  Goltz,  Neill  F. — (U.  Minneso  a Med.  Sell.) 

TRACHEOTOMY  IN  BULBAR  POLIO- 
MYELITIS. Ann.  Otol.,  Rliin.  & Laryn.  56:250- 
263  (June,  1947). 

‘‘Experiences  with  tracheotomy  during  the 
Minneapolis  poliomyelitis  epidemic  of  1946  are 
analyzed.  1830  cases  of  poliomyelitis  were  treated 
in  Minneapolis  during  1946.  Approximately  400 
‘bulbar’  cases  were  reported.  Seventy-five  tra- 
cheotomies were  done.  Twenty-nine  of  these  pa- 
tients survived. 

“The  tracheotomies  were  done  at  the  Minne- 
apolis General  Hospital  and  the  University  of 
Minnesota  Hospitals.  On  the  University  Hos- 
pitals’ pediatric  service  and  at  the  Minneapolis 
General  Hospital,  tracheotomy  was  performed 
when  the  following  indications  existed:  respira- 
tory distress  as  evidenced  by  recurrent  cyanosis, 
coarse  rales  in  the  chest  and  laryngeal  stridor; 
excitement  and  unmanageability  causing  the  pa- 
tient to  resist  pharyngeal  aspiration;  stupor  of 
a degree  sufficient  to  make  the  patient  oblivious 
of  accumulation  of  secretion  in  his  airway;  in- 
ablity  to  cough  effectively;  pharyngeal  pooling  of 
mucus,  vocal  cord  paralysis,  or  intralaryngeal 
hypesthesia  demonstrable  by  laryngoscopy. 

“On  the  adult  neurology  service  at  the  Univer- 
sity Hospitals  the  criteria  listed  above  were  con- 
sidered to  be  indications  for  tracheotomy.  The 
physicians  in  charge  of  the  University  adult  neu- 
rology service  came  to  believe  that  tracheotomy 
gave  the  patient  his  best  chance  if  done  before 
cyanose  occurred,  because  cyanosis  can  only  be 
diagnosed  clinically  when  it  is  rather  far  ad- 
vanced and  when  anoxia  has  done  irreversible 
damage  to  a central  nervous  system  already 
markedly  damaged  by  the  virus. 

“The  detrimental  effect  of  anoxia  on  the  cen- 
tral nervous  system  is  emphasized.  We  believe 
that  this  has  been  stressed  sufficiently  by  only  a 
few  authors  writing  about  bulbar  poliomyelitis. 

“As  a result  of  our  experience  in  this  epidemic 
we  believe:  (1)  that  tracheotomy  improved  the 
chance  for  survival  of  properly  selected  bulbar 
poliomyelitis  patients,  if  done  before  anoxia  has 
produced  significant  central  nervous  system  dam- 
age; (2)  that  tracheotomy  used  in  conjunction 
with  various  means  for  producing  artificial  res- 
piration will  enable  some  critically  ill  poliomye- 
litis patients  to  survive  until  natural  recovery  of 
damaged  neural  tissue  can  occur. 

(Authors’  summary  and  conclusions.) 

13  references. 


THE  TREATMENT  OF  ACUTE  POLIOMYE- 
LITIS TOGETHER  WITH  SOME  SUG- 
GESTIONS ON  DIAGNOSIS 
Philip  M.  Stimson,  M.  I). 

New  York,  N.  Y. 

The  Journal  of  Pediatrics,  Yol.  31,  No.  1,  July, 
1947. 

This  article  is  written  to  clarify  and  enumer- 
ate the  specific  measures  to  be  taken  by  a physi- 
cian when  confronted  with  acute  poliomyelitis. 

The  reassurance  of  the  patient  and  his  family 
and  seeking  to  obtain  their  cooperation  and  con- 
fidence is  of  primary  importance. 

Next,  the  determination  of  need  of  immediate 
treatment  and  the  determination  of  evidence 
that  the  patient’s  life  may  be  at  stake  is  in  order, 
if  there  is  involvement  of  the  9th,  10th,  11th,  or 
12th  cranial  nerves,  one  must  be  prepared  for 
weakness  or  even  failure  of  one  or  both  of  the 
two  vital  centers. 

Failing  cardiac  center  is  shown  by  a rapid, 
thready  irregular  pulse  and  a falling  Mood  pres- 
sure. When  the  respiratory  center  is  failing,  the 
patient’s  breathing  is  apt  to  be  irregular  and 
shallow,  but  usually  he  can,  on  demand,  take  a 
deep  breath. 

It  is  usually  well  to  determine  not  which  nerve 
is  involved,  but  which  bulbar  manifestations  are 
present.  These  include  regurgitation  of  fluids 
through  nose,  loss  of  gag  reflex,  blurring  of 
speech,  tongue  deviation,  and  difficulty  or  in- 
ability to  swallow  and  cough. 

These  signs  enable  one  to  recognize  the  bulbar 
ease.  The  pulse  and  blood  pressure  are  watched 
closely.  The  pharynx  is  kept  clear  of  accumula- 
tions of  mucus.  Repeated  suction  may  accom- 
plish this.  It  may  necessitate  the  use  of  a bron- 
choscope or  laryngoscope  or-  a tracheotomy  if  se- 
vere or  if  atelectasis  should  occur. 

Early  use  of  oxygen  is  beneficial.  It  is  best 
given  by  nasal  catheter,  but  should  pass  through 
a water  trap.  The  soft  rubber  catheter  is  insert- 
ed a distance  one  and  one-half  inches  less  than 
the  distance  from  the  nostril  to  the  external 
auditory  meatus  in  adults.  In  children  it  is  one- 
half  inch  shorter.  Oxygen  flow  is  maintained 
4 to  6 L.  per  minute. 

Drugs  for  bulbar  stimulation  are  caffeine  so- 
dium eitra'  e,  10  mg.  per  kilogram  of  body  weight, 
repeated  every  one-half  hour  if  needed.  For  fall- 
ing blood  pressure,  neosvnephrine  bv  hypoder- 
mic, 1/10  mg.  per  kilogram  is  used. 
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If  difficulty  in  swallowing  is  present,  nothing 
is  given  by  mouth.  Intravenous  fluids  are  given, 
2 L.  a day.  If  this  persists,  a Levine  tube  should 
be  passed  if  possible.  The  patient  is  then  fed 
such  preparations  as  egg  milk  shakes  fortified 
with  vitamins  and  amino  acids.  After  the  patient 
can  swallow,  fluids  in  sips  are  given.  This  is 
slowly  increased.  Milk  is  given  only  sparingly. 

If  both  deltoids  are  paralyzed,  there  is  always 
marked  weakness  of  the  diaphragm.  It  must  be 
watched.  Fluoroscopic  observation  may  be  neces- 
sary to  show  tbe  reversed  motion.  Bulbar  pa- 
tients almost  always  do  badly  in  repsirators. 
The  oxygen  must  have  a clear  passage  to  the 
lungs.  The  tight  muscles  can  be  relaxed  appre- 
ciably and  often  rapidly  by  hot  moist  heat.  Fi- 
nally, if  the  patient  hasn’t  enough  muscle  power 
he  must  have  artificial  respiration. 

There  are  three  indications  for  use  of  artifi- 
cial respiration.  First,  is  to  relieve  the  patient 
on  the  verge  of  coma  due  to  anoxia,  who,  despite 
nasal  oxygen,  is  developing  twitching  around  the 
corners  of  his  mouth.  The  second,  is  to  benefit 
the  acutely  ill  patient  who  has  been  without  sleep 
for  several  nights  and  is  becoming  tired.  The 
third,  is  to  help  the  patient  who  has  been  in  a 
respirator  and  is  out  by  day  but  cannot  sleep  at 
night  due  to  the  continual  muscular  effort  re- 
quired for  breathing.  Sedation  of  any  sort  is 
contraindicated. 

Only  trained  personnel  should  use  the  respira- 
tor. The  patient  should  be  made  comfortable  in 
this.  Negative  pressure  should  be  used,  and  the 
amount  of  pressure  and  rate  should  be  adjusted 
to  the  patient’s  comfort.  Rate  of  14  to  16  per 
minute  and  a negative  pressure  of  12  to  14  cm. 
of  water  is  usually  the  best. 

If  there  is  no  immediate  danger  to  life,  i.e.  the 
patient  has  neither  bulbar  nor  respiratory  diffi- 
culties, the  details  of  treatment  are  as  follows : 

The  patient  is  put  to  bed  on  a firm  mattress 
with  a bed  board.  A minimum  of  clothing  and  a 
vertical  foot  board  with  a slight  blanket  roll  be- 
neath the  knees  is  used.  No  pillow  is  used.  The 
patient  is  made  comfortable. 

Proper  isolation  measures  are  instituted  ac- 
cording to  local  health  regulations. 

The  patient  is  disturbed  as  little  as  possible. 
Sedation  is  not  used.  Hot  packs  are  used  three 
or  four  times  a day  to  combat  the  pain  and  in- 
creased muscle  tensions.  This  may  be  accom- 
plished in  hot  baths  or  in  wet  sheet  and  blanket 
packs. 


Bowel  and  bladder  function  is  watched.  Cath- 
terization  and  enema  may  be  indicated.  Laxa- 
tives are  not  used  until  the  subacute  or  chronic 
stage.  Milk  of  Magnesia  is  the  one  of  choice. 

Drugs  recommended,  as  indicated,  are  aspirin, 
Caffeine,  and  neosynephrine.  Curare  and  Neo- 
stigmine are  not  advocated  for  general  use. 

In  the  subacute  and  chronic  stage,  other  spe- 
cialists should  play  a part.  The  pediatrician 
should  have  the  physiotherapist  contact  the  pa- 
tient early.  As  the  patient  is  rehabilitated  the 
orthopedic  surgeon  should  be  contacted  to  help 
prevent  deformities,  provide  mechanical  support 
for  early  activity,  and  for  needed  reconstruc- 
tion surgery. 

The  physician’s  responsibility  does  not  end 
with  the  patient.  He  must  inform  the  family 
and  others  of  the  means  to  be  taken  to  prevent 
the  extension  of  the  ravages  of  the  disease.  Tbe 
rest  of  the  family  and  contacts  must  be  watched 
for  possible  minimal  infections  and  treated  by 
bed  rest.  The  physician  must  be  able  to  give 
helpful  suggestions  for  prophylact  ic  measures  to 
be  observed  in  an  epidemic. 

John  J.  Brennan,  M.  I). 
Resident  Physician, 

Carrie  Tingley  Hospital, 

Hot  Springs,  New  Mexico. 


NEUROPATHOLOGIC  OBSERVATIONS  IN 
RELATION  TO  MOTOR  SYMPTOMS 
David  Bodian,  M.  D. 

The  Journal  of  the  American  Medical  Associa- 
tion, Vol.  134,  No.  14,  August  21,  1947. 

An  extensive  histopathologic  survey  of  24  fa- 
tal human  cases  of  poliomyelitis  is  reported. 
These  features  of  the  pathological  picture  of 
poliomyelitis  are  stressed. 

All  evidence  available  shows  conclusively  that 
every  case  of  poliomyelitis,  human  or  experi- 
mental, exhibits  lesions  of  the  brain.  As  far  as 
pathology  is  concerned,  all  cases  of  poliomyelitis 
are  encephalitic. 

Some  parts  of  the  brain  seldom,  if  ever,  are 
affected.  These  include  primarily  the  entire  cere- 
bral cortex,  except  for  tbe  motor  area,  the  cor- 
pus striatum,  except  for  the  globus  pallidus,  and 
the  cerebellar  cortex  except  for  the  vermis.  The 
brain  stem,  as  far  forward  as  the  hypothalamus 
and  thalamus,  bears  the  brunt  of  the  cerebral 
pathologic  changes  in  poliomyelitis. 

Great  variation  occurs  in  involvement  of  most 
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centers  of  the  central  nervous  system,  but  the 
same  centers  are  generally  involved  to  a greater 
or  lesser  degree  in  almost  all  cases. 

Some  animals  with  non-paralytic  poliomye- 
litis do  not  have  any  lesions  in  the  spinal  cord 
but  have  a characteristic  distribution  of  lesions 
in  the  brain. 

Only  a few  centers  are  severely  involved  often 
enough  to  suggest  that  they  regularly  play  an 
importan:  role  in  the  motor  symptoms  of  polio- 
myelitis. The  centers  most  frequently  damaged 
are  the  vestibular  nuclei,  roof  nuclei  of  the  cere- 
bellum, and  the  reticular  formation.  Spasticity, 
tremor,  and  hyper-ref lexia  of  leg  muscles  prob- 
ably are  due  to  involvement  of  these  centers. 

These  have  been  demonstrated  in  the  pre-para- 
lytic stage  of  experimental  poliomyelitis  before 
virus  or  lesions  could  be  demonstra.ed  in  the  re- 
gion of  the  spinal  cord  which  corresponded  to 
the  affected  muscles.  Severe  lesions,  however, 
were  always  present  at  this  time  in  centers  of  the 
brain  stem.  Some  animals  with  non -paralytic 
poliomyelitis  do  not  have  any  lesions  in  the 
spinal  cord  but  have  a characteristic  distribution 
of  lesions  in  the  brain. 

The  severest  damage,  as  a rule,  occurs  in  the 
vestibular  nuclei  and  in  the  reticular  formation. 

Atrophy  in  xperimental  animals  is  propor- 
tional to  tin*  number  of  motoneurons  destroyed. 
Atrophy  of  disuse  in  humans  may  be  superim- 
posed on  denervation  atrophy  to  a greater  extent 
than  in  the  always  active  monkeys. 

The  hi  topathologic  observations  indicate  that 
most  nerve  cells  are  either  destroyed  during  the 
acute  stage  of  poliomyelitis  infection  or  largely 
recover  their  normal  appearance  in  about  one 
month  or  less. 

John  J.  Brennan,  M.  I). 
Resident  Physician, 

Carrie  Tinglev  Hospital, 

Hot  Springs,  New  Mexico. 


POLIOMYELITIS:  A REVIEW  OF  ITS 
NATURAL  HISTORY 
Robert  Ward,  M.  I). 

The  Physiatherapy  Review,  Vol.  27,  No  4, 
July-August,  1947. 

Some  of  the  resnlts  of  important  work  that 
has  been  done  in  the  field  of  poliomyelitis  are 
presented  to  integrate  them  in  a working  hy- 
pothesis for  epidemics. 

The  size  of  poliomyelitis  virus  is  8 to  30  milli- 


micra,  this  determination  being  made  by  indirect 
methods.  The  action  of  physicochemical  agents 
indicates  it  is  one  of  the  hardiest  of  viruses.  It 
lives  for  years  in  the  frozen  state.  Ordinary 
agents  have  little,  if  any,  deleterious  effect  upon 
it.  Sixty-five  degrees  centigrade  for  30  minutes 
will  inactivate  the  virus,  and  oxidizing  agents 
such  as  hydrogen  peroxide  and  potassium  per- 
manganate are  said  to  kill  the  virus. 

The  pathogenicity  ot  the  virus  for  various  lab- 
roatory  animals  is  an  important  characteristic 
in  its  identification.  It  is  pathogenic  for  only 
man  and  various  primates.  No  adaptation  of 
virus  direct  from  man  to  rodents  has  been  con- 
firmed. Some  strains  have  been  adapted  from 
monkeys  to  cotton  rats  and  mice. 

The  histopathology  is  not  characteristic.  Nerve 
cell  necrosis,  neuronophagia,  and  perivascular 
cellular  infiltration  are  common  to  forms  of  en- 
cephalitis as  well  as  poliomyelitis.  The  distribu- 
tion of  lesions  is  characteristic  of  no  other 
disease. 

Immunological  studies  disclose  there  are  vari- 
ous strains  of  virus  alike  in  all  respects  except 
their  immunologic  properties.  The  number  of 
different  strains  is  not  known,  but  may  be  many. 
The  portal  of  entry  of  the  virus  in  the  human 
body  has  long  been  a matter  of  study.  The  nose, 
alimentary  tract,  and  skin  are  the  three  possi- 
bilities. At  post-mortem  examination  the  virus 
was  found  chiefly  in  the  central  nervous  system 
and  alimentary  tract. 

The  virus  is  eliminated  chiefly  by  way  of  in- 
testinal excreta.  It  has  also  been  found  in  ma- 
terial from  the  oropharynx. 

Sewage  has  been  found  to  contain  poliomye- 
litis virus.  The  amount  indicates  it  is  the  result 
of  excretion  by  a considerable  larger  number  of 
individuals  than  is  made  up  of'  paralytic  cases. 

Flies  have  been  suspected  as  possible  carriers. 
They  have  been  shown  to  be  capable  of  deposit- 
ing an  infective  quantity  of  virus  on  food  in  an 
epidemic.  It  is  not  known  whether  virus  is  car- 
ried mechanically  or  whether  there  may  be  a 
more  intimate  biological  association. 

The  mode  of  spread  is  really  unknown.  It  is 
probably  spread  in  a number  of  different  ways. 
The  evidence  is  in  favor  of  the  alimentary  tract 
as  the  portal  of  entry. 

The  tremendous  concentration  of  cases  during 
warm  weather  may  be  the  result  of  increased 
dissemination  of  virus  brought  about  by  various 
factors,  including  insects  such  as  flies. 
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Another  hypothesis  is  presented : the  epidem- 
ics are  limited  largely  to  certain  countries,  viz., 
Scandinavia,  Holland,  United  States,  Canada, 
Australia,  and  New  Zealand.  In  certain  other 
parts  of  the  country  the  large  seasonal  epidemics 
seldom  occur.  In  countries  with  primitive  sani- 
tation, the  infant  contacts  the  poliomyelitis  virus 
at  an  early  age.  In  areas  with  modern  sanitary 
conditions  early  repeated  exposure  does  not  oc- 
cur, and  populations  arise  susceptible  to  the  dis- 
ease in  epidemic  form. 


The  author  suggests  that  this  idea  might  take 
on  considerable  substance  if  it  could  be  shown 
(a)  that  virus  is  widely  disseminated  year  in 
and  year  out  in  countries  with  primitive  sanita- 
tion, and  (b)  that  antibodies  to  the  prevalent 
strains  actually  develop  early  amongst  the  native 
population. 

John  J.  Brennan,  M.  I). 
Resident  Physician, 

Carrie  Tingley  Hospital, 

Hot  Springs,  New  Mexico. 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  heli>  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant's  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


(NOTE — The  progress  of  the  first  four  cases 
is  such  that  it  is  now  possible  to  check  the  effi- 
ciency of  the  case-analysis  of  each.  The  results 
are  eminently  satisfactory.) 


CASE  NUMBER  1 

Male,  36  years  of  age,  with  lifelong  gonadal, 
skin,  and  heart  signs  and  symptoms.  Diagnosis — 
Pituitary  infantilism  and  an  unrelated  cardiac 
defect.  Progress — Symptomatic  response  to  hor- 
mones; death  from  cardiac  decompensation.  No 
necropsy. 

CASE  NUMBER  II 

Female,  32  years  of  age,  with  recurrent  acute 
attacks  of  monarticular  arthritis.  Diagnosis — 
Episodic  rheumatoid  arthritis  favored  over  palin- 
dromic rheumatism.  Progress — Rapid  progress  of 
the  symptoms  and  signs  into  ordinary  rheuma- 
toid arthritis,  with  cessation  of  the  episodes. 

CASE  NUMBER  THREE 

Boy,  11  years  of  age,  with  fever,  tumefaction 
of  the  skin  and  solid  viscera,  pleural  effusions, 
and  arthritis.  Diagnosis — Atypical  rheumatic  fe- 
ver. Progress — Clearing  of  all  signs,  symptoms, 
and  contractures.  Boy  is  in  school  and  athletics. 
Heart  normal. 


CASE  NUMBER  IV 

Female,  46  years  of  age,  with  chronic  general- 
ized neurovascular  signs,  pain  from  exercise, 
pressure,  and  cold,  and  a recent  rash  on  exposed 
surfaces.  Impression  — Dermatomyositis;  unre- 
lated colitis,  probably  amebic.  Progress — As  ex- 
pected in  a collagen  disease,  probably  dermato- 
myositis; response  of  the  colitis  to  suitable 
therapy. 

sfc  # 

(The  current  case  was  submitted  by  a Tucson 
physician.  The  report  was  then  presented  to  a 
hospital  staff-meeting,  at  which  place  the  opin- 
ions of  a half-dozen  well-qualified  specialists 
were  obtained.  The  case-report,  plus  comments 
and  data  on  further  progress,  was  then  sent  for 
analysis  J. o Dr.  Annette  C.  Washburne,  Associ- 
ate Professor  of  Neuropsychiatry,  at  the  Univer- 
sity of  Wisconsin  Medical  School  and  State  of 
Wisconsin  General  Hospital.  Dr.  Washburne  is 
a Diplomate  of  the  American  Boards  in  those 
subjects,  and  for  more  than  ten  years  has  made 
a special  study  of  the  anatomy,  functions,  and 
lesions  of  t lie  hypothalamic  area  of  the  brain.) 

CASE  NUMBER  V 

The  patient  is  a white  male  youth  of  13  years 
who  came  to  Arizona  from  his  home  in  Chicago 
because  of  recurrent  respiratory  infections,  asso- 
ciated with  certain  unusual  symptoms  and  signs. 

His  chief  complaints  when  first  seen  were  fe- 
ver, ‘a  cold  in  the  nose,’  ‘sore  glands’  and  ‘a  stiff 
neck.’ 

History  of  Present  Illness — The  illness  had 
started  during  the  previous  24  hours.  The  tem- 
perature was  102  degrees  by  rectum,  the  throat 
was  seen  to  be  red  and  edematous,  the  nasal  mu- 
cosa was  swollen  ,all  of  the  cervical  glands  were 
enlarged  and  tender,  and  the  neck  resisted  flex- 
ion. The  BP  was  130/100.  The  boy  was  obese 
(chiefly  in  the  hip  areas),  had  small  hands  and 
feet,  small  genitalis,  and  no  hair  growth  on  the 
body. 

A consultant  agreed  that  the  sinuses  were  not 
involved.  A nasal  smear  showed  a few  W.B.C., 
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no  easinophiles,  and  a culture  produced  one  col- 
ony of  pneumococci.  A white  blood  count  was 
normal.  There  was  no  abnormal  skin,  heart,  or 
lung  signs. 

He  was  kept  at  bed  rest,  and  given  penicillin 
I.M.  at  first  in  oil,  and  later  in  saline  for  a total 
18,650,  with  83%  nuetrophiels.  The  urine  was 
of  three  days  without  effect.  He  was  then  given 
V3  gm.  of  streptomycin  every  4 hours  for  3 days, 
also  without  effect.  Sulfonamides  were  not  used 
because  of  a previous  urticarial  reaction.  He 
could  open  his  mouth  only  with  difficulty,  dis- 
liked being  bothered  for  care  or  examination,  and 
was  apparently  very  uncomfortable.  The  family 
objected  to  the  use  of  intravenous  medication, 
consultants,  etc.,  so  he  was  given  intravenous 
fluids  and  protein  only  once,  and  several  injec- 
tions of  a vitamin  B.  concentrate. 

On  the  third  and  fourth  days  the  condition  was 
the  same,  plus  a fever  of  104  degrees,  a mild  ver- 
tigo, and  a notable  somnolence  and  lethargy.  He 
refused  food,  but  drank  large  quantities  of  fluids. 
He  frequently  groaned. 

On  the  following  day  a confluent  papular  rash 
appeared  on  the  arms,  legs,  and  thigns,  and  diar- 
rhea began.  The  rash  was  partly  urticarial,  and 
several  crops  occurred  at  intervals  of  1 or  2 days. 
The  stools  were  often  foul,  and  sometilmes  con- 
tained pus  and  blood;  the  bowel  movements  were 
usually  involuntary,  as  was  urination.  The  spleen 
was  palpable  on  one  occasion.  A small  ulcer  was 
noted  in  the  pharynx  for  a couple  of  days.  There 
was  a positive  bilateral  Babinski  sign,  and  the 
patellar  reflexes  were  absent.  The  Kernig  sign 
was  positive.  The  respirations  were  irregular  in 
depth  and  frequency.  The  blood  pressure  was 
normal  after  the  first  readings.  There  were  no 
abnormal  cranial  nerve  or  papillary  signs. 

All  of  the  signs  and  symptoms  continued,  with 
some  variation,  until  the  tenth  day,  when  rales 
were  heard  in  the  left  chest  and  viscid,  blood- 
streaked  sputum  was  noted.  The  fever  and  WBC 
were  less,  however,  and  from  then  on  all  of  the 
symptoms  and  signs  subsided  to  normal.  Blood 
cultures,  agglutinations,  throat  and  stool  cul- 
tures, a spinal  tap  (on  the  11th  day),  and  two 
chest  X-rays  were  found  to  be  normal.  An  osteo- 
porosis of  the  spine  was  noted  on  the  film. 

On  the  twelfth  day,  with  the  temperature  nor- 
mal, he  abruptly  seemed  well. 

Past  Medical  History — During  the  past  12  years 
and  starting  before  he  was  two  years  of  age,  the 
patient  has  had  about  80  attacks  of  an  illness 
similar  to  the  one  just  described.  They  have  oc- 
curred at  the  rate  of  6 or  7 per  year,  at  an  inter- 
val of  6 to  8 weeks  in  the  winter  and  2 to  4 
months  in  the  summer.  The  duration  has  always 
been  7 to  10  days,  regardless  of  the  treatment 
used;  no  treatment  has  been  unusually  helpful. 
The  onset  has  always  been  that  of  an  acute  and 
febrile  upper  respiratory  infection,  and  the  at- 
tacks in  infancy  were  restricted  to  that  condition. 

Gradually,  however,  several  other  features  be- 
gan to  characterize  the  attacks.  Some  have  oc- 
curred with  each  illness;  others  only  2 or  3 times 
a year.  These  features  include,  (1)  Hunger  and 
an  increased  food  intake  before  the  illness;  (2) 
Rectal  temperatures  of  104-105  degrees  for  7 to 
10  days:  (3)  drowsiness  to  the  point  of  stupor, 
from  which  he  can  usually  be  aroused;  (4)  mark- 
ed polydipsia  and  polyuria  (but  anorexia)  dur- 
ing the  illness;  (5)  eruption  of  a rash  (like  ery- 
thema multiforme)  on  about  the  fourth  day;  (6) 
copious  diarrhea,  also  on  the  fourth  day,  and 
often  containing  blood;  (7)  enlarged,  tense,  ten- 
der, cervical  lymph-nodes;  (8)  an  increasingly 
stiff  neck;  (9)  pneumona,  with  bloody  sputum; 


and  (10)  stiffness  of  all  body  musculature  at  the 
end  of  each  illness.  He  is  said  to  be  irritable  for 
a few  days  before  each  attack,  but  has  a pleasant 
normal  personality  during  the  remainder  of  the 
intervals. 

The  patient  reacted  with  “high  temperatures” 
to  diphtheria  and  whooping-cough  immuniza 
tions  during  infancy,  and  on  one  occasion  had  a 
convulsion.  At  3 years  of  age  he  had  a 5-dav 
febrile  reaction  following  removal  of  the  tonsils 
and  adenoids,  and  again  at  the  age  of  6 years 
during  a reoperation  and  the  curettage  of  a 
sinus.  At  the  age  of  9 he  had  an  “atypical  scarlet 
fever,”  for  which  serum  was  given. 

When  he  was  10  years  of  age,  he  was  severely 
ill  with  measles,  and  had  coma,  delirium,  and  a 
high  fever  before  the  rash  appeared.  Conval- 
escent-serum was  given,  but  the  symptoms  con 
tinued  for  4 more  days.  Five  days  later  he  de- 
veloped mumps  on  the  right  side,  complicated  by 
a severe  rheumatism  and  myositis,  which  lasted 
for  ten  days.  These  symptoms  slowly  subsided 
during  the  next  six  weeks  and,  after  two  weeks 
of  recuperating,  he  was  taken  to  the  Illinois  Re- 
search Hospital  for  a complete  study  by  a pedia- 
trician and  his  consultants.  The  only  positive 
finding  was  a cloudy  left  sinus.  The  sinus  was 
washed  several  times,  treated  with  X-ray,  but  no 
bacteria  were  ever  isolated.  Following  this,  the 
boy  rapidly  gained  weight  and  became  obese,  as 
he  is  now. 

The  family  was  somewhat  discouraged  by  the 
indefinite  results  of  the  hospital  examination, 
and  treated  the  ensuing  episodes  with  simple 
nursing  care. 

The  patient  has  been  mildly  spastic  since  in- 
fancy, especially  in  the  legs,  and  sits  down  and 
rises  jerkily.  He  is  not  markedly  handicapped, 
and  can  use  his  hands  adequately.  He  has  a con- 
genital cataract  of  the  right  eye,  and  a ptosis 
of  the  right  eyelid. 

Family  and  Social  History.  The  patient  has 
lived  in  Chicago  all  his  life.  He  has  a brother 
2 years  of  age  who  is  said  to  have  trouble  digest- 
ing fats,  and  who  tends  to  have  diarrhea.  His 
father  is  a physician.  The  boy  has  been  retarded 
in  school  because  of  the  illness,  and  is  an  “un- 
graded” room  on  the  advice  of  a psychiatrist. 

The  only  familial  disease  is  an  allergic  ten- 
dency— the  mother  is  sensitive  to  wheat,  house- 
dust,  and  pollens;  she  is  also  hypothyroid.  Two 
of  the  boy’s  cousins  have  asthma.  The  parents 
are  of  normal  weight  now,  but  the  father  was 
very  obese  as  a child. 

COMMENT 

At  this  time,  after  seeing  the  patient  through 
an  acute  episode  and  obtaining  the  past  medical 
history,  it  seemed  logical  to  suspect  that  the  re- 
current signs  and  symptoms  might  represent  a 
syndrome  arising  from  a common  origin. 

The  case  was  discussed  with  several  physi- 
cians, and  a number  of  etiologic  agents  and  con- 
ditions were  considered — 

1.  Certain  diseases  and  lesions  could  be  ruled 
out  because  of  the  clinical  course  and  negative 
findings,  including  acute  encephalitis,  various 
brain  tumors,  cysticercus,  Hodgkin's  disease, 
infectious  granulomata,  ordinary  infections,  ex- 
anthemata, and  the  meningitides. 
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2.  Meningismus  was  obviously  present,  but  is 
a symptum  only,  and  may  be  caused  by  many 
conditions. 

3.  An  allergic  aspect  was  suggested  by  tbe 
urticarial  nature  of  the  rash,  the  reaction  to 
sulfonamides  and  immunizing  substances,  and 
the  family  history  of  allergy.  There  is  not,  how- 
ever, any  major  allergic  manifestation,  nor  any 
eosinophilia.  A purpuric  condition  would  be  a 
possibility,  though  notably  atypical  and  in- 
complete. 

4.  An  infectional  cause  for  the  episodes  was 
sought,  as  it  had  been  in  tbe  past.  Although  the 
signs  and  symptoms  at  the  onset  were  those  of 
an  upper  respiratory  infection,  a focus  could  not 
be  found,  and  (except  for  a few  pneumococci 
in  the  sputum)  all  cultures  from  the  nose,  throat, 
blood,  urine,  stools,  and  spinal-fluid  were  nega- 
tive. The  antibiotics  were  ineffective.  Most  of 
tbe  symptoms  increased  while  signs  of  infec- 
tion were  decreasing.  The  regular  recurrences 
are  not  characteristic  of  simple  infections. 

5.  Many  of  the  manifestations  have  a com- 
mon factor — the  site  of  origin.  Two  areas  in  the 
brain  contain  the  control  centers  of  several  func- 
tions which  are  abnormal  in  this  case — the  liy- 
pothalmus  helps  to  regulate  body  heat  and  wake- 
fulness; a reciprocal  action  exists  between  the 
hypothalamus  and  the  hypophysis  which  regu- 
lates water-balance,  fat  and  carbohydrate  meta- 
bolism. (The  classic  Froehlich’s  syndrome  re- 
sults from  the  latter  relationship.)  Further,  a 
rash  may  result  from  a vaso-motor  reaction,  the 
effect  of  hypothalamic  irritation  through  the 
vegetative  nervous  system. 

(The  nerve  pathways  and  hormonal  interplay 
of  these  two  contiguous  areas  are  complicated 
and  somewhat  obscure,  and  can  not  be  elaborated 
here.) 

The  only  function  not  known  to  be  disturbed 
in  this  ease  is  the  CH  metabolism,  which  was 
not  investigated.  (The  patient  returned  to  Chi- 
cago in  less  than  a month.) 

It  is  notable  that  the  changes  are  almost  all 
transient ; the  obesity  could  be  on  one  of  several 
other  bases — orthopedic,  dietary,  etc.  The  inter- 
mittency  would  indicate  a temporary  irritation 
of  the  areas,  with  no  permanent  damage.  There 
is  no  remarkable  evidence  that  a damaged  pitui- 
tary has  effected  changes  through  the  thyroid, 
parathyroid,  pancreas,  adrenal,  or  testicular 
functions. 

6.  A “tumor”  which  might  fit  the  circum- 


stances was  suggested  by  a consultant — a cystic 
craniopharyngioma.  This  tumor  results  from  an 
imperfect  closure  of  the  craniopharyngeal  duct 
— an  outpouching  of  the  buccal  mucosa  which 
unites  with  a pouch  of  the  diencephalon  from 
the  hypophysis.  They  are  congenital,  often  re- 
main stable,  and  may  result  from  trauma. 

7.  Modifying  factors  could,  in  theory,  be  the 
cause  of  cystic  variation  in  size,  with  resultant 
periods  of  pressure  on  the  nerve  centers  and  epi- 
sodes of  symptoms.  Infection  might  conceivably 
cause  the  cyst  to  swell,  perhaps  arriving  by  di- 
rect extention.  Allergy  might  produce  a local 
reaction,  though  the  mechanism  and  reasons  are 
not  clear.  An  abnormal  electrolyte  and  fluid 
balance  could  theoretically  cause  the  same  chang- 
es, though  they  could  more  possibly  be  results. 
The  reasons  for  the  periodicity  and  some  of  the 
symptoms  are  also  not  clear. 

STAFF  MEETING  DISCUSSION 

After  the  boy  had  returned  to  Chicago,  it  was 
decided  to  present  the  case  at  a hospital  staff 
meeting,  and  obtain  suggestions  from  the  staff 
members.  The  case-report,  plus  the  foregoing 
speculations,  was  read;  the  following  comments 
(anonymous)  were  then  recorded: 

Dr.  A (pediatrician) — I believe  that  the  con- 
dition has  an  intra-cranial  cause. 

Dr.  li  (pediatrician ) — I suggest  investigation 
of  the  adrenal  status. 

Dr.  C (E.E.N.T.) — The  sphenoid  sinus  could 
be  a cryptic  focus  of  infection. 

Dr.  R (allergist) — Allergy  could  cause  the  en- 
tire picture.  I have  seen  several  similar  attacks 
in  highly  sensitive  patients  who  harbor  bacteria 
somewhere;  they  cause  an  upper  respiratory  in- 
fection, an  immunity  for  a month,  then  recur- 
rence of  the  infection.  I have  one  patient  now 
who  ends  up  in  asthma,  and  is  being  controlled 
by  culturing  tbe  20  or  more  organisms  in  the 
throat  and  then  desensitizing  her  to  the  pre- 
dominant one. 

Dr.  E (arthrologist) — I agree  that  the  hypo- 
thalamus-pituitary  relationship  is  necessary  to 
explain  the  episodes.  A regional  cystic  tumor 
would  be  the  logical  cause  of  the  rythmicity,  and 
intra-cranial  tests  should  be  done  to  determine 
its  presence.  Allergy  and/or  water  imbalance 
should  be  investigated  to  see  what  pulls  the 
trigger  on  the  attacks.  Anti-histamine  drugs, 
salt-modification  diets,  and  even  vaccines  could 
be  tried  as  therapeutic  tests. 
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Dr.  G (neuropsychiairist) — I am  sorry  not  to 
have  seen  t lie  child,  since  I was  ill  at  the  time 
of  his  attack.  I believe  that  there  are  two  possi- 
bilities : first,  a ball-valve  paraphyseal  tumor  of 
the  third  ventricle  (it  might  be  noted  that  such 
a tumor  is  an  abnormal  persistence  of  the  velum 
transveisum,  rather  than  a derivative  of  the 
embryological  paraphysis  as  commonly  thought)  ; 
the  second,  some  kind  of  process  which  intermit- 
tently permits  increased  permeability  of  the 
hemato-encephalic  barrier.  It  is  at  least  conceiv- 
able that  the  latter  process,  could  be  allergic  in 
nature.  These  ideas  are  only  hypothesis;  one 
would  have  to  rule  out  a colloid  cyst,  recurring 
encephalitis,  localized  meningitis,  etc. 

PROGRESS 

The  father  was  most  grateful  for  the  attention 
and  suggestions.  He  considered  the  electrolvte- 
water-balance  idea  the  most  interesting,  pursued 
therapy  along  those  lines,  and  sent  reports  to 
the  Arizona  physician  at  intervals. 

The  illness  in  Tucson  ended  on  March  13th, 
and  the  onset  of  the  next  attack  in  Chicago  was 
on  April  11th.  It  began  with  fever  (101  degrees, 
rising  in  2 days  to  104  degrees),  headache,  “tox- 
icity,"’ pharyngitis,  cervical  adenitis,  and  stupor. 

An  acculate  recor  dof  fluid  intake  and  output 
was  kept,  and  it  was  found  that  there  was  a neg- 
ative balance  of  500  cc.,  chiefly  due  to  emeses 
and  coincident  diarrhea.  Salt  balance  was  poor. 

A vigorous  attempt  was  made  (at  home)  to 
change  the  situation.  On  the  third  day  of  the 
illness,  600  cc.  of  plasma  was  given  with  no  ef- 
fect. On  the  fourth  day  1,000  cc.  of  I-V  glucose 
(5%)  was  given  without  effect.  On  the  follow- 
ing day  1,000  cc.  of  glucose  and  1,000  cc.  of  sa- 
line were  given  and,  though  the  balance  was  still 
negative,  the  emesis  and  loose  stools  ceased  and 
food  and  fluid  intake  by  mouth  began.  Salt  was 
added  to  the  food,  a positive  fluid  balance  of 
27.">  to  bOO  cc.  was  obtained,  and  the  patient  was 
out  of  bed  in  3 days. 

During  the  next  four  months  only  one  attack 
occurred ; this  was  aborted  by  a single  I-V  of 
plasma  and  saline.  This  is  the  longest  free  in- 
terval in  years  (but  it  should  be  noted  that  it 
is  summer). 

QUESTIONS  TO  CONSULTANT 

What  is  the  most  likely  primary  diagnosis? 

What  parts  do  secondary  conditions  play  in 
the  clinical  action? 


What  can  be  suggested  to  clarify  the  picture? 

E.  L.,  M.  D.,  Tucson. 

ANSWERS  BY  DR,  WASHBURNE 

This  is  an  unusual  case  which  has  evidently 
had  considerable  study.  The  progress,  through 
the  years,  suggests  a basic  condition  plus  one  or 
more  associated  conditions.  I am  afraid  that  I 
cannot  add  much  to  the  comments  which  have 
been  made,  though  there  are  several  things 
which  seem  to  me  to  be  of  especial  interest. 

First : Do  you  have  any  information  concern- 
ing the  details  of  the  delivery  of  this  patient? 
A history  of  birth-injury  would  be  helpful  not 
only  in  explaining  his  spastic  condition,  but 
might  also  suggest  the  possible  effects  of  cere- 
bral trauma  in  producing  a syndrome  of  the 
present  type  (similar,  in  an  exaggerated  way, 
to  Carlson's  experimental  production  of  diabetes 
insipidus  in  dogs). 

(Editor — There  is  a history  of  birth-injury, 
as  well  as  the  congenital  changes  of  the  right 
eye.) 

Second : Could  the  patient  be  hospitalized 

during  a time  when  he  is  free  of  symptoms  so 
that  studies  could  be  carried  out  for  contrast 
with  those  done  during  an  episode.  Such  studies 
might  include  (a)  an  intravenous  glucose  tol- 
erance test ; (b)  blood  chloride,  as  well  as  serum 
cholesterol,  calcium,  and  phosphorous  levels; 
(c)  cerebrospinal  fluid  examination,  with  pres- 
sure, chemistry,  and  cell  determinations;  (d)  an 
electroencephalogram;  and  (e)  a pneumogram. 
The  last  named  might  reveal  very  valuable  in- 
formation. 

Concerning  the  various  diagnostic  suggestions, 
it  appears  to  me  that  most  self-contained,  space- 
filling, i nt ra-cranial  lesions  can  be  ruled  out  by 
the  duration  of  the  condition.  There  is,  however, 
one  exception  which  seems  to  me  to  be  a fairly 
good  bet — a ball-valve  type  of  cyst  having  a ven- 
tricular connection.  The  periodic  filling  of  such 
a cyst  in  the  region  of  the  third  ventricle  could 
theoretically  produce  nearly  all  of  the  symptoms 
and  signs  by  pressure  on  the  adjacent  hypo- 
thalamus and  antero-medio-dorsal  thalamus.  Its 
spontaneous  emptying  could,  of  course,  explain 
{he  recovery  periods. 

Communicating  cysts  of  this  nature  may  ex- 
ist over  a period  of  many  years  without  further 
progression  of  physical  findings  than  those  giv- 
en ; it  could  be  caused  by  a birth-injurv;  its  ex- 
istence could  be  determined  by  a pneumogram. 
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The  allergy  and  infection  theories  do  not 
seem  adequate  by  themselves  to  explain  the 
marked  clinical  findings.  Their  standing  as  ad- 
juncts in  the  production  of  the  attacks  would 
still  have  to  be  proved,  in  view  of  the  absence 
of  bacterial  and  allergic  evildence  in  the  past. 

Meningismus  is  a symptom  rather  than  an 
entity. 

The  respira'orv  and  gastro-intestinal  symp- 
toms are  probably  secondary,  or  resultant. 

The  hyperpyrexia  may  be  explained  on  the 
walls  of  the  third  ventricle,  on  the  so-called 
thermal  centers;  the  drowsiness  by  direct  or  in- 
direct pressure  on  the  mammillary  bodies  or  the 


medial  antero-dorsal  thalamus;  the  polydipsia 
from  pressure  on  the  anterior  hypothalamus. 
The  stiffness  which  follows  the  episodes  could 
result  from  immobility  of  the  spastic  patient 
while  ill. 

If  the  family  is  unwilling  to  have  detailed 
studies  made,  it  is  to  be  hoped  that  a pneumo- 
gram  and  electroencephalogram  can  be  perform- 
ed ; they  would  be  most  serviceable  in  provid- 
ing a diagnosis. 

Annette  C.  Washburne,  M.  I). 
Associate  Professor  of  Neuropsy- 
chiatry, Madison,  Wisconsin. 
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SLR  'CAL  AND  OBSTETRICAL  CARE 
SUBSCRIPTION  AGREEMENT 

ARTICLE  I.  DEFINITIONS  AND  PROVISIONS 
AS  TO  INCLUSION. 

Section  I.  The  name  of  this  Corporation  is  Ari- 
zona Blue  Shield  Medical  Service  hereinafter  re- 
ferred to  as  the  CORPORATION  or  SERVICE. 

Section  2.  Applicant:  The  term  “Applicant” 

refers  to  the  person  so  listed  on  the  application 
pursuant  to  which  the  SERVICE  has  entered  in- 
to this  Agreement. 

Section  3.  Family  Member:  Subject  to  the  en- 
rollment regulations  of  the  SERVICE,  the  Appli- 
cant’s spouse  and  any  dependent  unmarried  child 
of  the  Applicant  who  is  under  the  age  of  nineteen 
(19)  years,  are  eligible  for  inclusion  as  subscrib- 
ers hereunder  provided  that  they  reside  with  the 
Applicant.  The  term  “family  member”  as  herein 
used,  shall  mean  such  members  of  the  Applicant’s 
family  as  are  eligible  for  inclusion  hereunder  and 
are  included  in  the  membership  application  or 
supplemental  applications. 

Section  4.  Sponsored  Dependents:  Subject  to 

the  enrollment  regulations  of  the  SERVICE  any 
member  of  the  Applicant’s  household  who  is  (1) 
related  to  applicant,  (2)  living  with  the  Appli- 
cant, (3)  wholly  dependent  on  the  Applicant  for 
support,  (4)  unemployed,  (5)  in  good  health  and 
(6)  under  sixty  (60)  years  of  age,  is  also  eligible 
for  inclusion  as  a subscriber  hereunder;  such 
member  of  the  Applicant’s  household  being  some- 
times referred  to  herein  as  “sponsored  depen- 
dent.” 

Section  5.  Subscriber:  (A)  The  term  “subscrib- 
er” refers  to  the  Applicant,  each  Family  Mem- 
ber, and  each  sponsored  dependent,  who  is  in- 
cluded hereunder  in  accordance  with  the  provi- 
sions hereof. 

(B)  The  subscribers  included  hereunder  at  the 
effective  date  hereof  are  the  Applicant,  the  elig- 
ible family  members,  and  sponsored  dependents, 
if  any,  named  in  the  application  hereof.  The  Ap- 
plicant may  apply  for  the  inclusion  of  additional 
eligible  family  members  or  sponsored  dependents 
by  submitting  to  the  SERVICE  a supplemental 
application  and  by  the  payment  of  such  addition- 
al charge,  if  any,  as  the  SERVICE  may  require, 


but  the  inclusion  hereunder  of  such  additional 
subscribers  shall  be  subject  to  the  enrollment 
regulations  of  the  SERVICE  then  in  force  and 
shall  not  become  effective  until  the  supplemental 
application  is  accepted  by  the  SERVICE. 

(C)  Subject  to  the  enrollment  regulations  of 
the  SERVICE,  the  Applicant  may  at  any  time 
withdraw  any  subscriber  from  this  Agreement. 
In  the  event  that  any  family  member  included  as 
a subscriber  hereunder  shall  establish  a residence 
apart  from  the  Applicant,  such  family  member 
shall  thereupon  automatically  be  excluded  from 
coverage  hereunder.  In  the  event  any  family 
member  included  as  a subscriber  hereunder  is  a 
child,  such  child  shall  automatically  be  excluded 
from  coverage  hereunder  (1)  at  the  end  of  the 
contract  year  in  which  he  or  she  attains  the  age 
of  nineteen  (19)  years,  except  that  if  such  child 
then  comes  within  the  sponsored  dependent  class, 
as  above  defined,  he  or  she  may  be  continued  as 
a subscriber  hereunder,  subject  to  the  conditions 
hereof  and  to  regulations  of  the  SERVICE  then 
in  effect,  or  (2)  immediately  upon  becoming  mar- 
ried prior  to  the  age  of  nineteen  (19)  years. 

(D)  In  the  event  any  subscriber  covered  here- 
under ceases  to  live  under  the  same  roof  with  the 
Applicant,  it  shall  be  the  responsibility  of  the  Ap- 
plicant to  notify  the  SERVICE  of  such  change  in 
residence  and  no  subscription  charges  for  such 
subscriber  shall  he  made  after  the  subscription 
month  in  which  such  notice  is  given.  No  refund 
of  subscription  charges  will  be  made  by  the 
SERVICE  for  any  period  prior  to  such  notifica- 
tion by  the  Applicant. 

( E ) All  Subscribers  to  this  SERVICE  must  re- 
side in  an  area  regularly  served  by  participating 
physicians.  (See  also  VII — 3.) 

Section  6.  Anniversary  Date  and  Group: 

(A)  The  term  “Anniversary  Date”  shall  mean 
the  annual  return  of  the  day  on  which  coverage 
was  first  effective  for  the  original  members  of 
the  group  to  which  the  Applicant  belongs  at  the 
time  involved,  or  such  other  day  as  may  be  agreed 
upon  between  the  SERVICE  and  the  group.  If 
the  applicant  ceases  to  belong  to  a group,  but 
continues  his  Agreement  as  provided  in  para- 
graph three  (3)  of  Article  IX  hereof,  the  anni- 
versary date  shall  be  the  date  fixed  by  the  SERV- 
ICE for  such  applicants. 
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(B)  The  term  “group”  shall  mean  a group  of 
Applicants  who  have  a Subscription  Agreement 
with  the  SERVICE  and  who  are  employed  by  or 
associated  with  an  individual,  Corporation,  Asso- 
ciation, department  or  other  organization  which, 
as  agent  for  the  Applicants  has  agreed  to  the 
necessary  procedures  required  by  the  SERVICE 
for  the  benefits  established  herein. 

Section  7.  Participating  Physician:  The  term 
“participating  physician"  means  any  Doctor  of 
Medicine  who  is  duly  licensed  to  practice  medi- 
cine and  surgery  under  the  laws  of  the  State  of 
Arizona,  who  is  a resident  of  Arizona,  who  is  reg- 
istered with  the  SERVICE  as  a participating 
physician  and  who  has  agreed  to  render  services 
to  the  subscribers  under  this  Plan. 

Section  8.  Remitting  Agent:  The  term  “remit- 
ting agent”  means  any  individual,  association, 
corporation  or  other  organization  which  as  agent 
for  the  Applicant  has  undertaken  to  collect  the 
charges  payable  on  account  of  this  Agreement, 
either  by  way  of  payroll  deduction  or  otherwise, 
and  to  remit  the  same  to  the  SERVICE. 

Section  9.  Surgical  Services:  the  phrase  “surg- 
ical services”  means  all  such  medical  and  surgi- 
cal services  as  are  covered  under  the  terms  of 
Article  IV  hereof. 

ARTICLE  II.  SUBSCRIPTION  AGREEMENT, 

IDENTIFICATION  CARD  AND  EFFECTIVE 
DATE  OF  COVERAGE. 

Section  1.  The  Contract  between  the  Applicant 
and  the  SERVICE  by  virtue  of  which  the  Appli- 
cant and  any  other  subscriber  is  entitled  to  re- 
ceive surgical  services  shall  consist  of  the  within 
Subscription  Agreement,  the  application  therefor 
(including  any  supplemental  application)  and 
Surgical  Identification  Card  Series  issued  by  the 
SERVICE.  No  employee  or  agent  of  this  SERV- 
ICE is  authorized  to  vary  or  change  any  of  the 
terms  of  these  instruments. 

Section  2.  Any  gainfully  employed  person  de- 
siring to  obtain  the  benefits  of  this  service  shall 
make  written  application  therefor  on  forms  fur- 
nished by  the  SERVICE.  No  such  application 
shall  become  effective  until  it  is  approved  by 
the  SERVICE,  which  acceptance  shall  be  evi- 
denced by  the  issuance  of  a Surgical  Service 
Identification  Card  bearing  the  name  of  the  Ap- 
plicant and  of  a Subscription  Agreement  execut- 
ed in  the  name  of  the  SERVICE  by  a duly  auth- 
orized officer. 

Section  3.  (A)  The  effective  date  of  coverage 
for  the  Applicant  and  subscribers  listed  on  the 
original  application  card  shall  be  the  effective 
date  entered  by  the  SERVICE  on  such  original 
application  card. 

(B)  The  effective  date  for  subscribers  who 
may  be  added  from  time  to  time  shall  be  the  ef- 
fective date  entered  by  the  SERVICE  on  the  sup- 
plemental application  card  listing  such  family 
members,  which  date  shall  be  determined  by  the 
SERVICE’S  enrollment  procedures  then  in  effect. 

ARTICLE  III.  EFFECTIVE  PERIOD— 
CONTRACT  YEAR. 

Section  1.  The  effective  period  of  coverage  for 
each  subscriber  hereunder  is  the  period  of  one 
year  from  the  effective  date  entered  on  the  appli- 
cation card  listing  such  subscriber  and  from  year 
to  year  thereafter,  subject,  however,  to  provi- 
sions of  ARTICLE  VII  and  VIII  hereof,  and  the 
term  “Contract  Year”  shall  mean  the  period  of 
one  year  from  the  effective  date  entered  on  the 
application  card  and  each  yearly  period  thereaf- 
ter while  this  AGREEMENT  is  in  force,  and  shall 
not  mean  a calendar  year. 


ARTICLE  IV.  SURGICAL  SERVICES  AND 
INCOME  LIMITATIONS. 

Section  I.  A subscriber  is  entitled  to  all  surgi- 
cal coverages  included  hereunder  without  charge 
to  him  by  the  participating  physician  provided 
the  annual  income  of  the  subserber  does  not  ex- 
ceed twenty-five  hundred  ($2500.00)  dollars,  and 
provided  that  the  total  annual  incomes  of  sub- 
scriber and  the  members  of  his  family  do  not  ex- 
ceed thirty-six  hundred  ($3600.00)  dollars.  If  sub- 
scriber’s individual  or  family  income  is  above  the 
limitations  the  participating  physician  will  estab- 
lish his  fee  in  accordance  with  his  usual  practices 
and  the  SERVICE  will  pay  that  portion  of  the 
fee  as  set  out  in  the  Schedule  of  Benefits.  In  the 
event  the  fee  exceeds  the  amount  set  out  in  the 
schedule  of  benefits' the  subscriber  shall  pay  this 
difference  directly  to  the  physician. 

Section  2.  In  the  event  of  any  dispute  between 
a participating  physician  and  any  subscriber  with 
respect  to  the  income  of  the  subscriber,  such  dis- 
pute shall  be  submitted  to  and  determined  by  the 
Professional  Committee  whose  determination,  up- 
on approval  from  the  Board  of  Directors,  shall  be 
conclusive  upon  the  parties. 

Section  3.  Subject  to  the  foregoing  provisions, 
the  subscriber  while  and  if  a patient  in  a general 
hospital,  approved  by  the  Board  of  Directors, 
shall  be  entitled  to  the  following  services: 

(A)  Necessary  operative  (cutting)  procedures 
performed  by  a participating  physician  for  the 
treatment  of  diseases  and  injuries  and  for  the 
treatment  of  fractures  and  dislocations  but  not 
including  sprains  and  bruises. 

(B)  Necessary  anesthesia  by  a participating 
physician  in  connection  with  services  described 
in  (A)  but  not  to  exceed  twenty-five  ($25.00)  dol- 
lars for  any  one  disease  or  injury  or  fifty  ($50.00) 
dollars  in  amount  for  any  one  subscriber  in  any 
one  contract  year. 

(C)  Obstetrical  care  by  a participating  physi- 
cian to  the  wife,  provided  both  husband  and  wife 
have  been  subscribers  under  a Family  Agreement 
for  nine  (9)  full  consecutive  months  immedi- 
ately prior  to  the  rendering  of  such  obstetrical 
care.  Children  in  the  family  and  sponsored  de- 
pendents are  not  eligible  for  obstetrical  care.  The 
term  “obstetrical  care”  shall  include  necessary 
services  of  a participating  physician  for  any  con- 
dition of  pregnancy,  including  Caesarean  Section, 
miscarriage  or  ectopic  pregnancy. 

(D)  Surgical  Services  will  be  provided  on  an 
out-patient  basis  for  the  initial  treatment  of 
emergency  accident  cases  within  24  hours  of  ac- 
cident. OUT-PATIENT  SERVICE  WILL  NOT  BE 
PROVIDED  EXCEPT  AS  STATED  IN  THIS 
PARAGRAPH. 

(E)  At  the  time  surgical  or  other  services  are 
required,  the  subscriber  shall  inform  the  partici- 
pating physician  that  he  is  a subscriber  to  the 
SERVICE,  and  present  his  or  her  Identification 
Card. 

(F)  The  Corporation  will  make  payment,  ac- 
cording to  its  Schedule  of  Benefits,  direct  to  the 
participating  physician,  or  physicians,  perform- 
ing the  services  provided  by  this  Agreement. 
Such  payment  shall  constitute  a full  and  final 
discharge  of  all  obligations  of  the  Corporation 
for  such  services. 

Section  4.  Services  not  Included: 

The  benefits  and  services  offered  and  provided 
by  this  Agreement  do  not,  and  shall  not,  in  any 
event,  include  the  following: 

(A)  Home  calls  by  any  physician  or  surgeon. 

(B)  Plastic  operations  for  cosmetic  or  beauti- 
fying purposes. 

(C)  Dental  surgery. 
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(D)  Services  provided  for  under  the  Work- 
men’s Compensation  Laws  of  any  State  or  muni- 
cipality or  the  Employer’s  Compensation  or  Lia- 
bility 'Acts  under  Federal  Statutes  whether  or 
not  the  employee  or  employer  has  rejected  such 
acts. 

(E)  Any  surgical  services  rendered  for  the  re- 
moval of 'tonsils  or  adenoids,  or  the  treatment 
of  hernias  and  hemorrhoids  during  the  first  six 
full  consecmutive  months  of  this  Agreement. 

(F)  Surgical  services  rendered  in  the  treat- 
ment of  any  congenital  defects. 

(G)  Any  surgical  services  rendered  for  the 
treatment'  of  cancer,  diabetes,  osteomyelitis,  tu- 
berculosis, poliomyelitis,  sinus  conditions  or  deaf- 
ness, to  individuals  who  have  had  such  condi- 
tions prior  to,  or  at  the  time  of,  their  application 
for  membership. 

(H)  Surgical  services  rendered  for  any  ailment 
or  physical  conditions  known  by  the  subscriber 
to  exist  prior  to  the  date  of  application  for  this 
subscription  agreement. 

(I)  Services  rendered  by  any  other  than  a duly 
recognized  Doctor  of  Medicine  and  so  licensed  to 
practice  medicine  and  surgery  in  the  State  of 
Arizona. 

(J)  Surgical  or  Obstetrical  Services  rendered 
in  any  place  or  institution  other  than  a General 
Hospital,  approved  by  the  Board  of  Directors. 

Section  5.  The  SERVICE  shall  not  be  liable  in 
any  event  for  services  furnished  by  the  Veteran’s 
Administration  or  the  United  States  Govern- 
ment, except  to  the  extent  that  the  service  as- 
sumes such  a liability  by  contract  with  the  Vet- 
eran’s Administration. 

Section  ti.  This  agreement  shall  not  in  any 
event  include  or  provide  hospital  services,  nurs- 
ing fees,  medicine,  drugs,  materials,  appliances  or 
supplies  other  than  those  usually  furnished  by 
the  physician,  diagnostic  procedures,  eye  glasses, 
or  payments  to  donors  of  blood. 

Section  7.  Surgical  services  will  not  be  avail- 
able hereunder  to  any  subscriber  who  is  in  a hos- 
pital on  the  effective  date  of  coverage  hereunder 
for  the  particular  disease  or  injury  causing  such 
hospitalization  or  confinement. 

ARTICLE  V.  SUBSCRIBER’S  SELECTION  OF 
PHYSICIAN. 

Section  1.  Subject  to  the  provisions  of  Article 
I,  Section  7 hereof,  the  subscriber  shall  be  free 
to  select  for  the  rendering  of  services  under  this 
Agreement  any  participating  physician.  No  at- 
tempt shall  be  made  by  the  SERVICE  or  any  of 
the  officers,  directors  or  agents  to  influence  the 
choice  of  a participating  physician  by  any  sub- 
scriber. For  the  purpose  of  determining  whether 
a Doctor  is  a participating  physician,  the  sub- 
scriber shall  be  entitled  to  the  current  roster  of 
participating  physicians,  issued  by  the  SERVICE, 
upon  request.  A participating  physician  shall  be 
free  to  decline  to  render  services  to  a subscriber 
in  accordance  with  the  custom  and  practice  now 
prevailing  in  the  general  practice  of  medicine. 
Nothing  contained  herein  shall  in  anywise  affect 
the  ordinary  relationship  that  exists  in  the  com- 
munity between  a physician  and  his  patient,  ex- 
cept, however,  as  to  the  waiver  of  privileged  com- 
munications contained  in  the  application  herefor 
and  in  ARTICLE  VI  hereof. 

Section  2.  The  services  of  a consultant  shall 
be  made  available  to  a subscriber  upon  certifica- 
tion of  the  need  therefor  by  the  subscriber’s  par- 
ticipating physician  and  approval  of  the  Service. 
Thereupon  a consultant  shall  be  selected  from 
the  list  of  the  SERVICE’S  participating  physi- 


cians in  the  same  manner  as  now  prevails  in  the 
general  practice  of  medicine.  Such  services  shall 
be  limited  to  one  consultation  per  case. 

Section  3.  Emergency  Service:  In  the  event  of 
emergency  treatment  for  accident  or  illness  oc- 
curring while  a subscriber  is  temporarily  absent 
from  home  and  not  within  reasonable  access  to  a 
participating  physician  and  for  which  the  sub- 
scriber is  entitled  to  surgical  services  under 
ARTICLE  IV  hereof,  the  SERVICE  will  pay  any 
duly  licensed  Doctor  of  Medicine  rendering  such 
emergency  treatment  an  amount  not  to  exceed 
the  compensation  which  a participating  physician 
in  such  case  would  have  been  entitled  to  receive 
from  the  SERVICE,  and  such  payment  shall  fully 
discharge  the  SERVICE  of  all  its  obligations 
hereunder  on  account  of  such  treatment.  This 
provision  does  not  include  surgical  services  per- 
formed outside  the  area  regularly  served  by  par- 
ticipating physicians  if  the  subscriber  has  left 
such  area  for  the  purpose  of  obtaining  treatment 
or  examination. 

ARTICLE  VI.  WAIVER  OF  PRIVILEGED 
COMMUNICATIONS. 

Section  1.  This  Agreement  is  made  upon  the 
express  condition  that  any  physician  or  institu- 
tion is  authorized  to  disclose  to  the  SERVICE 
any  information  regarding  or  acquired  in  connec- 
tion with  attendance,  care  or  treatment  of  any 
subscriber  hereunder  and  that  all  provisions  of 
law  or  professional  ethics  forbidding  such  dis- 
closures are  waived  by  or  in  behalf  of  each  sub- 
scriber hereunder. 

ARTICLE  VII.  TERMINATIONS. 

Section  1.  (A)  Nothing  in  this  Agreement 

shall  be  construed  as  a guarantee  that  the  service 
of  a participating  physician  shall  be  available  to 
the  subscriber. 

(B)  If,  by  reason  of  war,  public  disaster,  gen- 
eral epidemic  or  other  public  emergency,  or  for 
any  other  reason,  no  participating  physicians  are 
available  to  render  necessary  surgical  services  to 
a subscriber  hereunder,  the  SERVICE  upon  re- 
quest shall  refund  to  the  Applicant  the  charges 
which  have  been  paid  on  account  of  this  Agree- 
ment for  the  then  current  contract  year,  and 
such  payment  shall  constitute  a full  and  final 
discharge  of  all  obligations  of  the  SERVICE 
hereunder  for  the  period  covered  by  such  refund. 

Section  2.  This  Agreement  may  be  terminated 
by  either  party  hereto  at  any  time  by  giving 
twenty  days  prior  written  notice  to  the  other; 
provided,  however,  that  the  SERVICE  may  not 
exercise  its  right  of  termination  while  a subscrib- 
er shall  be  receiving -surgical  services.  Such  no- 
tice of  termination,  if  given  by  the  SERVICE, 
shall  be  sufficient  if  mailed  twenty  days  in  ad- 
vance of  the  termination  date  therein  specified 
to  the  Applicant  at  his  address  as  it  then  appears 
on  the  records  of  the  SERVICE,  and,  if  given  by 
the  Applicant,  if  so  mailed  to  the  SERVICE  at 
its  principal  office  in  Phoenix,  Arizona. 

Section  3.  If  the  Applicant  establishes  his  resi- 
dence outside  of  an  area  regularly  served  by  par- 
ticipating physicians,  this  Agreement  shall  there- 
upon be  automatically  terminated. 

Section  4.  In  the  event  of  any  default  in  the 
payment  to  the  SERVICE  of  charges  hereon  in 
accordance  with  the  provisions  hereof,  this  Agree- 
ment shall  automatically  terminate  at  midnight 
of  the  day  of  such  default. 

Section  5.  After  termination  of  this  Agree- 
ment, no  subscriber  shall  be  entitled  to  any  fur- 
ther services  hereunder. 
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ARTIC  LE  VIII.  SUBSCRIPTION  C HARGES 
AND  MODIFICATIONS. 

Section  1.  The  amount  of  the  Subscription 
charges  for  subscribers  shall  be  such  as  may  be 
determined  by  the  SERVICE  from  time  to  time. 

Section  2.  (A)  The  SERVICE  shall  have  the 

right  from  time  to  time  to  make  such  changes  in 
the  amount  of  the  charges  applicable  to  the  agree- 
ment and  to  amend  or  modify  any  of  the  terms 
or  provisions  of  this  agreement,  provided  how- 
ever, that  the  applicant  shall  be  notified  of  such 
action  by  written  notice  as  hereinafter  provided. 
If  any  such  change  or  modification  is  not  accept- 
able to  the  applicant,  this  agreement  shall  auto- 
matically terminate  at  midnight  on  the  effective 
date  of  such  change  or  modification. 

(B)  Notice  of  change  or  modification  shall  be 
deemed  sufficient  if  mailed  to  the  remitting  agent 
for  the  Applicant’s  group  or,  in  the  case  of  Appli- 
cants who  are  making  payments  direct  to  this 
SESRVICE  as  provide  din  ARTICLE  IX,  Section 
3 hereof,  if  mailed  to  the  Applicant  at  his  address 
as  it  appears  on  the  records  of  this  SERVICE, 
and  in  either  event,  mailed  at  least  twenty  (20) 
days  prior  to  the  effective  date  of  such  change  or 
modification. 

(C)  After  such  notice,  the  continued  payment 
by  the  Applicant  of  the  Subscription  charges 
shall  be  conclusive  proof  of  his  or  her  agreement 
to  such  changes  or  modifications. 

Section  :5.  The  basis  of  payment  of  the  sub- 
scription charges  by  each  group  whether  month- 
ly, cjuarter-annually,  semi-annually,  or  annually, 
shall  be  determined  by  agreement  between  the 
SERVICE  and  the  remitting  agent  for  the  group, 
according  to  current  enrollment  regulations,  and 
each  Applicant  in  a group  shall  pay  his  or  her 
subscription  charges  in  the  same  manner  and  for 
the  same  period  as  all  other  members  of  the 
group. 

ARTICLE  IX.  MISCELLANEOUS 
PROVISIONS. 

Section  1.  Reinstatement:  In  the  event  this 
Subscription  Agreement  shall  terminate,  it  shall 
be  subject  to  reinstatement  in  the  sole  discretion 
of  the  SERVICE  and  upon  such  terms  and  condi- 
tions as  may  be  determined  by  the  SERVICE. 

Section  2.  Assignment:  This  Subscription 

Agreement  and  the  rights  hereunder  are  personal 
to  the  subscriber  and  in  no  way  assignable. 

Section  .‘5.  Change  of  Remitting  Agent:  An  ap- 
plicant who  leaves  a group  after  the  payment  of 
at  least  one  month’s  charges  in  the  manner  pre- 
scribed for  the  group  may  continue  this  Agree- 
ment in  force  whether  re-employed  or  not  by 
making  his  regular  payments,  plus  any  service 
charges  established  by  the  SERVICE,  directly  to 
the  SERVICE  on  a quarter-annual,  semi-annual 
or  annual  basis.  IN  THE  EVENT  A SUBSCRIB- 
ER AGAIN  BECOMES  A MEMBER  OE  A 
GROUP  ENROLLED  IN  THIS  PLAN,  HE  OR 
SHE  SHALL  BE  REQUIRED  TO  MAKE  PAY- 
MENT THROUGH  THE  GROUP  REMITTING 
AGENT  IN  THE  MANNER  PRESCRIBED  FOR 
SUCH  GROUP. 

Section  4.  Death  of  Applicant:  In  the  event  of 
the  death  of  the  Applicant,  this  Agreement  may 
be  continued,  (Subject  to  the  payment  of  charges 
when  due)  as  to  ail  other  subscribers  hereunder 
who  maintain  their  residence  as  required  in  Arti- 
cle VII,  Paragraph  3 hereof,  until  the  end  of  the 
then  current  contract  year,  whereupon  this 
Agreement  shall  terminate,  subject  to  the  right 
of  any  of  the  surviving  subscribers  hereunder  to 
submit  a new  application  for  a Subscription 


Agreement,  if  any  of  them  are  eligible  in  accord- 
ance with  the  SERVICE'S  then  prevailing  reg- 
ulations. 

Section  Extent  of  SERVICE’S  Obligation: 

The  SERVICE  has  no  control  over  any  diagno- 
sis, treatment  or  care  by  a participating  physi- 
cian or  the  methods  used  in  connection  there- 
with, and  shall  not  be  liable  for  any  negligence 
or  malpractice  on  the  part  of  any  physician 
Neither  the  Applicant  nor  any  other  subscriber 
hereunder  shall  have  any  right  against  or  be  en- 
titled to  any  benefits  from  the  SERVICE,  except 
the  right  to  receive  the  financial  benefits  herein 
provided  for. 

Section  ((.  No  subscriber  shall  be  entitled  to 
share  in  any  reserves  or  other  funds  which  may 
he  accumulated  by  the  SERVICE  except  as  the 
services  available  hereunder  may  be  extended  by 
action  of  the  Board  of  Directors  of  this  SERVICE. 

Section  7.  The  applicant  shall  be  responsible 
for  the  payment  of  all  sales,  service  or  other  tax 
now  or  hereafter  imposed  by  law. 

Section  8.  In  the  event  the  remitting  agent 
shall  default  for  any  reason  in  making  payment 
to  the  SERVICE  of  the  charges  payable  under 
this  Agreement,  or  in  the  event  the  remitting 
agent  gives  notice  to  the  SERVICE  of  its  inten- 
tion not  to  collect  and  remit  such  charges,  this 
Agreement  shall  terminate  at  the  end  of  the 
period  for  which  charges  have  been  paid. 

SCHEDULE  OF  BENEFITS 

The  amounts  listed  in  this  Schedule  of  Bene- 
fits are  set  up  for  payment  of  physicians  provid- 
ing service  to  Blue  Shield  members  as  provided 
in  the  Subscription  Agreement,  in  which  service 
in  full  is  provided  for  those  within  the  income 
limitations  or  indemnity  benefits  to  those  of 
higher  incomes.  They  do  not  represent  average 
fees  nor  do  they  constitute  an  established  fee 
schedule.  Fees  for  all  services  are  not  listed. 
They  will  be  determined  by  experience.  All  fees 
are  subject  to  change  as  experience  dictates. 


All  fees  for  surgery  shall  include  the  usual 
after  care. 

HEAD: 

Simple  trephine  100.00 

Ventricular  puncture  for  encepha- 
lography   75.00 

Epidural  lesions  100.00 

Subdural  lesions  (hematoma  or  abscess). .150.00 
Any  operation  involving  invasion  of 

brain  structure  200.00 

Brain  tumors  and  elective  brain  surgery 
by  special  arrangement. 

THORAX: 

Excision  of  breast  tumor  50.00 

Excision  of  breast  100.00 

Excision  of  breast  with  axillary  glands... .150.00 

Resection  of  rib  75.00 

Thoroscoplasty,  per  stage  (not  to 

exceed  $200.00)  75.00 

Lobectomies  and  pneumonectomy  by 
special  arrangement. 

ABDOMEN: 

Exploratory  laparotomy  100.00 

Appendectomy  100.00 

Bowel  Resection  150.00 

Cholecystectomy  150.00 

C’holecystotomy  150.00 

Hernia,  radical  operation  and 

examinations  100.00 

(Same  for  inguinal,  femoral,  umbilical 
or  ventral) 

Bi-lateral  hernia,  radical  operation  and 
examinations  150.00 
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Gastroenterostomies  150.00 

Partial  Gastrectomies 150.00 

Spleenectomy  200.00 

SPINE: 

Spinal  fusion 200.00 

Laminectomy,  to  include  casts  175.00 

Extrusion  of  intervertebral  disc,  includ- 
ing laminectomy  and  spinal  fusion,  to 

include  casts  250.00 

Laminectomy,  with  spinal  fusion, 

to  include  casts  250.00 

EXTREMITIES: 

Amputations: 

Finger  or  toe 30.00 

Arm  or  forearm  75.00 

Shoulder  disarticulation  100.00 

Leg  (at  or  below  knee)  75.00 

Thigh  100.00 

Hip  disarticulation  175.00 


In  case  of  more  than  one  amputation  of  the 
same  member,  the  fee  shall  be  the  major  one, 
plus  an  additional  30  per  cent:  if  of  other  mem- 
bers, an  additional  50  per  cent. 

Cuts,  contusion,  etc.,  of  other  members  will  be 
considered  a part  of  major  injury,  and  treatment 
thereof  shall  not  be  charged  for  separately. 


GENITO  URINARY: 

Nephrectomy  200.00 

Nephrotomy 175.00 

Nephropexy  125.00 

External  urethrotomy  100.00 

Repair  of  ruptured  urethra 100.00 

Perirenal  abscess  100.00 

Prostatectomy 175.00 

Cystotomy  100.00 

Amputation  of  penis 100.00 

Orchidectomy  75.00 

Hydrocele,  radical  operation  75.00 

Varicocele,  radical  operation  50.00 

SKIN  GRAFT: 

Thiersch  or  Riverdin: 

Small  (approximately  1 to  3 sq.  in.) 25.00 

Medium  (approximately  4 to  25  sq.  in.)....  50.00 

Large  (over  25  sq.  in.) 100.00 

Full  thickness:  Twice  the  above  fee 

Excision  of  subdeltoid  bursa 75.00 

BURSAE: 

Tube  pedicle  by  special  arrangement 

Excision  of  prepatella  bursa 50.00 

Excision  of  olecranon  bursa 35.00 

Removal  of  ganglion  35.00 

Excision  of  nail,  finger  or  toe 5.00 

ARTHROTOMIES  AND  RESECTIONS: 

Corpal,  torsal,  wrist  or  ankle 75.00 

Elbow,  shoulder  or  hip 175.00 

Subtalar  arthrodesis  150.00 

Removal  of  semilunar  cartilage 150.00 

MISCELLANEOUS 

Fistula  in  ano  35.00 

Excision  of  pilonidal  cyst 75.00 

Excision  of  ischio-rectal  abscess 75.00 

Hemorrhoidectomy  75.00 

GENERAL  SURGICAL  PROCEDURE 
WOUND  REPAIR: 

Simple  Repair 10.00 

TENDON  REPAIR: 

When  severed,  first  35.00 

Each  additional  15.00 

NERVE  REPAIR: 

When  severed,  first  50.00 

Each  additional  25.00 


(When  there  are  multiple  nerve  and 
tendon  injuries  in  the  same  wound,  the 
fee  for  the  first  nerve  repair  shall  pre- 
vail, and  additional  nerve  and  tendon  re- 


pairs shall  be  at  the  lesser  fee.  In  such 
cases  no  extra  charge  shall  be  made  for 
muscle,  fascia  or  skin  repair  of  this 


wound.) 

INCISION  AND  DRAINAGE: 

Incision  for  superficial  abscess,  as 

furuncle  or  boil  5.00 

Incision  for  deep  abscess,  requiring 

general  anesthetic  25.00 

Paronychia  5.00 

FOREIGN  BODIES: 

Foreign  body  extraction,  subcutaneous 

with  anesthetic  10.00 

Foreign  body  extraction,  deep  25.00 


Note:  above  extractions  do  not  include 
removal  of  foreign  body  from  eye  or 
orbit  or  body  cavities. 

MANIPULATIONS,  ASPIRATIONS  AND 


INJECTIONS 

MANIPULATIONS: 

Manipulation  of  the  spine  under 

anesthetic  25.00 

Manipulation  of  large  joints,  such  as 
ankle,  knee,  hip,  wrist,  elbow  or 

shoulder  15.00 

All  other  manipulations  under  anesthetic  10.00 
ASPIRATION: 

Elbow,  knee  or  ankle  joint... 15.00 

Bursa,  subdeltoid  or  Subacromial,  first ! 10.00 

Subsequent 5.00 

Bursa,  olecranon  or  prepatello,  first 5.00 

Subsequent  3.00 

Thorax,  diagnostic  10.00 

Therapeutic  20.00 

Pericardium 25.00 

Abdomen  15.00 

Hydrocele  ioi)o 

Subsequent 5. 00 

Injection: 

Injection  of  brusa,  same  as  for  aspiration 
Paravertebral,  sacral  or  introspinal  in- 
jections, first 10.00 

FRACTURES: 

Skull: 

Without  depression  50.00 

Operation  without  the  dura 100.00 

Operation  within  the  dura  150.00 

Facial: 

Maxilla,  malar  or  zygoma,  open  surgery.  ..  75.00 

Mandible,  uni-lateral  50.00 

Mandible,  bi-lateral  100  00 

Nasal  25.00 

Thorax: 

Ribs,  one  15.00 

Each  additional  add  50%-maximum 30.00 

(if  lung  injury  involved,  special  rates 
to  apply) 

Sternum  25.00 

(if  cartilage  injury  involved,  speciai 
rates  to  apply) 

Spine: 

Vertebral  body  with  definite  compres- 
sion of  body  or  neural  arch 100.00 

Compression  or  dislocation  with  cord 

injury 150.00 

Transverse,  spinous  or  articular  process, 

one  or  more  50  00 

Pelvis  751)0 

Sacrum  50  00 

coccyx ;;;;;  50.00 

Upper  Extremities: 

Finger,  simple  reduction  and  immobili- 
zation   15.00 

r mger,  with  displacement  requiring  re- 
duction   25.00 


ill) 
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With  complicating  lacerations  of  the  soft 


tissues  30.00 

(For  each  additional  finger  add  30%  of 
the  specified  fee) 

Metacarpal,  without  displacement  20.00 

Metacarpal,  with  displacement  .....  30.00 

(For  each  additional  metacarpal  add 
30%  of  the  specified  fee) 

Carpal,  closed  25.00 

Carpal,  open  75.00 

Radius  or  ulna  50.00 

Radius  and  ulna  snait  75.00 

Bone  graft,  forearm  : 175.00 

Colles’s  fracture  50.00 

Humerus,  closed  75.00 

Humerus,  open  150.00 

Bone  graft,  humerus  200.00 

Scapula  50.00 

Clavicle  50.00 

Lower  Extremities: 

Great  toe,  simple  reduction  and  im- 
mobilization   15.00 

With  displacement  requiring  reduction  25.00 
With  complicating  lacerations  of  the 

tissue  30.00 

Other  toes  10.00 

With  complicating  lacerations  of  the 

soft  tissues  25.00 

(For  each  additional  toe  add  30%  to  the 
specified  fee) 

Metatarsal,  without  displacement  20.00 

Metatarsal,  with  displacement  30.00 

(For  each  additional  metatarsal  add 
30%  of  the  specified  fee) 

Astragalus  35.00 

Os  calcis,  without  displacement  40.00 

Os  calcis,  with  displacement  requiring 

fraction  . 75.00 

Other  tarsal  bones  25.00 

Tibia  75.00 

Bone  graft,  tibia  175.00 

Fibula  25.00 

Tibia  and  fibula,  shaft  100.00 

Potts  fracture  75.00 

Internal  malleolus  35.00 

Patella,  closed  50.00 

Patella,  open  100.00 

Femur  100.00 

Bone  graft,  femur  175.00 


When  skeletal  traction  is  required,  add  25%  of 
the  usual  fee. 

For  open  reduction  add  50%  of  the  usual  fee, 
except  as  otherwise  specified. 

Chip  fractures  incomplete  fractures,  or  frac- 
tures with  no  significant  change  in  position  or 
alignment,  and  requiring  only  immobilization, 
shall  be  charged  at  50%  of  the  usual  fee,  except 
as  otherwise  specified. 

In  all  cases  the  condition  of  the  fracture  is  to 
he  shown  by  x-ray  both  before  and  after  reduc- 
tion. 

When  closed  reduction  is  unsuccessful  and  skel- 
etal traction  or  open  reduction  is  required,  the 
total  charge,  when  all  procedures  are  carried  out 
by  the  same  surgeon,  shall  be  75%  of  the  com- 


bined fees. 

DISLOCATIONS: 

Mandible 15.00 

Spine,  follow  fracture  fees. 

Finger  10.00 

Wrist  25.00 

Elbow  35.00 

Shoulder,  primary  40.00 

Shoulder,  recurrent  10.00 

Acromioclavicular  25.00 

Stenoclavicular . 25.00 

Toe  10.00 


Ankle  40.00 

Knee 50.00 

Patella  25.00 

Hip  75.00 

In  case  oi  u ucllu  c-UASia^acioa,  c.*c  major  tee 
will  apply. 

CASTS: 

Wrist  (elbow  to  hand)  5.00 

Upper  extremity  (shoulder  to  liana) 10.00 

Body  spica.  one  shoulder  15.00 

Body  spica,  including  both  shoulders 20.00 

Ankles  (knee  to  toes)  5.00 

Lower  extremity  (hip  to  toes) 10.00 

For  walking  iron,  add 5.00 

Unilateral  spica,  including  hip  15.00 

Spica,  including  both  hips  20.00 

Trunk  cast  15.00 

Trunk  cast,  including  neck  and  head.  25.00 


The  above  fees  are  to-  be  in  addition  to  the 
actual  cost  of  materials  used,  and  apply  to  casts 
subsequent  to  the  first. 

When  supplies  are  furnished  by  the  attending 


physician,  see  hospital  schedule  for  fees  for  ma- 
terials. 

EYE  SPECIALTY: 

Removal  of  foreign  body,  unembedded  3.00 

Removal  of  foreign  body  embedded  in 

cornea  or  sclera  5.00 

Removel  of  intra-ocular  foreign  body 100.00 

Iridectomy  75.00 

Excision  of  prolapsed  iris  00.00 

Cataract  extraction  150.00 

Cataract  discission  (needling)  35.00 

Enucleation  75.00 

Evisceration  1.00 

Primary  suture  of  lid  wound  15.00 

Chalazion  10.00 

Operation  for  ectropion,  traumatic 50.00 

Operation  for  entropion,  traumatic 50.00 

Dacryocystectomy  75.00 

Pterygium  35.00 

Conjunctivoplasty  35.00 

NOSE,  EAR  AND  THROAT: 

Nose: 

Removal  of  foreign  body  5.00 

Epistaxis  with  electro  coagulation 10.00 

Submucous  resection  75.00 

Turbinectomy  50.00 

Antrotomy: 

Puncture  with  irrigation  10.00 

Window 50.00 

Subsequent  5.00 

Ear: 

Removal  of  foreign  body  from  external 

canal  5.00 

Primary  repair  of  auricle  involving 

cartilage  15.00 

Myringotomy  5.00 

Mastoidectomy: 

Simple  100.00 

Radical  150.00 

Catheterization  of  eustachian  tube.. 5.00 

Bi-lateral  7.50 

Throat: 

Removal  of  foreign  body  from  throat 5.00 

Removal  of  foreign  body  from  nasal 
Tonsillectomy,  including  local  anesthetic..  35.00 

Tracheotomy  75.00 

Intubation  25.00 

ANESTHETIST: 

Either,  minimum  fee  for  one  hour  or  less  12.00 

For  each  additional  15  minutes 2.50 

Gas,  minimum  fee  for  one  hour  or  less 12.00 

For  each  additional  15  minutes 3.00 

Intravenous,  for  one  hour  or  less 12.00 

For  each  additional  15  minutes 3.00 
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Spinal  and  rectal — Same  as  for  intrave- 
nous 

Any  general  anesthetic  for  minor  opera- 
tions, 15  minutes  or  less 5.00 

Local  anesthetic  to  be  considered  part  of  the 
operative  fee. 

The  period  of  time  to  be  measured  from  the 
beginning  of  induction  of  anesthetic  to  recorded 
end  of  operation. 

SPECIAL  DIAGNOSTIC  AND  THERAPEUTIC 


PROCEDURE 

Esophagoscopy  50.00 

Gastroscopy  50.00 

postnatal  care)  100.00 

Laryngoscopy  25.00 

Bronchoscopy  50.00 

Spinal  puncture  10:00 

Spinal  puncture  with  manometric 

determination  15.00 

Combined  spinal  puncture  : 20.00 

Cisternal  puncture  25.00 

Cystoscopy,  including  catheterization: 

Without  x-ray  25.00 

GYNECOLOGY: 

Hysterectomy  150.00 

Dilation  and  curettage  50.00 

Perineorrhaphy 100.00 

Bartholin  Gland,  incision  10.00 

Bartholin  Gland,  excision  25.00 

Conization  of  cervix  : 25.00 

OBSTETRICS: 

Normal  Delivery  (includes  prenatal  and 

postnatal  care)  150.00 

Caesarean  section  150.00 

CONSULTATION  12.00 


The  services  of  a consultant  shall  be  made 
available  to  a subscriber  upon  certification  of  the 
need  therefor  by  subscriber’s  participating  physi- 
cian and  approval  by  the  Service. 

In  the  event  that  more  than  one  surgical  op- 
eration is  performed  at  the  same  time,  payment 
will  be  made  only  for  the  operation  for  which  the 
largest  amount  is  allowed  in  the  Schedule  of 
Benefits. 

For  any  operation  or  procedure  not  listed  in 
this  schedule,  Blue  Shield  reserves  the  right,  in 
its  sole  discretion,  to  determine  the  amount  of 
service  credit,  if  any,  to  be  allowed. 

For  any  Surgical  or  Obstetrical  Care  for  which 
no  benefits  are  listed  on  the  foregoing  schedule, 
or  in  the  more  complete  list  which  is  available 
for  inspection  in  the  offices  of  Arizona  Blue 
Shield,  the  SERVICE  reserves  the  right  in  its 
sole  discretion,  to  determine  the  amount  of  serv- 
ice credit,  if  any,  to  be  allowed. 


Cverybody,  i 

PRESCRIPTION  DRUGGISTS 

The  REXALL  Store 

Phone  6 & 56 

MESA  < ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


THAT  ASSURED  FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU. 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 


Let  us  take  your  order  for  a suit  that 
will  be  "Strictly  Personal." 

"Let  Thew  Suit  You" 

• 

CHAS.  H.  THEW  TAILORING 

216  N.  Central  Ave. 
PHOENIX,  ARIZONA 
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to  be  shown!* 

And  what  they  do  to  Saftiflask  Solutions — could  only 
happen  in  a biological  laboratory.  Fact  is,  our  being  a 
biological  lab  is  the  main  reason  they’re  so  fussy.  They’re 
so  grooved  to  being  picky  with  Cutter  serums  and  vaccines 
- — they  just  can’t  help  “throwing  the  book”  at  Saftiflask 
Solutions,  too. 

Add  to  such  safety  the  convenience  of  Saftiflask  technic 
— and  even  your  harassed  staff  will  take  time  to  thank 
you!  Nothing  to  assemble — Saftiflasks  are 
ready  when  you  plug  in  the  injection  tubing. 

But,  seeing  is  believing.  Why  not  call  your 
Cutter  representative  for  a demonstration? 

*And  occasionally,  in  spite  of  all  our  pains, 
they  rule  out  a lot  which  could  have  given  your 
patients  trouble. 

CUTTER  LABORATORIES 

BERKELEY,  CALIFORNIA  • CHICAGO  • NEW  YORK 
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Cditorial^ 

How  Your  Tax  Money  Is  Being 
Spent 

Ail  physicians  detest  politics  and  are  loath  to 
listen  to  any  subject  which  pertains  to  it.  But 
as  a group  they  rank  very  high  in  this  country 
in  the  payment  of  income  tax  as  revealed  by 
the  U.  S.  Bureau  of  Internal  Revenue.  So  they 
should  be  interested  at  least  in  how  this  tax 
money  is  being  spent.  Elsewhere  in  this  issue 
is  an  address  delivered  by  the  Hon.  Forest  A. 
Harness,  Representative  in  Congress  from  the 
Fifth  Indiana  District,  before  the  National  Con- 
ference of  the  National  Physicians  Committee  in 
Chicago  September  29,  1947.  It  is  a well  known 
fact  now  that  the  Communist  Party  has  designat- 
ed the  socialization  of  medicine  as  one  of  the 
three  major  objectives  in  the  establishment  of  a 
world  revolution  program.  And  it  is  no  secret 
that  fellow  travelers  have  infiltrated  the  Social 
Security  Agency,  the  Childrens  Bureau,  the  De- 
partment of  Agriculture,  as  well  as  many  other 
government  bureaus  in  Washington.  In  the  re- 
port of  the  Sub-committee  in  Publicity  and  Prop- 
aganda of  the  House  Committee  on  Expendi- 
tures of  Executive  Departments  there  is  this 
finding:  “Each  year  $75,000,000  is  being  spent 
and  45,000  federal  employees  are  engaged  full  or 
part  time  in  propaganda  activities.”  Mr.  Har- 
ness points  out  how  these  various  federal  agen- 
cies keep  the  government  printing  presses,  which 
occupy  33  acres  of  floor  space  in  Washington 
and  employs  7,900  full  time  workers,  busy  turn- 
ing out  this  propaganda. 


Medicine 

And  every  bit  of  material  that  comes  out  of 
these  various  agencies  pertaining  to  medical  care 
advocates  and  urges  the  establishment  of  com- 
pulsory health  insurance  and  complete  socializa- 
tion of  medical  care  in  this  country.  And  this  is 
being  done  in  spite  of  the  fact  that  Congress  in- 
sists that  there  is  a clear  line  of  distinction  be- 
tween legitimate  information  and  information 
which  tends  to  formulate  public  opinion  in  favor 
of  controversial  legislation. 

Furthermore,  these  same  federal  employees  ap- 
pear as  witnesses  before  Congrssional  commit- 
lees,  and  lobby  to  no  end  for  their  desired  legis- 
lation. But  according  to  the  new  anti-lobbying 
act  passed  recently  by  Congress,  if  you  as  a pri- 
vate citizen  or  a representative  of  any  organiza- 
tion wish  to  visit  Washington  to  influence  leg- 
islation in  any  way,  you  must  register  under  the 
provisions  of  this  bill  and  give  full  account  of 
any  money  you  spend,  and  from  whence  you  ob- 
tained it,  or  you  are  liable  to  fine  and  impris- 
onment. 

Of  further  interest  in  this  campaign  for  world 
revolution  is  a new  book  entitled  “140  Million 
Patients”  by  Mr.  Carl  Malmberg.  Mr.  Malmberg 
has  been  a public  relations  advisor  and  informa- 
tion specialist  for  the  U.  S.  Public  Health  Serv- 
ices. And  Mr.  Malmberg  uses  all  arguments 
that  have  been  used  by  the  Communists,  the  fel- 
low travelers,  and  all  other  proponents  of  com- 
pulsory health  insurance  and  socialized  medicine. 
His  book  is  a nice  indictment  of  the  whole  medi- 
cal profession  of  this  country. 

And  it  is  your  income  tax  money  which  fi- 
nances these  bureaus,  pays  the  salaries  of  these 
employees,  and  pays  for  the  printing  of  the  prop- 
aganda which  is  being  used  in  the  attempt  to 
destroy  the  profession  you  represent,  and  the 
highest  type  of  medical  care  that  exists  in  the 
world  today. 


Announcement  of  Van  Meter 
Prize  Award 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award 
of  Three  Hundred  Dollars  and  two  honorable 
mentions  for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to  the  thy- 
roid gland.  The  Award  will  be  made  at  the  an- 
nual meeting  of  the  Association  which  will  be 
(Continued  on  Page  95) 
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TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D. 

An  institution  built  up  during  the  past  ten  years 
for  the  diagnosis  and  treatment  of  cancer  and  allied 
diseases.  Special  attention  to  pathological  diagnosis 
of  tumors  and  treatment  with  X-ray  and  radium. 

Now  in  new  quarters  at 

721  North  4th  Ave. 

TUCSON,  ARIZONA 
Telephone  3671 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 


HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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(Continued  from  Page  93) 
held  in  Toronto,  Canada,  May  6th,  7th,  8th,  1948 
providing  essays  of  sufficient  merit  are  present- 
ed in  competition. 

The  competing*  essays  may  cover  either  clini- 
cal or  research  investigations;  should  not  exceed 
three  thousand  words  in  length ; must  be  pre- 
sented in  English ; and  a type-written  double- 
spaced copy  sent  to  the  corresponding  secretary, 
Ur.  T.  C.  Davison,  207  Doctors  Building,  Atlanta 
3,  Georgia  not  later  than  February  1st,  1948. 
The  committee,  who  will  review  the  manuscripts, 
is  composed  of  men  well  qualified  to  judge  the 
merits  of  the  competing  essays. 

A place  will  he  reserved  on  the  program  of 
the  annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in 
the  annual  Proceedings  of  the  Association. 
This  will  not  prevent  its  further  publication, 
however,  in  any  Journal  selected  by  the  author. 

Respectfully  submitted, 

T.  C.  DAVISON, 

Corresponding  Secretary , 

Aimer.  Asso.  for  the  Study  of  Goiter. 


THE  PATIENT  IS  GRAVELY  ILL!  Some- 
thing must  be  done  to  strengthen  the  right  arm. 
The  patient  referred  to  is  medical  service,  and 
the  right  arm  is  the  nursing  profession.  Medi- 
cal Schools  and  Colleges  are  crowded  with  young 
men  and  women  preparing  themselves  to  be 
physicians  and  surgeons.  That  is  good ! But 
what  about  the  rapidly  dwindling  numbers  of 
young  men  and  women  who  are  selecting  the 
important  career  of  nursing? 

This  problem  should  be  one  of  particular  in- 
terest to  the  medical  profession.  The  high  plane 
of  medical  care  which  prevails  in  these  United 
states  would  not  be  possible  without  efficient 
nursing  care.  The  relative  scarcity  of  graduate 
nurses  available  for  service  to  patients  in  homes 
and  in  private  hospitals  has  already  reached  a 
danger  point  in  many  communities.  Schools  for 
nurses  in  general  are  having  more  or  less  diffi- 
culty in  filling  their  classes  with  applicants. 

The  history  of  nursing  has  been  a glorious 
one  in  peace,  in  war,  and  in  disaster.  Great 
names  such  as  Florence  Nightingale  and  Clara 
Barton,  illuminate  the  pages  of  that  history.  It 
is  our  duty  as  physicians  to  aid  in  every  way  we 
can  to  preserve  the  continuity  of  that  record. 
Organized  medical  societies  and  the  Woman’s 


Auxiliary  can  lend  their  support  to  well-con- 
ceived plans  for  improvement  in  general  and  spe- 
cific conditions  for  student  and  graduate  nurses. 
We  must  encourage  our  young  people  to  enter 
the  nursing  profession,  and  should  continue  to 
support  them  once  they  have  entered  their 
career.  In  most  instances  good  nursing  schools 
of  today  offer  a pleasant  atmosphere,  adequate 
recreation,  and  time  for  outside  interests  while 
learning  a profession.  The  training  given  devel- 
ops character,  especially  in  tolerance,  self  con- 
trol, self  discipline,  initiative,  poise,  compassion, 
and  the  ability  to  get  along  with  people.  Good 
nurses  are  indispensable  to  good  medicine. 
Theirs  is  a great  heritage. 

The  radio  networks  are  emphasizing  the  need 
for  nurses  daily.  Let  us  as  a profession  get  solid- 
ly behind  this  problem! 


Baruch  Proposes  15-Point  Pro- 
g-ram to  Improve  Nation’s 
Health 

Addressing*  approximately  600  physicians  and 
hospital  administrators  attending  a dinner  cele- 
brating* the  progress  of  Associated  Hospital  Serv- 
ice— New  York’s  Blue  Cross  Plan  and  its  affili- 
ate, United  Medical  Service,  at  the  Hotel  Bilt- 
more,  New  York  City,  November  19,  Bernard  M. 
Baruch  called  on  the  medical  profession  to  as- 
sume leadership  in  providing  better  health  for 
the  people  of  America,  outlining  a 15  point  pro- 
gram for  improving  medical  and  hospital  serv- 
ices with  provisions  for  government-financed 
protection  for  needy  individuals. 

Sponsors  of  the  dinner  were  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  Coordinating 
Council  of  the  Five  County  Medical  Societies 
of  Greater  New  York,  and  the  Greater  New  York 
Hospital  Association. . Mr.  Baruch’s  speech  was 
broadcast  over  Station  WCBS. 

Congratulatory  messages  on  the  progress  of 
the  health  plans  were  received  from  Governor 
Thomas  E.  Dewey  and  other  notables,  includ- 
ing aspirants  for  the  presidential  nomination. 
The  messages  were  read  by  Dr.  William  B. 
Rawls,  of  the  Coordinating  Council  of  the  Five 
County  Medical  Societies,  who  acted  as  chair- 
man. Among  those  who  sent  congratulations 
were  former  Governor  Harold  E.  Stassen,  Unit- 
ed States  Senators  Arthur  II.  Vanderberg,  Jos- 
eph II.  Ball,  and  Irving  M.  Ives;  Secretary  of 
(Continued  on  Page  97) 
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. . . to  keep  always  in 
mind  our  original  purpose 
—to  produce  milk  that 
meets,  fi rst  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesome- 
ness, richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 
Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 


FINE  DAIRY  PRODUCTS 
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Labor  Lewis  B.  Schwellenbach,  Surgeon  General 
Thomas  Parran,  the  Reverend  Dr.  Harry  Emer- 
son Fosdiek,  and  Alfred  P.  Sloan,  Jr. 

Pointing  out  that  many  doctors  have  been 
fighting  a “rear  guard  action”  in  providing- 
medical  care  for  all  classes  of  the  people,  Mr. 
Baruch  urged  that  the  medical  profession  accede 
to  the  public  demand  for  more  and  better  medi- 
cal services.  He  also  stressed  the  need  for  coop- 
eration with  the  government  in  obtaining  gov- 
ernment aid  where  necessary. 

Among  the  steps  he  specifically  advocated 
were  a survey  to  modernize  medical  education 
with  greater  emphasis  on  chronic  and  degenera- 
tive diseases,  mental  hygiene,  and  preventive 
medicine ; fewer  specialists  and  more  general 
practiitoners ; the  reorganization  of  medical 
practice  with  emphasis  on  group  medicine  and 
voluntary  insurance ; a new  cabinet  post  for 
health,  education,  and  social  security;  and  the 
creation  of  a non-political  watchdog  committee  to 
safeguard  progress  in  medical  care  for  veterans. 

Referring  to  the  need  for  government  aid 
in  raising  medical  educational  standards,  Mr. 
Baruch  said:  “If  science  and  medicine  ask  the 
Government  for  aid,  which  even  the  conserva- 
tive deems  necessary,  they  must  expect  he  who 
pays  the  fiddler  will  call  the  tune.  This  means 
the  government  will  rightly  insist  on  no  discrim- 
ination in  medical  care  because  of  race,  color, 
or  creed.  It  will  rightly  insist  upon  opportunity 
for  all  to  enter  the  profession  and  advance  on 
the  sole  basis  of  ability  and  character,  without 
restrictions  of  race,  color,  creed,  or  sex.  And, 

I hope,  without  fear  of,  or  favor  from,  the 
State.” 

Mr.  Baruch  congratulated  the  physicians  on 
their  part  in  proving  voluntary  health  insurance 
to  be  “a  sound  practical  way”  of  financing 
health  services.  Although,  he  said,  they  might  in 
time  serve  the  needs  of  the  bulk  of  the  people, 
he  nevertheless  voiced  concern  for  “that  sizeable 
segment  of  society  which  does  not  earn  enough 
to  pay  for  voluntary  insurance.” 

To  provide  for  this  group  he  recommended  a 
program  partially  financed  by  the  government, 
to  be  administered  by  a body  of  doctors  and  non- 
doctors to  keep  medical  care  as  free  from  politics 
as  possible.  He  suggested  a form  of  health  in- 
surance with  adequate  safeguards  for  those  who 
cannot  pay  for  voluntary  insurance.  This  can 


be  achieved,  he  said,  without  involving  “what 
has  been  termed  ‘socialized  medicine.’ 

‘ ‘ The  needs  can  be  met,  as  in  other  fields, 
without  the  government  taking  over  medicine, 
something  I would  fiercely  oppose,”  he  said. 

Mr.  Baruch  paid  tribute  to  General  Omar 
Bradley  and  General  Paul  Hawley  for  their 
conduct  of  the  Veterans  Administration  health 
program  and  urged  the  medical  profession  to 
“preserve  the  ground  so  arduously  gained.” 

Reprinted  from  New  York  Medicine. 


The  Executive  Secretary 

The  Council  in  session  on  November  23  elect- 
ed Mr.  Alan  Jackson  of  Wayne,  Michigan  to  the 
position  of  Executive  Secretary  for  the  associa- 


tion. Mr.  Jackson  was  present  for  an  interview 
at  that  time  and  accepted  the  appointment  to 
assume  the  duties  of  the  office  on  December  15. 

Mr.  Jackson,  while  not  an  Arizona  resident,  is 
a graduate  of  the  University  of  Arizona,  class 
of  1940,  and  received  his  Master’s  Degree  in  so- 
cial administration  from  the  Western  Reserve 
University  at  Cleveland.  He  is  a veteran  of 
World  War  II,  serving  three  years  with  the  U. 
S.  Navy  in  the  Pacific  Theatre  of  War.  Since 
discharge  from  the  service  Mr.  Jackson  has  been 
employed  at  Wayne,  Michigan  in  activities  allied 
with  the  medical  profession  in  social  aspects.  The 
(Continued  on  Page  99) 
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What  You  Should 


KNOW... 

About  a Federal  Savings  and  Loan  Association 

★ 

Federal  Savings  and  Loan  Associations  are  chartered  and  supervised  by  the  United  States 
Government.  Each  Association  is  a separate  locally-owned,  locally-managed  institution,  and 
its  accounts  are  insured  by  the  Federal  Savings  and  Loan  Insurance  Corporation  of  Washing- 
ton, D.  C.,  an  instrumentality  of  the  United  States  Government. 

Two  types  of  accounts  are  offered — savings  accounts  on  which  dividends  are  credited  twice 
yearly  on  June  30  and  December  31,  and  investment  accounts  on  which  dividends  are  paid 
by  check  at  the  same  dividend  dates.  Dividend  rates  are  identical  on  the  two  types. 

Dividends  are  declared  in  June  and  December  and  are  based  on  the  earnings  of  the  As- 
sociation. Our  current  rate  is  2%  per  annum.  We  always  pay  the  highest  rate  commensurate 
with  safety  and  good  business  practice. 

Funds  placed  here  on  or  before  the  tenth  of  any  month  earn  dividends  as  of  the  first  of 
that  month,  a factor  which  makes  it  profitable  for  you  to  add  to  your  account  constantly. 

The  Association  may  make  loans  only  on  the  security  of  first  mortgages  on  improved  real 
estate,  mostly  homes,  which  represents  the  highest  type  of  security — and  on  United  States 
Government  bonds. 

You  are  cordially  invited  to  come  in  and  see  us,  telephone  us  or  drop  us  a line,  in  the 
event  that  you  have  any  further  questions.  Accounts  may  be  opened  by  mail. 

jl°1c  is  our  current  rate  on  all  accounts 
★ 

FIRST  FEDERAL  SAVINGS 

and  Loan  Association  of  Phoenix 

30  West  Adams  Phoenix,  Arizona  Tel.  2-3434 

Joseph  G.  Rice,  President 
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association  feels  it  lias  secured  an  able  young  ex- 
ecutive to  carry  on  its  heavy  program  of  public 
and  professional  activities. 

The  employment  of  Mr.  Jackson  is  an  expan- 
sion of  the  central  office,  making  it  possible  to 
carry  the  work  of  the  association  direct  to  the 
county  societies  and  to  the  various  public  agen- 
cies with  which  the  work  of  the  association  is 
allied. 

Members  and  friends  of  the  association  are  in- 
vited and  urged  to  drop  into  the  association  of- 
fices at  6J2  Security  Building,  Phoenix,  to  meet 
Mr.  Jackson  and  talk  with  him  on  matters  of 
mutual  interest. 


NEWS  NOTES 


NEWS  RELEASE 

RE:  RESIDENCY  TRAINING  PROGRAM 

Dr.  Harold  W.  Sterling,  Manager  of  the  Vet- 
erans Administration  Hospital,  North  Little 
Rock,  Arkansas,  announces  that  the  first  Resi- 
dency Training  Program  in  Psychiatry  in  the 
State  of  Arkansas  has  been  formally  approved 
by  the  American  Medical  Association  and  the 
American  Board  of  Psychiatry  and  Neurology. 
The  American  Medical  Association  has  approved 
this  hospital  for  15  residents  for  a three-year 
training  period,  and  this  action  marks  another 
step  in  the  advancement  of  medical  education  by 
the  Veterans  Administration  and  in  this  state. 
'I’ll is  approval  was  gained  with  the  close  cooper- 
ation of  Dean  II.  Clay  Chenault  of  the  University 
of  Arkansas  School  of  Medicine,  and  this  Resi- 
dency Training  Program  will  be  conducted  in 
close  liaison  with  the  Medical  School,  utilizing 
the  vast  and  varied  clinical  material  available  in 
the  School  of  Medicine’s  out-patient  clinic  and 
the  University  Hospital.  In  addition  to  prac- 
tical experience  in  Child  Guidance  and  Mental 
Hygiene  Clinics  at  the  University  of  Arkansas 
School  of  Medicine.  Residents  will  also  obtain  ex- 
perience in  the  Mental  Hygiene  Clinic  of  the 
Veterans  Administration.  Limited  opportunities 
for  personal  psychoanalysis  are  available  to 
the  residents. 

Residents  will  be  accepted  for  training  on  July 
1 and  January  1 of  each  year  with  an  annual 
stipend  of  $3,300  for  physicians  who  served  as 
(Continued  on  Page  101) 


LAIRD  & DINES 

The  REXALL  Stoi'e 

Reliable  Prescription  Service 

Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


EDWARD  L.  JACHOWSKI  PHONE  4-7049 

OWNER  & MANAGER 

PHOENIX  LIMB  SHOP 

SPECIALISTS  IN  ARTIFICIAL  LIMBS 
LADY  ATTENDANT 
1016  East  McDowell 
PHOENIX.  ARIZONA 

SERVICE  MANUFACTURE  REPAIR 


• 

No  fuss,  no  red  tape, 
no  delays  - - - these 
are  some  reasons  why 
more  physicians  and 
surgeons  are  turning 
every  day  to  our  Pro- 
fessional Loan  Service 
for  their  patients. 
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LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
James  M Ovens,  M.  D.,  F.A.C.S. 
Wm  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S Haines,  M.  D.,  F A C S. 
John  D.  Ricker,  M D. 

S.  F.  Hartman,  M.  D. 

UROLOGY 

M.  L.  Day,  M.  D,  F.A.C.S. 

L.  L.  Stolfa,  M.  D 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D E.  Brinkerhoff,  M.  D.,  F.A.C.S. 

O W.  Thoeny,  M.  D.,  F A C S. 

DERMATOLOGY 

George  K.  Rogers,  M.  D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F A C.P. 
Leslie  B.  Smith,  M.  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F.  Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D. 

DENTISTRY  AND  ORTHODONTIA 

Norton  J Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 

RADIOLOGY  CLINICAL  PATHOLOGY 

Audrey  Wilson,  M.  D.  Hugh  Wilson,  M,  D. 

DEPARTMENT  OF  MEDICAL  RESEARCH 

Carlos  A.  Tanturi,  M.  D. 
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Medical  Officers  during  World  War  II  and  an 
annual  stipend  of  $900  to  $1,800,  plus  subsist- 
ence, for  others 

This  Training  Program  is  directed  by  an  Ed- 
ucational Committee  composed  of  the  following: 

Dr.  Harold  W.  Sterling,  Manager,  VA  Hos- 
pital, North  Little  Rock,  Arkansas,  Chairman. 

Dr.  H.  Clay  Chenault,  Vice-President  for  the 
University  of  Arkansas,  School  of  Medicine, 
Membc  r. 

Dr.  Crawford  N.  Baganz,  Director  of  Profes- 
sional Education,  VA  Hospital,  North  Little 
Rock,  Arkansas,  Member. 

Dr.  B.  B.  Wells,  Dean,  University  of  Arkansas 
School  of  Medicine,  Little  Rock,  Arkansas, 
Member. 

Dr.  Rudolf  N.  Bollmeier,  Consultant  in  Psychi- 
atry, VA  Hospital,  North  Little  Rock,  Arkan- 
sas, Member. 

Dr.  E.  F.  Gildea,  Professor  of  Neuro-Psychi- 
atry, Washington  University  School  of  Medicine, 
St.  Louis,  Mo.,  Ex-Officio  Member. 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 

• 

Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 


Serving  Arizona  Since  1867 


Tucson  Casa  Grande 


ANNOUNCEMENT 

STANDARD  SURGICAL  AND  HOSPITAL  SUPPLY  CO. 

Will  hereafter  be  known  as 

STANDARD  SURGICAL  SUPPLY  CO.,  INC. 

710  North  First  Street 


NELSON  S.  PRAIGG 

General  Manager 


W.  B.  ROBINSON 
Sales  Manager 


SALES 

George  Smith,  Hal  Russell,  Fred  Bornstein,  Tony  Lauer  and  Tony  Krivz 

OFFICE 

Inez  Schwab,  Edna  Penn  and  Kay  Kutis 
SHIPPING 

John  Newell,  LeRoy  Lanuti,  and  Bill  Ehrman 


L.  B.  STALLCUP,  President 
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The  R eason  . . . 

. . . for  Sneezing 

Among  Your  P.  S.  P.'s 

In  January  and  February  your  " Pollen  Sensitive  Patients  will,  in  all 
probability,  be  affected  by  the  major  factors  listed. 

Below  Above 

4,000  Feet  Elevation  4,000  Feet  Elevation 

January  . Cottonwood Mountain  Cedar 

February Cottonwood The  Junipers 

Arizona  Ash 

Pre-seasonal  treatment  for  spring  and  summer  allergies  should  be 
commenced  now. 

DIAGNOSTICS  Furnished  Upon  Request 

TREATMENT  SETS  (Parenteral) 

3-vial  three  dilution  sets,  personalized  to  meet  your 
patients'  individual  needs  $10.00 

TREATMENT  SETS  (Oral) 

3-vial  three  dilution  sets  for  oral  administration  pre- 
pared in  accordance  with  your  diagnostic  findings 
(especially  suitable  for  children  and  in  those  cases 
where  distance  or  occupation  make  frequent  visits  to 
the  physician's  office  difficult!  $10.00 

• 

An  allergy  service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area 

of  your  practice. 

cAlleryy,  (%e search  J^aboratorieA,  3nc, 

Phoenix,  Arizona  U.  S.  Biological  License  No.  151 
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The  Southwestern  Meeting 

The  Southwestern  Medical  Association  meet- 
ing held  in  Phoenix  November  6,  7,  and  8,  1!)47 
received  most  favorable  comment  from  those 
who  attended  the  convention.  In  many  respects 
it  was  outstanding.  The  attendance  was  the  larg- 
est recorded  at  any  previous  meeting.  The  guest 
speakers  were  authorities  in  their  respective 
fields  and  discussed  topics  which  were  carefully 
selected  for  their  largest  appeal  in  interest  and 
timeliness. 

To  most  of  his  listeners  Dr.  II.  L.  Bockus 
sounded  the  first  note  of  conservatism  on  va- 
gotomy. He  emphasized  that  judgment  on  the 
value  of  that  operation  lie  withheld  until  time 
lias  permitted  proper  evaluation,  and  that 
enough  vagotomies  have  been  done  thus  far  to 
yield  ample  cases  for  study.  In  his  other  talks 
Dr.  Bockus  reviewed  the  present  knowledge  in 
the  diagnosis  of  pancreatitis  and  carcinoma  of 
the  colon.  Dr.  Ferguson  participated  in  present- 
ing the  surgical  aspects  of  pancreatitis  and  col- 
onic malignancy.  I <r.  Bernard  J.  Alpers  brought 
many  everyday  problems  of  neurology  in  a con- 
cise, practical  manner.  Dr.  Ignacio  Chavez  pre- 
sented considerable  original  work  done  at  the 


Cardiologic  Institute  in  Mexico  City.  Dr.  Max 
M.  Strumia  summarized  a tremendous  volume  of 
information  on  the  most  recent  developments  in 
clinical  pathology.  Dr.  Emil  Gogen  brought  to 
the  meeting  the  most  recent  thoughts  on  strep- 
tomycin. The  opththajmologists  had  three  days 
of  intensive  postgraduate  work  from  Dr.  Ed- 
mund B.  Spaeth. 

Some  thought  may  be  given  to  the  success  of 
future  meetings.  While  many  factors  are  in- 
volved in  attracting  the  most  competent  and 
desirable  speakers,  it  is  believed  that  increased 
attendance  will  aid  in  maintaining  the  quality 
of  the  programs.  The  panel  discussion  feature 
and  question  and  answer  periods  are  becoming 
increasingly  popular  at  the  regional  meeting. 
Future  programs  might  substitute  these  for 
some  of  the  formal  or  didactic  presentations 
with  benefit. 


Medical  & Dental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bldgr.  Phone  4-4688  Phoenix,  Ariz. 

An  Ethical  Financial  Service  for  Your  Patients  • Founded  1936 


AMERICAN  LINEN 


Specialists  In 

PROFESSIONAL  LINEN  SERVICE 

Telephone  2-2280 
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LOIS  OR  UNO  W MEMORIAL  CLINIC 
LECTURE  SERIES 

THURSDAY,  FEBRUARY  19,  1948 
Dr.  T.  A.  Ilart  graves,  C hair  man 
1:00  P.M.  “Differential  Diagnosis  of  Foot 
Pain  ’ ’- — 

Dr.  William  H.  Biekel 

1:40  P.M.  “Treatment  of  Diarrhea  in  Infants 
with  Streptomycin  and  Oral 
Amigen” — 

Dr.  Elvira  Goettsch 

2:20  P.M.  “Differential  Diagnosis  and  Treat- 
ment of  Adult  Tumors  of  the  Kid- 
ney and  Ureter”- — 

Dr.  Vincent  J.  O’Conor 

INTERMISSION 
3:00  P.M. -9:10  P.M. 

3:10  P.M.  “Carcinoma  of  the  Colon  and  Rec- 
tum”— 

Dr.  Henry  G.  Williams 

3:50  P.M.  “Renal  and  Nonrenal  (Extrarenal) 
Uremias ' ’ ' — 

Dr.  Francis  D.  Murphy 
4:30  P.M.  “Roentgenologic  Aspects  of  Gastro- 
intestinal Disease” — 

Dr.  Lester  W.  Paul 

FRIDAY,  FEBRUARY  19,  1948 
Dr.  Leslie  B.  Smith,  Chairman 
9:30  A.M.  “Certain  Conditions  Which  Inter- 
fere with  Growth.  Sec.  I.  Certain 
Congenital  Anomalies  of  the  Gen- 
ito-Urinary  and  Intestinal  Tracts” 
Dr.  Elvira  Goettsch 

10:10  A.M.  “ Ophthalmic-  Plastic  Procedures” 
Dr.  Oscar  W.  Thoeny 
10:50  A.M.  - 11  :00 

INTERMISSION 

11:00  A.M.  “Conservative  Surgical  Treatment 
of  Hydronephrosis  and  Nephrop- 
tosis ’ ’ — 

Dr.  Vincent  J.  O’Conor 
11:40  A.M.  “Backache” — 

Dr.  William  II.  Biekel 
Dr.  Merriwether  L.  Day,  Chairman 
2:00  P.M.  “Intracerebral  Calcification” — 

Dr.  John  A.  Eisenbeiss 

2:40  P.M.  “Hypertensive  Heart  Disease  and 
Their  Management” — 

Dr.  Francis  D.  Murphy 
3 :20  P.M  . - 3 :30  P.M. 


c Announcing! 


Fast  - Free 


DELIVERY  SERVICE,  FOR 
YOUR  PRESCRIPTIONS 


PARTIN'S  ENCANTO  PHARMACY 

1501  West  Thomas  Road 
Phones:  5-1425  - 5-5431 


FELSHER 

PRESCRIPTION  LABORATORY 


Diabetic,  Surgical  and  Sick  Room  Supplies 


650  N.  First  Ave.,  corner  McKinley 

Prompt  Delivery  Personal  Attention 
24  Hour  Telephone  Service 
Phone  3-2070  Wm.  M.  Felsher,  R.  Ph. 


PROMPT 

MAIL 

ORDER 

SERVICE 


PRESCRIPTION  PHARMACISTS 


PHOENIX 

GLOBE  MIAMI  SUPERIOR 

CASA  GRANDE  WICKENBURG 


AN -EVANS 

DRUG  STORES 


1 0th  St.  & McDowe'l  3rd  Ave.  & Roosevelt 

1536  W.  Van  Buren  16th  St.  & Thomas  Rd. 
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INTERMISSION 

3 :30  P.M.  ' ‘ The  Management  of  Diseases  of  the 
Thyroid,  Including-  Some  of  Their 
Newer  Developments” — 

Dr.  Frank  H.  Lahey 
4:10  P.M.  “Diagnostic  X-rays” — 

Dr.  Lester  Paul 


SATURDAY,  FEBRUARY  21,  1948 
Dr.  David  E.  Brinkerhoff,  Chairman 
10:00  A.M.  “Acute  Disorders  of  the  Heart: 
Their  Diagnosis  and  Treatment” 
Dr.  Francis  D.  Murphy 
10:40  A.M.  “Small  Bowel  Tumors” — 

Dr.  Hugh  Wilson 
11:20  A.M.  - 11:30  A.M. 

INTERMISSION 

11 :30  A.M.  “Roentgen  Examination  in  Chronic 
Joint  Disease”- — 

Dr.  Lester  W.  Paul 
Dr.  William  F.  Schoffman,  Chairman 
2:00  P.M.  “Certain  Conditions  Which  Inter- 
fere with  Growth  : Section  II.  Rec- 
ognition and  Treatment  of  Neuro- 
logic and  Deficiency  States” — 

Dr.  Elvira  Goettsch 

2:40  P.M.  “Bone  and  Root  Resorption” — 

Dr.  Norton  J.  Wood 
3:20  P.M.  - 3:30  P.M. 

INTERMISSION 

3:30  P.M.  “Treatment  of  Complications  of 
Fractures”- — 

Dr.  William  II.  Bickel 

4:10  P.M.  “Modern  Attitude  of  Treatment  of 
Carcinoma  of  Prostate  Gland” — 
Dr.  Vincent  J.  O’Conor 


PARTIN'S  ENCANTO  PHARMACY 

FOR  RELIABLE  PRESCRIPTION  SERVICE. 
PHONE  US: 

5-1425 

5-5431 

(Open  every  day  of  the  week) 

• 

1501  W.  Thomas  Rd. 

Phoenix,  Ariz. 


MOUNTAIN  SPRING 
WATER . . . 


FIRST  IN 

• PURITY 

• FRESHNESS 

• TASTE 


Do  you  have  patients  whose  ailments  pro- 
hibit them  from  drinking  tap  water? 
You  can  recommend  fresh,  naturally  pure 
Mountain  Spring  Water  with  complete 
safety!  Here  is  a crystal-clear,  thirst- 
quenching water  that  has  been  approved 
by  city  and  state  health  authorities  for 
its  high  standard  of  purity  for  more  than 
20  years.  A chemical  analysis  will  be 
mailed  without  obligation  upon  request. 

PURE-TEST  MINERAL-FREE  WATER 
ALSO  AVAILABLE 

MOUNTAIN  SPRING  WATER  CO. 

1806  W.  Spruce  Phone  3-4323 

(3  Blocks  South  of  6 Points! 


Serving  Phoenix  and  the  Valley  for  over  25  years 


Standard  Insurance 
Agency 

EDWARD  H.  BRINGHURST,  Pres. 

• 

We  Specialize  in  Writing 

Malpractice  or 

Professional  Liability  Insurance 

We  also  handle  all  lines  of 
Fire  and  Casualty  Insurance 

• 

35  West  Jefferson  St. 

Phone  4-1135 
PHOENIX,  ARIZONA 
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cANNUAL  ^MEETING 

ARIZONA  STATE  MEDICAL  ASSOCIATION 


Meeting  Places  ....  MAY  19-21  (inclusive)  1948 

PHOENIX,  ARIZONA 

SHRINE  AUDITORIUM  . . . 

Registration 

Scientific  and  Business  Sessions 

Hall  of  Exhibits 

HOTEL  WESTWARD  IIO  . . . 

Headquarters.  Entertainment  Features. 

“Presidents’  Dinner-Dance,”  honoring  presi- 
dents of  the  Association  and  the  Auxiliary. 

Scientific  Sessions  .... 

Speakers  for  the  Scientific  Sessions  trill  in- 
clude Guest  Speakers  of  national  prominence  in 
their  respective  fields,  and  local  authors  on  the 
local  aspects  of  medicine  and  surgery. 

Guest  Speakers  .... 

JEROME  W.  COW.  M.  D. — Associate  Pro- 
fessor of  Medicine,  University  of  Michigan 
College  of  Medicine. 

J.  DEWEY  DISCARD,  M.  D. — Professor  of 
Surgery,  University  of  Nebraska  College  of 
Medicine. 

SPEAKER  OX  ORTHOPEDIC  SURGERY. 
To  be  selected  and  announced  in  a later  is- 
sue of  the  Journal.  The  National  Founda- 
tion of  Infantile  Paralysis,  Inc.  is  supply- 
ing this  speaker. 

Each  guest  will  present  two  and  possibly 
three,  papers  during  the  session.  Their  subjects 
will  be  announced  in  the  March  issue  of  the 
Journal. 


Local  Speakers. 


The  following  county  societies  will  supply  the 
local  papers  for  the  scientific  sessions:  Coconino. 
Gila,  Greenlee,  Maricopa,  Mohave,  Navajo,  Pima. 
Pinal,  and  Santa  Cruz.  The  program  of  speak- 
ers will  soon  be  completed  and  will  be  published 
with  the  fill  1 program  in  March. 
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IRRITABLE 

BOWEL 

SYNDROME 


“Therapeutic  efforts  toward  the  relief  of  constipation 
in  patients  with  an  irritable  bowel  syndrome 
must  be  continued  over  prolonged  periods  of  time. 
Cathartics  which  exert  their  action  by  direct 
irrigation  of  the  intestinal  mucosa  have 
no  place  in  long-term  bowel  management.  . . . 

The  most  satisfactory  results  were 
obtained  with  a hydrophilic  mucilloid  [Metamucil] 
prepared  from  psyllium  seed.  . , 


METAMUCIL 


When  prolonged  treatment  is  indicated,  Metamucil — 
the  “smoothage”  management  of  constipation  — 
fits  well  into  the  program. 

Smooth,  gentle,  normal  evacuation — the  desired  action  in 
the  irritable  bowel  syndrome  — is  afforded  by 
the  use  of  Metamucil. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata  (50%),  a seed 
of  the  psyllium  group,  combined  with  dextrose  (50%)  - 
as  a dispersing  agent.  Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

*Dolkart,  R.  E.;  Dentler,  M.,  and  Barrow,  L.  L.:  The  Effect  of 

Various  Types  of  Therapy  in  the  Management  of  the  Irritable  Bowel 
Syndrome,  Illinois  M.  J.  90:2^1  (Nov  ) 1946. 
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RESEARCH 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA 
STATE  MEDICAL  ASSOCIATION 

DIRECTORY 

NATIONAL  BOARD  OF  DIRECTORS 

1947  - 1948 

President.... Mrs.  Eustace  A.  Allen 

18  Collier  Road,  N.  W.,  Atlanta.  Ga. 

President-Elect.. ...  . . Mrs.  Luther  Kice 

95  Brook  St.,  Garden  City.  Long  Island,  N.  Y. 

Treasurer Mrs.  Arthur  Herold 

1166  Louisiana  Ave..  Shreeveport.  La. 

Constitutional  Secretary Mrs.  George  Turner 

3003  Silver  Street,  El  Paso.  Texas 

1st  Vice-President Mrs  David  Allman 

104  St.  Charles  Place,  Atlantic  City,  N.  J. 

2nd  Vice-President .,. Mrs.  Leo  J.  Schaefer 

700  Highland.  Salina,  Kansas 

3rd  Vice-President Mrs.  Arthur  E.  Underwood 

3725  Wuana  Vista  Dr.,  Vancouver.  Wash. 

DIRECTORS— ONE  YEAR 

Mrs.  Jesse  Hamer  ... Phoenix,  Arizona 

1819  North  11th  Avenue 

Mrs.  James  P.  Simonds Chicago,  Illinois 

234  East  Pearson  Street 

Mrs.  J.  L.  Stevens Mansfield,  Ohio 

67  North  Mulberry  Street 

Mrs.  Ralph  Eusden Long  Beach  7,  Calif. 

4360  Myrtle  Avenue 

DIRECTORS — TWO  YEARS 

Mrs.  I.  J.  Bridenstine Missoula,  Mor.t. 

Box  1475 

Mrs.  U.  G.  McClure Charleston  1,  W.  Va. 

1592  Quarrier  Street 

Mrs.  David  Long... Harrisonville,  Mo. 

ADVISORY  COUNCIL 

President Dr.  Edward  Leroy  Bortz 

Philadelphia.  Penna. 

Sec’y-General  Manager.. ....  Dr.  George  Lull 

535  North  Dearborn  Street,  Chicago  10,  111. 


ARIZONA  STATE  BOARD  OF  DIRECTORS 

President Mrs.  Harry  T.  Southworth 

Country  Club,  Prescott 

President-Elect. Mrs.  Thomas  H.  Bate 

305  W.  Cypress,  Phoenix 

1st  Vice-President Mrs.  Melvin  L.  Kent 

454  E.  1st  Ave.,  Mesa 

2nd  Vice-President Mrs.  Hugh  C.  Thompson 

135  S.  Palomar  Drive,  Tucson 

Recording  Secretary  .—Vacancy 

Corresponding  Secretary.  Mrs.  Alvin  Kirmse 

Ft.  Whipple,  Arizona 

Treasurer... ..Mrs.  Karl  S.  Harris 

16  E.  Catalina  Ave..  Phoenix 

Directors.  Mrs.  Paul  H.  Case,  Kt.  2,  Box  216  C,  Phoenix;  Mrs. 

Hervey  S.  Faris,  155  S.  Palomar  Dr.,  Tucson;  Mrs. 
James  H Allen,  829  Crest  Ave.,  Prescott. 


COMMITTEE  CHAIRMEN 

Health  Mrs.  I.  E.  Harris,  Miami 

National  Board. Mrs.  Jesse  D.  Hamer,  Phoenix 

1819  N.  Eleventh  Ave. 

Publicity  Mrs.  Louis  G.  Jekel,  Phoenix 

Rt.  2.  Box  216D 

Bulletin Mrs.  Carlos  C.  Craig.  Phoenix 

727  Encanto  Drive 

■Hygeia Mrs.  Howard  D.  Cogswell 

2427  E.  Eighth,  Tucson 

Legislative. Mrs.  Win.  F.  Schoffman 

36  N.  Country  Club  Drive,  Phoenix 

Mrs.  George  B Irvine,  Tempe 


Public  Relations  Mrs.  W.  Roy  Hewitt,  Tucson 

15  Calle  Corte 

Post  War  Planning  Mrs.  Henry  A.  Hough 

225  Yavapai  Dr.,  Prescott 

Advisory  Council Council  of  Arizona  Medical  Association 

COUNTY  AUXILIARY  PRESIDENTS 

GILA  Mrs.  Clarence  Gunter,  Globe 

MARICOPA  Mrs.  Joseph  Bank 

2210  N.  Ninth  Ave.,  Phoenix 

PIMA Mrs.  C.  E.  Starns 

1616  E.  Sixth.  Tucson 

YAVAPAI  Mrs,  E.  B Jolley,  Jerome 


ORTHOPEDIC  APPLIANCES 
BRACES.  LIMBS.  BELTS.  TRUSSES 
ARCH  SUPPORTS  8c  REPAIRING 

CAMP  - SURGICAL  - SUPPORTS 


TUCSON  BRACE  SHOP 

847  SOUTH  SIXTH  AVE. 

BY  PRESCRIPTION  ONLY 
Karl  J.  Kean  phone  5929 


HALA  OWEN  NURSING  HOMES 

Orange  Road  Sanatorium 
Rt.  1,  Box  1028  — Tel.  5-0257 

Rose  Lane  Farm 
Rt.  2,  Box  317  — Tel.  5-2417 

Limited  to  Neuropsychiatric  Patients 
Custody's  Accepted 


Beverly  Burke 

PRESCRIPTIONS 

Van  Buren  at  Fourth  Street  Phoenix 


AiaccAlpine  2bruy  Co. 

K The  Store  j$ 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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LOVELACE  FOUNDATION  FOR  MEDICAL 
EDUCATION  AND  RESEARCH 

Albuquerque,  N.  M.  Establishment  in  Albu- 
querque of  a million-dollar  philanthropic  foun- 
dation for  the  advancement  of  medical  science, 
similar  to  the  famed  Mayo  Clinic  of  Rochester, 
Minn.,  was  announced  today  by  Dr.  William  R. 
Lovelace,  founder  of  Lovelace  Clinic  here  and 
consulting  surgeon  for  the  Atchison,  Topeka  & 
Santa  Fe  Hospital. 

Known  as  the  Lovelace  Foundation  for  Medi- 
cal Education  and  Research,  the  organization 
will  have  as  assets  the  entire  $1,000,000  property 
of  Lovelace  Clinic,  a group  of  practicing  physi- 
cians Avell  known  in  the  Southwest.  Floyd  B.  Od- 
ium, president  of  the  Atlas  Corp.  of  New  York, 
is  chairman  of  the  board  of  trustees. 

Operating  at  the  outset  from  earnings  of  the 
doctors  in  excess  of  operating  expenses,  the  Foun- 
dation eventually  expects  to  construct  a new 
building  in  Albuquerque  to  house  the  Clinic’s 
expanded  activities.  With  a staff  of  22  doctors 
and  more  than  20,000  patients  a year,  the  Clinic 
is  the  largest  in  New  Mexico  and  one  of  the  larg- 
est in  the  Southwest.  It  will  function  as  a volun- 
tary association  of  salaried  physicians  under  a 


board  of  governors  and  will  own  no  property. 

A basic  function  of  the  Foundation  will  be 
fellowship  awards  enabling  young  doctors  to  take 
post-graduate  training  at  the  Clinic  for  recogni- 
tion as  qualified  specialists.  It  is  hoped  to  con- 
duct this  training  through  affiliation  with  an 
approved  medical  school. 


On  Monday,  September  first,  Miss  Helen  E. 
Watkins  took  up  her  duties  as  Executive  Secre- 
tary of  the  Arizona  Anti- Tuberculosis  Associa- 
tion, succeeding  T.  C.  Cuvellier,  who  is  retiring 
after  twenty-seven  years  of  service  to  the  Associ- 
ation. Mr.  Cuvellier  will  remain  in  Phoenix  for 
the  rest  of  the  year  assisting  Miss  Watkins  in 
her  new  work. 

Miss  Watkins,  a graduate  of  Cornell  Univer- 
sity, comes  to  Arizona  from  her  native  state  of 
New  York,  where  for  more  than  twenty  years 
she  has  worked  with  Local  Tuberculosis  Associ- 
ations in  New  York  and  State  Tuberculosis  As- 
sociations in  various  capacities.  Most  recently 
she  has  been  Director  of  Recruiting,  Training 
and  Placement  of  Personnel  for  the  New7  York 
State  Committee  on  Tuberculosis  and  Public 
Health  of  the  State  Charities  Aid  Association. 


OUR  1$  DEPT. 

Designed  To  Serve 
Both  Doctor  and  Patient 
Accurately  - Ethically 
And  as  Promptly  as 
Correctness  Will  Permit 


Serving 

All  West  Phoenix 


McNATTeDRUGS 


2829  West  Van  Buren  St. 


Phone  3-841 1 Delivery  Service 


Arizona  Mi£l>icink 


January,  l!)iS 


Challenged  by  the  many  problems  which  cause 
Arizona  to  have  such  a high  tuberculosis  deatli 
rate — 123.1  as  against  30.8  in  New  York  State — • 
Miss  Watkins  accepted  the  invitation  of  the  Ari- 
zona Anti-Tuberculosis  Association  to  become 
its  Executive  Secretary,  the  fourth  since  the  As- 
sociation was  founded  in  October,  1917.  The 
rapid  growth  of  the  State  of  Arizona  makes  an 
expanding  program  of  health  protection  and 
service  for  our  citizens  of  utmost  importance. 
The  close  cooperation  of  the  State  and  County 
Health  Departments  and  the  Tuberculosis  As- 
sociation on  such  a program  should  assure  a pro- 
gressively better  health  status  for  all. 


PRELIMINARY  ANNOUNCEMENT  OF 
POSTGRADUATE  COURSES  FOR 
QUALIFIED  PHYSICIANS 

At  Medical  Center,  University  of  California 
San  Francisco 


By  Faculty  of  Medical  School,  University  of 
California  under  Auspices  of  University 
Extension  (Medical  Extension)  Univer- 
sity of  California 


1948 

ORTHOPEDIC  SURGERY— 

February  9 through  13 

HEMATOLOGY  AND  BLOOD  DISORDERS— 
February  16  through  20 

INTERNAL  MEDICINE  AND  GENERAL 
SURGERY— 

June  21  through  25 

CTYOLOGICAL  DIAGNOSIS  OF  CANCER 
BY  SMEAR  TECHNIQUE— 

June  21  through  July  2 

PEDIATRICS— 

June  28  through  July  2 


OPHTHALMOLOGY— 

September  6 through  10 

GENERAL  MEDICI  N E — Evening  led  urcs, 

2 hours  every  Monday,  12  weeks 
September  through  December  to  be  announced 

PSYCHIATRY  AND  NEUROLOGY— 

Full  time  course,  12  weeks 
September  through  December  )o  be  announced 

Fees  for  these  courses  will  be  announced  in  the 
detailed  programs  which  will  be  sent  upon  re- 
quest to 

STACY  R.  M ETTI  Eli,  M.  D. 

Head  of  Postgraduate  Instruction 
Medical  Extension 
Univ.  of  California  Medical  Center 
San  Francisco  22,  California. 

All  the  courses  listed  above  are  available  to 
veterans  under  the  provisions  of  the  G.  I.  Bill  of 
Rights,  upon  presentation  of  Letter  of  Eligibil- 
ity & Entitlement. 

To  be  announced:  A five-day 

COURSE  IN  DISEASES  OF  THE  CHEST 
American  College  of  Chest  Physicians 


Technical  Information  Office 
Washington,  I).  C. 

ARMY  DOCTORS  AND  DENTISTS  TO  GET 
$100  A MONTH 

Major  General  Raymond  W.  Bliss,  Surgeon 
General  of  the  Army,  announced  recently  that 
effective  September  1 an  additional  $100  a 
month  will  be  paid  to  all  Regular  Army  Medical 
and  Dental  Corps  officers  as  well  as  other  offi- 
cers serving  voluntarily  on  extended  active  duty 
in  these  Corps. 

General  Bliss  emphasized  that  this  addition 
to  the  incomes  of  medical  and  dental  officers  is 
regarded  by  the  War  Department  “no:  as  a pay 


Eastern  M.D.,  F.A.C.S.  and  Diplomate  American  Board 

Surgery,  who  has  Arizona  license,  seeks  open  ng,  preferably  in  Phoenix. 
Sober,  industrious,  of  superior  ability.  Prefers  association  with  a group  or  busy 
surgeon,  or  will  buy  an  interest  or  purchase  practice  of  retiring  general 
practitioner  or  surgeon  if  good  surgical  opportunity  is  assured.  Will  as- 
sociate with  a group  of  general  men  or  mixed  group  or  co-ooerate  in  es- 
tablishing group.  Contact  Irving  P.  Favor,  Rt.  6,  Box  1 1 50- F,  Phoenix. 
Tel.  5-4906. 
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increase  but  as  an  equalization  measure  designed 
to  bring  the  incomes  of  Medical  and  Dental 
Corps  officers  more  nearly  in  line  with  those  of 
civilian  doctors  and  dentists. ' ’ 

General  Bliss  explained  that  “the  additional 
compensation  will  also  aid  in  reimbursing  the 
medical  and  dental  officers  for  the  costs  of  their 
professional  education  and  for  their  loss  of  earn- 
ings while  in  medical  or  dental  school.’’ 

The  Army  will  also  follow  a new  policy  of 
commissioning  selected  doctors  and  dentists  in 
the  Regular  Army  in  grades  as  high  as  full 
colonel  depending  upon  their  age  and  profession- 
al qualifications.  In  the  past,  medical  and  dental 
officers  entering  the  Regular  Army  have  been 
initially  commissioned  only  as -first  lieutenants. 
Wartime  officers  have  been  integrated  into  the 
Regular  Army  in  grades  through  that  of  major. 
The  measure  authorizing  appointment  of  Regu- 
lar Army  Medical  and  Dental  Corps  officers  in 
advanced  grade  also  provides  for  such  ‘officers 
to  be  credited,  for  purposes  of  promotion,  with 
the  minimum  number  of  years  of  service  “now 
or  hereafter  required  for  promotion  of  officers 
of  the  Medical  and  Dental  Corps  to  the  grade  in 
which  appointed.” 


The  Surgeon  General  explained  that  these  im- 
portant changes  in  the  Army’s  medical  program 
have  been  made  possible  by  legislation  passed 
Congress  on  July  26  and  signed  by  President 
Truman  on  August  5.  This  measure  is  in  the 
form  of  an  amendment  to  the  Pay  Readjustment 
Act  of  19-12. 

General  Bliss  said  the  $100  increase  in  com- 
pensation for  Army  medical  and  dental  officers 
will  benefit  not  only  Regular  Army  but  also 
Reserve,  National  Guard  and  Army  of  the 
United  States  officers.  Former  students  of  the 
Army  Specialized  Training  Program  who  are 
required  to  serve  on  extended  active  duty  are 
eligible  for  this  increase  in  compensation  when 
they  apply  for  and  are  accepted  into  the  Regular 
Army.  Under  study  at  present  is  the  length  of 
time  which  these  Army  Specialized  Training 
Program-trained  officers  must  serve  on  active 
duty  before  becoming  eligible  to  apply  for  the 
regular  establishment.  This  policy  will  be  an- 
nounced when  formulated. 

The  enabling  legislation  limits  the  duration  of 
these  benefits  to  30  years  of  active  service. 

The  extra  $100  monthly  compensation  will  be 


Scientific  Pharmacy  in  Step  with 
Modern  Medicine 

MATTHIAS 

PRESCRIPTION  PHARMACY 

TELEPHONE  7715 

William  C.  Matthias  37  South  Stone  Avenue 

John  L.  McDonald  Tucson,  Arizona 


J 12 


Arizona  Medicine 


■January,  J!)-1S 


paid  not  only  to  officers  who  are  on  extended 
active  duty  as  of  September  1,  the  effective  date 
of  the  legislation,  hut  to  all  eligible  Medical  and 
Dental  Corps  officers  who  are  commissioned  in 
the  Regular  Army,  or  volunteer  for  extended 
active  duty  within  the  next  five  years. 

The  Surgeon  General  stated  that  the  enact- 
ment of  this,  and  other  legislation  including  the 
“Officer  Personnel  Act  of  1947,”  which  estab- 
lished an  accelerated  promotion  schedule,  will 
enable  the  Army  Medical  Department  to  offer 
much  greater  advantages  than  it  has  in  the  past 
to  doctors  and  dentists  seeking  careers  in  the 
governmental  service. 


ARMY  VENEREAL  DISEASE  RATE  HITS 
NEW  LOW  SINCE  V-J  DAY 

The  Army's  venereal  disease  rate  at  home  and 
abroad  has  reached  a post-war  low,  the  War  De- 
partment announced  recently. 

Stringent  regulations  outlined  last  January 
by  Secretary  of  War  Robert  P.  Patterson  were 
considered  by  the  Army  to  have  brought  about 
the  sharp  drop  in  venereal  disease.  Since  Mr. 


FREE  DELIVERY 

Open  1$  Department- 

Full  Line  of  All  1$  Items 

• 

We  absolutely  guarantee  every  K filled 
as  written  and  priced  as  cheaply 
as  any  place  in  town. 


POUND'S  PHARMACY,  Inc. 

West  McDowell  at  Seventh  Avenue 
Phones  — 3-2888  - 3-9942 


Investment  Securities 


Telephone  4-8828 

850  Security  Building  234  N.  Central  Ave.  Phoenix,  Arizona 

Fast,  Accurate  Executions  and  Quotations 

New  York  Stock  Exchanae 
and  All  Leading  Stock  and  Commodity  Exchanges 

REGULAR  EASTERN  COMMISSION  RATfcS 

Visitor  Give-Up  Orders  Cordially  Solicited 
DOW-JONES  NEWS  TICKER 
Coast  to  Coast  Private  Wire  System 

Correspondent : 

HARRIS,  UPHAM  & CO. 

Business  Established  1895 
Members  New  York  Stock  Exchange 
and  Other  Leading  Stock  and  Commodity  Exchanges 

NEW  YORK  LOS  ANGELES  CHICAGO  LONDON 
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Patterson’s  instructions  to  all  commanders  were 
written,  the  Army-wide  venereal  disease  rate 
has  fallen  23  per  cent.  The  latest  figures  avail- 
able, for  May,  1947,  show  a 30  per  cent  decrease 
from  the  postwar  high  in  the  summer  of  1946. 

In  his  letter,  Mr.  Patterson  ordered  coopera- 
tion with  civilian  authorities  in  reducing  “the 
reservoir  of  infection  in  the  adjacent  commun- 
ity.” This  cooperation,  he  said,  must  be  accom- 
panied by  control  over  sale  of  liquor  to  troops 
and  by  tightening  of  discipline  within  the  va ri - 
ous  commands.  He  also  outlined  programs  for 
chaplains,  special  service  officers  and  provost 
marshals  to  follow  in  curbing  venereal  dis- 
ease. Surgeons  were  ordered  to  emphasize  the 
moral  factors  and  the  role  Of  continence  and 
individual  responsibility  in  their  programs  of 
sex  hygiene  and  to  recommend  further  control 
measures  where  necessary. 

Individuals  who  became  infected  were  to  he 
restricted  to  their  posts  for  periods  up  to  90  days 
when  necessary  as  a public  health  procedure, 
Mr.  Patterson  added,  and  commanders  were 
authorized  to  restrict  off-post  passes  in  the  case 
(Continued  on  Page  115) 


HACCISHCLAi 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 

• 

Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 


Cooperating  with  the  Local 
Otologist  in  Audiometry  and 
Hearing  Correction 


A 


S0N0T0NE 

THE  HOUSE  OF 
HEARING 


Established  in  1935 

Mary  E.  Coles 

Fred  S.  Coles 

H.  Ashley  Ely 

William  L.  Fawcett 


425  Title  & Trust  Bldg. 
PHOENIX 


139  S.  Scott  St. 
TUCSON 


367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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MEDICAL  OXYGEN 

HOME  DELIVERY  AND  INSTALLATION 

RENTAL  AND  SALES 

Services  Performed  by  Trained  Technicians 
as  Prescribed  by  Physician 

DAY  AND  NIGHT  EMERGENCY  SERVICE 

Masks  - Catheters  - Canulas  - Adult  and  Infant  Open 
Top  Tents  - Humidifiers  - Regulators  - Penicillin  Neb- 
ulizers - Manifolds  - and  Specialized  Equipment. 

OXYGEN  THERAPY  SERVICE  CO. 

PHOENIX,  ARIZONA 
DAY  5-4318  NIGHT 


McDowell  pharmacy 

Seventh  Street  and  East  McDowell  Road 

A MODERN  PRESCRIPTION  PHARMACY 

Carrying  a complete  line  of  Fresh  Drugs,  Chemicals  and  Biologicals 
Call  on  us  for  the  new  and  hard-to-get  items.  We  fill  your  prescriptions  as  written, 

with  the  utmost  care. 


THREE  REGISTERED  PHARMACISTS 
John  Brown,  Raymond  Bentley  and  O.  T.  (Red)  Fountain 

Phones  3-4332  and  2-3137 


GRUNOW  PRESCRIPTION  PHARMACY 

for 

PROFESSIONAL  PRESCRIPTION  SERVICE 


Lois  Grunow  Memor'al  Clinic  Building 

McDowell  at  Tenth  Street  Phone  4-4553 

PHOENIX,  ARIZONA 

WE  WILL  CALL  FOR,  FILL  AND  DELIVER  YOUR  PRESCRIPTIONS 
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(Continued  from  Page  113) 
of  "irresponsible  individuals  who  repeatedly  ex- 
pose themselves  to  the  risk  of  venereal  disease." 
Passes,  Mr.  Patterson  emphasized,  are  a privi- 
lege to  be  awarded  for  good  conduct. 

The  present  venereal  disease  incidence  rate 
in  Europe  is  23  per  cent  below  the  July,  1946 
high;  in  the  Pacific  50  per  cent  below  the  April, 
1946  peak. 

Exercising  overall  supervision  over  Army  ve- 
nereal disease  control  in  connection  with  Mr.  Pat- 
terson’s instructions  is  the  War  1 department 
Venereal  Disease  Control  Council,  made  up  of 
ranking  members  of  the  War  Department  Gen- 
eral and  Special  staffs.  The  council  meets  peri- 
odically to  survey  venereal  disease  conditions 
and  to  develop  further  measures  for  control. 


(Book  (Review* 


LABORATORY  MANUEL  OP  MICROBOLOGY  FOR  NURSES; 
by  Elizabeth  S.  Gill,  B.S.,  R.N.  Instructor  in  Nursing,  Depart- 
ment of  Nursing,  College  of  Physicians  and  Surgeons.  Columbia 
University.  New  York;  and  James  T.  Culbertson,  Ph.D.  Pro- 
fessor of  Bacteriology  and  Parasitology,  University  of  Arkansas 
School  of  Medicine,  Little  Rock.  Arkansas;  formerly  Assistant 
Professor  of  Bacteriology,  College  of  Physicians  and  Surgeons, 
Columbia  University.  New  York.  G.  P.  Putnam's  Sons.  Price: 
SI. 50. 

This  is  a manuel  of  116  pages  designed  to  give 
the  student  nurse  a basic  knowledge  of  microbol- 
ogy,  which  is  an  important  aspect  of  preventive 
medicine.  First,  she  is  taught  proper  methods  of 
handling  nonpathogenic  microorganisms,  then 
many  of  the  most  important  pathogenic  organ- 
isms of  man.  Among  these  organisms  are  the 
staphylococci,  streptococci,  yeasts  and  molds, 
protozans,  helminths,  and  arthropods.  It  is  be- 
lieved these  observations  befit  the  nurse  to  care 
for  patients  more  intelligently.  This  manuel 
seems  very  complete  in  its  scope. 

L.  J. 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Aye.  - Phoenix,  Arizona 


DOCTOR 

A TRAINED  STAFF  OF 
SPECIALISTS 

is  on  hand  to  provide  you  and 
your  patients  with 

BRACES 

BELTS 

TRUSSES 

ARCH  SUPPORTS 

SURGICAL  SUPPORTS 


We  Design  and  Manufacture 
SPECIAL 

SURGICAL  AND  FRACTURE  APPLIANCES 
TO  SUIT  YOUR  INDIVIDUAL 
REQUIREMENTS 


We  Rent 
HOSPITAL  BEDS 
WHEEL-CHAIRS 
INVALID  WALKERS 
CRUTCHES  AND  CANES 


GRUNOW  CLINIC 
BRACE  SHOP 

926  East  McDowell  Road 

Telephone  4-7746  Phoenix 
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AMBULANCE 

MOTOR  OR  THE  ABOVE  TWIN  ENGINE  BEECHCRAFT  PLANE 

Rate  Thirty  (30)  Cents  per  Mile  Flown — 190  M.P.H.  Cruise 

Room  for  Four  Attendants  plus  Pilot  and  Patient 
A.  LEE  MOORE,  Pilot 


A.  L.  Moore  and  Sons 


Telephone  4-41  1 1 


MORTICIANS 

PHOENIX 


Adams  at  Fourth  Ave. 


' ^ 

I m 


EL  SERENO 
LODGE 

Spacious,  Quiet 
Suburban 


SPECIALIZING  IN  THE  TREATMENT  OF  ALCOHOLISM 

Other  Cases  Accepted 

MEDICAL  STAFF  OPEN  R.  N.  IN  CHARGE 

EL  SERENO  LODGE 

PHOENIX 

11th  Ave.  and  West  Broadway  Telephone  4-6757 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1893 

642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 

Preston  T.  Brown _ President 

15  E.  Monroe,  Phoenix 

Harold  W.  Kohl_ _ President  Elect 

1811  E.  Speedway,  Tucson 

Robert  E.  Hastings Vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy. _. Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount .Treasurer 

Prescott 

James  R.  Moore Speaker  of  House 

15  E.  Monroe,  Phoenix 

Jesse  D.  Hamer Delegate  to  A M. A. 

15  E.  Monroe,  Phoenix 

O.  E.  Utzinger Alternate-Delegate 

Ray 

D,  F.  Harbridge _ Medical  Defense 


15  E Monroe,  Phoenix 
DISTRICT  COUNCILORS 


Robert  S.  Flinn.... Central  District 

15  E.  Monroe,  Phoenix 

Arthur  C.  Carlson Northern  District 

Cottonwood 


Oxygen  Therapy 

In  order  to  make  the  administration  of 
oxygen  for  therapeutic  purposes  most  ef- 
fective and  most  economical,  four  require- 
ments must  be  met. 

The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

The  second  is  a safe  and  dependable 
regulator. 

Third,  proper  administering  apparatus 
that  is  efficient  in  operation  and  sturdy 
in  construction. 

Fourth,  and  most  important,  all  persons 
concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

All  the  above  are  as  near  to  you  as  your 
telephone,  call  3-2149. 

^McCrary’*  3bruy  Co. 

Central  Ave.  at  McDowell 


Hal  W.  Rice__ Southern  District 

Bisbee 

COUNCILORS  AT  LARGE 

George  O.  Bassett . Prescott 

W.  Paul  Holbrook Tucson 

Dan  L.  Mahoney Tucson 


COMMITTEES 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings,  Tucson;  Dr.  Ira  E.  Harris,  Miami; 
Dr.  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harold  W.  Kohl,  Tucson;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth,  Prescott;  Dr. 
Robert  E.  Hastings.  Tucson. 

MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  Clyne,  Tucson;  Dr.  Joseph  M.  Greer,  Phoenix. 

MEDICAL  DEFENSE:  Dr.  D.  F.  Harbridge,  Phoenix;  Dr,  A.  C. 

Carlson,  Cottonwood;  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 
Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

PUBLIC  POLICY  & LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoe- 

nix; Dr.  .Walter  Brazie,  Kingman;  Dr.  H.  G.  Cogswell, 
Tucson. 

HISTORY  & OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bisbee; 
Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tucson. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  B.  S.  Heywood,  Holbrook; 
Dr.  E.  A.  Born,  Prescott;  Dr.  C.  B.  Warrenburg,  Phoenix; 
Dr.  E.  Payne  Palmer,  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson; 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D.  E.  Nelson,  Safford;  Dr.  John  D.  Hamer,  Tiger;  Dr.  Paul 
W.  McCracken,  Phoenix;  Dr.  ,H.  H.  Brainard,  Tucson;  Dr. 
Broda  O.  Barnes.  Kingman. 


WAYLAND’S 

Prescription  Pharmacy 

"Prescription  Specialists” 

o 

Biological  Products  Always  Ready 
for  Instant  Delivery 


Parke-Davis  Biological  Depot 


Mail  and  Long  Distance  Phone  Orders 
Receive  Immediate  Attention 


Phone  4-4171 

Professional  Bui'ding  Phoenix 
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INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

BERTRAM  L.  SNYDER,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

AND  DISEASES  OF  THE  CHEST 

1118  Professional  Building 

910  Professional  Bldg. 

Phone  4-1078 

Phone  4-2174 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

MONROE  H.  GREEN,  M.  D. 

INTERNAL  MEDICINE 

Diplomate  of  the  American  Board 

Diplomate  of  the  American  Board 

of  Internal  Medicine 

of  Internal  Medicine 

CARD  10- VASCULAR  and  CHEST  DISEASE 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 

1 137  West  McDowell  Road 

ALLERGY 

Phone  4-0489  - 3-4189 

1006  Prefessional  Bldg. 

Phoenix,  Arizona 

Phone  3-8907 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

THE  BENSEMA  - SHOUN  CLINIC 

F.  A.  C.  P. 

1 800  East  Speedway 

Tucson,  Arizona 

INTERNAL  MEDICINE 

Special  Attention  to  CARDIOLOGY 

ARTHRITIS  AND  INTERNAL  MEDICINE 

Suite  910  Phoenix 

Complete  Laboratory,  X-ray  and  Physical  Therapy 

15  E.  Monroe  St.  Arizona 

Facilities  Available 

FRANK  J.  MILLOY,  M.  D. 

O.  J.  FARNESS,  M.  D.,  F.A.C.P. 

F.  A.  C.  P. 

721  North  Fourth  Ave. 

INTERNAL  MEDICINE 

Phone  7749 

611  Professional  Building 
Phone  4-2171 

Certified  by  the  American  Board  of 
Internal  Medicine 

Phoenix,  Arizona 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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INTERNAL  MEDICINE— (Cont'd. ) 


STUART  SANGER,  M.  D. 

EVELYN  G.  WATKINS,  M.  D. 

1 23  S.  Stone  Avenue 

313  Valley  National  Bldg. 

Tucson,  Arizona 

Telephone  5178 

If  no  answer,  28  1 8 

Certified  by  American  Board 

Tucson,  Arizona  I 

of  Internal  Medicine 

HARRY  EDWARD  THOMPSON, 

THIS  SPACE  FOR  SALE 

M.  D.,  F.  A.  C.  P. 

435  N.  Tucson  Blvd. 

FOR  INFORMATION  AND  RATES 

Tucson,  Arizona 

write  to 

Telephone  7034  - 2818 

ARIZONA  MEDICINE 

INTERNAL  MEDICINE  AND 

427  Heard  Bldg. 

RHEUMATIC  DISEASES 

PHOENIX,  ARIZONA 

Certified  by  American  Board  of  Internal  Medicine 

1 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE  i 

FOR  INFORMATION  AND.  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

CHILDREN 

rs 

DISEASES 

TREVOR  G.  BROWNE,  M.  D. 

MILTON  C.  F.  SEMOFF,  M.  D. 

DISEASES  OF  CHILDREN 

2440  East  Sixth  Street 

Tucson,  Arizona 

Medical  Arts  Building 

Phone  5933 

543  East  McDowell  Road 

Phone  3-2901 

Fellow  of  the 

Phoenix,  Arizona 

American  Academy  of  Pediatrics 

CARL  A.  HOLMES,  M.  D. 

THIS  SPACE  FOR  SALE 

DISEASES  OF  INFANTS  and  CHILDREN 

FOR  INFORMATION  AND  RATES 

write  to 

1 40  1 North  Seventh  Avenue 

ARIZONA  MEDICINE 

Phone  4-9092 

427  Heard  Bldg. 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 
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EYE,  EAR,  NOSE  and  THROAT 


WESLEY  G.  FORSTER,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

Medical  Arts  Building 
Phone  3-1666 
Phoenix,  Arizona 

DENNIS  BERNSTEIN,  M.  D. 

OTOLARYNGOLOGY  AND 
PERORAL  ENDOSCOPY 
Certified  by  the 

American  Board  of  Otolaryngology 
415  East  Fifth  Street 

Telephones:  Office  6354  - Residence  1671 
TUCSON,  ARIZONA 

PHIL  H.  LOVELESS,  M.  D. 

DISEASES  AND  SURGERY  OF  THE  EYE 

209  Medical  Arts  Building 
543  East  McDowell  Road 

Phone  2-3127  Phoenix,  Arizona 

Hours  by  appointment 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S. 

Diplomate  of  American  Board  of  Ophthalmology 
Diplomate  of  American  Board  of  Otolaryngology 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

Telephone  5584 

A.  HARRY  NEFFSON,  M.  D. 

EAR,  NOSE  AND  THROAT  AND 
BRONCHOSCOPY 

Certified  by  American  Board  of  Otolaryngology 

2510  East  Sixth  Street 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

910  Professional  Building 
Phoenix,  Arizona 


ALLERGY __ 

Telephone  7505 

F.  B.  SHUTZBANK,  M.  D. 

MEMBER  OF  THE  AMERICAN 
ACADEMY  OF  ALLERGY 

4065  E.  Cooper  St. 


Tucson,  Arizona 
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PHYSICIANS  and  SURGEONS 


L.  D.  BECK,  M.  D„  F.  A.  C.  S. 

D.  T.  MOATS,  M.  D. 

PHYSICIAN  and  SURGEON 

1626  N.  Central  Phone  4-1620 

PHOENIX,  ARIZONA 

1.  L.  GARRISON,  M.  D. 

Physician  and  Surgeon 
Office  Practice  Only 

GERIATRICS 

540  West  McKinley  St.  Phone  3-3001  j 

Phoenix,  Arizona 

S.  R.  CANIGLIA,  M.  D. 

PHYSICIAN  and  SURGEON 

543  East  McDowell  Road 
Phone  3-3641 
Phoenix,  Arizona 

CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

F.  A.  C.  S. 

General  Practice  with  Special  Attention  to  j 

SURGERY  and  UROLOGY 

907  Professional  Bldg.  Phone  3-3193 

Phoenix,  Arizona 

LUCILLE  M.  DAGRES,  M.  D. 

GENERAL  PRACTICE 

210  Medical  Arts  6uilding 
543  East  McDowell  Road 
Phone  4-5714 
Phoenix,  Arizona 

DELBERT  W.  HESS,  M.  D. 

General  Practice  of 
MEDICINE  AND  SURGERY 

612  North  Fourth  Ave. 

Tucson,  Arizona 

Phone  8788  Res.  8735 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE  ! 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES  i 

write  to 

write  to 

j ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

J.  ALLEN  GINN,  Jr.,  M.  D. 

General  Practice  with  Special  Attention  to 
OBSTETRICS  and  GYNECOLOGY 

1626  N.  Central  Avenue 
PHOENIX,  ARIZONA 
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PHYSICIANS'  DIRECTORY 

DERMATOLOGY 

KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

telephone  36/1  /2I  N.  Eourth  Ave. 

427  Heard  Bldg. 

Tucson,  Arizona 

1 

PHOENIX,  ARIZONA 

OBSTETRICS 


ORTHOPEDIC  SURGERY 


JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

Section  on 

ORTHOPEDIC  SURGERY 

ORTHOPAEDIC  SURGERY 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

1811  East  Speedway 
TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

THIS  SPACE  FOR  SALE 

LEO  L.  TUVESON,  M.  D. 

FOR  INFORMATION  AND  RATES 

Practice  Limited  to 

write  to 

ORTHOPAEDIC  SURGERY 

ARIZONA  MEDICINE 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 

CLINIC 


THIS  SPACE  FOR  SALE 

BUTLER  CLINIC 

FOR  INFORMATION  AND  RATES 

501-505  Fifth  Avenue 

write  to 

ARIZONA  MEDICINE 

SAFFORD,  ARIZONA 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 
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SURGERY 


THOMAS  H.  BATE,  M.  D. 

Practice  Limited  to  Surgery 
Professional  Bldg.  Phone  4-3326 

Phoenix,  Arizona 


H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

J.  B.  LITTLEFIELD,  M.  D.,  F.  A.  C.  S. 

2432  East  Sixth  St. 

Tucson,  Arizona 

Office  Phone  3245  Res.  Phone  8669 

Certified  by  the  American  Board 
of  Surgery 

LOUIS  P.  LUFTY,  M.  D. 

SURGERY  and  GYNECOLOGY 
301  West  McDowell  Rd  Phone  3 4200 

Phoenix,  Arizona 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

724  N.  Stone  Ave.  Phone  7411 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 

NEUROLOGICAL  SURGERY 


JOHN  RAYMOND  GREEN,  M.  D. 

THIS  SPACE  FOR  SALE 

NEUROLOGICAL  SURGERY 

FOR  INFORMATION  AND  RATES 

write  to 

910  Professional  Building 

ARIZONA  MEDICINE 

Telephone  4-2174 

427  Heard  Bldg. 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

A.  I.  RAMENOFSKY,  M.  D. 

SURGERY  and  GYNECOLOGY 
39  West  Adams  Phone  3-1769 

Phoenix,  Arizona 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEJM,  M.  D. 

CHARLES  W.  SULT,  Jr.,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

ZACK  W.  SANDERS,  M.  D. 

1515  North  Ninth  Street 

NEUROLOGY  AND  PSYCHIATRY 

PHOENIX,  ARIZONA 

Certified  by  American  Board  of 

710  Professional  Building 

Psychiatry  and  Neurology 

Phoenix,  Arizona 

PATHOLOGIC^ 

iL  LABORATORIES 

PATHOLOGICAL  LABORATORIES 

THIS  SPACE  FOR  SALE 

G.  0.  HARTMAN,  M.  D. 

FOR  INFORMATION  AND  RATES 

write  to 

721  No.  4th  Ave.  20  E.  Ochoa 

ARIZONA  MEDICINE 

Phone  3671  Phone:  4779 

427  Heard  Bldg. 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

UR< 

OLC 

>GY 

MERRIWETHER  L.  DAY,  M.  B. 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

2448  East  Sixth  Street 

Diplomate  of  The  American 

Tucson  Arizona 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Certified  by  American  Board 

Lois  Grunow  Memorial  Clinic 

of  Urology,  1937 

926  East  McDowell  Road 

Phone  4864 

Tel.  4-3674  Phoenix 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

39  West  Adams  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

NNUAL  MEETING-MAY  19-21  - PHOENIX,  ARIZONA 
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THEELIN: 


continuing 


Naturally  occurring 


THEELIN  is  a naturally  occurring  estrogen.  It  is  well  tolerated  and 
can  be  administered  without  significant  side  reactions  or  untoward  effects. 


I HEELIN  is  a pure  crystalline  estrogen.  Since  it  is  not  a mixture 
and  does  not  contain  extraneous  substances,  its  physiologic  effectiveness  is 
accurately  determined  by  weight. 

leadership 

in  estrogen  therapy 

I HEELIN  is  a highly  potent  estrogen.  One  ten-thousandth  (0.0001 ) 
of  a milligram  is  equivalent  to  one  international  unit.  Because  of  THEELIN’s 
potency,  symptoms  of  the  menopause  and  other  estrogen-deficiency 
states  may  be  readily  and  effectively  relieved. 

THEELIN  is  a dependable  estrogen.  It  has  stood  the  test  of  time. 

The  first  estrogenic  hormone  to  be  isolated  in  pure  crystalline  form  and  the 
first  to  assume  clinical  importance,  THEELIN  may  be  depended  on 
for  its  reliable  and  predictable  estrogenic  effects. 


T H KE n X is  available  as  theelin  aqueous  suspension  in  ampoules  of  1 mg.  ( 10,000  I.U.), 
2 mg.  (20,000  I.U.)  and  5 mg.  (50,000  I. U.),  6 

theelin  IN  oil  in  ampoules  of  0.1  mg.  ( 1000  I.U. ),  0 2 me  ( 2000  I U ) 

0.5  mg.  (5000  I.U.)  and  1 mg.  (10,000  I.U  ),  ^ ’ 

steri-vial®  theelin  in  oil  in  vials  of  10  cc.,  each  cc.  containing  1 mg.  ( 10,000  I.U.)  - and 

1 HEELIN'  Vaginal  Suppositories,  containing  0.2  mg.  (2000  I.U.). 


UKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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picture  or  how  8.  J.  Bender 
became  a nutritive  failure..,. 


Bender  is  but  one  of  the  great  American  army  of  chair-warmers, 
shining  examples  of  the  need  for  two-pants  suits.  Exercise?  They  lie  down 
until  the  thought  of  it  passes.  Appetite?  They  seek  the  bizarre  in  food  to  goad 
their  tired  taste  buds.  Result?  In  too  many  cases,  sub-clinical  vitamin  deficiency — a 
condition  in  which  the  sedentary  worker  has  a host  of  companions  in  nutritional 
crime:  the  food  faddists,  chronic  dieters,  excessive  smokers,  alcoholics  and  many 
others.  Dietary  reform  is  the  physician’s  first  thought,  of  course — vitamin  supple- 
mentation usually  the  second.  And  the  vitamin  preparation  specified  very  often 
carries  the  "Abbott”  name.  There  is  a wide  variety  of  vitamin  preparations 
available  in  the  complete  Abbott  line  . . . for  oral  and  parenteral  use  . . . for 
almost  any  patient’s  needs,  age  or  taste.  If  .you  are  not  already  familiar 
with  Abbott’s  dependable  vitamin  products,  they  are  worth  your  inves- 
tigation—and  trial.  Abbott  Laboratories,  North  Chicago,  Illinois 

SPECIFY 

Abbott  Vitamin  Products 


The  urinary  tract  is  sharply  outlined  with 
the  use  of  Neo-Iopax*  (brand  of  sodium 
iodomethamate)  for  intravenous  urography, 
pelvis  and  ureter  are  clearly  visualized 
within  5 to  10  minutes. 


E 0 “ I 0 PAX 

(DISODIUM  N-METHYL-3,5-DIIODO-CHELIDAMATE) 

urography 


assures  adequate  contrast  in  the 
diagnosis  of  congenital  anomalies, 
hydronephrosis,  pyelonephrosis, 
tumors,  renal  calculi  and 
ureteral  strictures. 

Neo-Iopax,  a stable  solution  of 
pure  disodium  N-methyl-3,5-diiodo- 
chelidamate,  in  ampuls  of  50  or  75% 
solution  for  intravenous  use.  It  may 
he  diluted  to  20%  solution  for 
retrograde  pyelography. 

CORPORATION - BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 
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kst  teller 

It’s  true  in  cigarettes  too! 

MORE  PEOPLE  ARE  SMOKING  CAMELS  THAN  EVER  BEFORE 


Y'ES,  experience  is  the  best  teacher  in  choosing  a 
cigarette.  And  with  millions  of  smokers  who  have 
tried  and  compared  different  brands  of  cigarettes. 
Camels  are  the  “choice  of  experience.” 

Try  Camels  yourself.  See  how  the  full,  rich  flavor 
of  Camel’s  choice,  properly  aged  and  blended 
tobaccos  pleases  your  taste.  See  if  Camel’s  cool,  cool 
mildness  isn’t  mighty  welcome  to  your  throat. 

Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 


R.  J.  Reynolds  Tobacco  Co. 
Winston-Salem,  N.  C. 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Medical  Arts  Building,  543  E.  McDowell  Road,  Phoenix,  Arizona.  Phone  2-3114 


Id  t Cheilitis  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK  — so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary. 


AR-EX  COSMETICS,  INC.  1036  w.  van 


BUREN  ST.  CHICAGO  7,  ILL. 
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verve 


Verve  or  apathy  in  middle  age?  For 
the  menopausal  patient  this  is  usually  determined 
by  the  degree  of  relief  from  the  distressing  symptoms 
so  often  associated  with  declining  ovarian  function. 

Gratifying  and  prompt  remission  of  disturbing 
symptoms  may  be  obtained  with  " Premarin ." 
Outstanding  among  comments  made  by 
patients  receiving  this  naturally 
occurring,  orally  active  estrogen,  is  the 
reference  to  the  "plus”  that  changes 
apathy  into  action ..  .the  "sense  of 
well-being " following  therapy  which 
is  so  much  appreciated  by  the  middle- 
aged  woman  who  wants  to  live 
usefully  and  enjoyably. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
"Premarin/'  other  equine 
estrogens .. .estradiol,  equi- 
lin,  equilenin,  hippulin... 
are  probably  also 
present  in  varying 
amounts  as  water 
soluble 
conjugates. 


Three  potencies 
of " Premarin " 

enable  the  physician 
to  Fit  the  dosage  to  the 
individual  needs  of  the 
patient:  2.5  mg.,  1 .25  mg. 
and  0.625  mg.  tablets,-  also  in 
liquid  form,  0.625  mg.  in  each 
4 cc.  (1 . teaspoonful ) . 


Conjugated  Estrogens  (equine) 


Ayers! , McKenna  & Harrison 

Limited 


22  East  40th  Street,  New  York  16,  N.  Y. 
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Los  Angeles  Tumor  Institute 

1407  South  Hope  Street  Los  Angeles  15,  California 

PRospect  1418 

Albert  Soiland,  M.  D. 

Founder  1873-1946 

DIRECTORS 

John  W.  Budd,  M.U.  William  E.  Costolow,  M.L).  .Jus  in  J.  Stein,  M.D. 
Orville  N.  Meland,  M.D.  Roy  W.  Johnson,  M.I). 

•J.  Samuel  Binkley,  M.D. 

PHYSICISTS 

A.  H.  Warner,  Ph.D.  Russell  II.  Neil,  A.B. 


Let  "EDIPHONE”  Be  Your  "DOCTOR"  for  Your  Office  Ailments 


530  W.  Wash.  Phoenix  Phone  2-2301 


Arizona  Distributor 
THE  EDISON  ELECTRONIC 
VOICEWRITER 


"EDIPHONE” 


It's  a handsome  addition  to  any  office.  And 
it's  just  as  useful  as  it  is  beautiful.  Whenever 
a thought  occurs,  whenever  there's  a memo, 
a letter,  a report  to  write,  you  just  step  on  the 
button  and  start  talking. 


THERE'S  A NEW  EXCITING 
EXPERIENCE  AWAITING  YOU! 

A TIME  SAVING  DEVICE 


PBSW 


PETERSON.  BROOKE.  STEINER  L-  WIST 
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Happen 

Here 


Lest  we  forget — we  who  are  of  the  vita- 
a min  D era — severe  rickets  is  not  yet  eradi- 
cated, and  moderate  and  mild  rickets  are 
still  prevalent.  Here  is  a white  child,  sup-  Example  of  severe  rickets  in  a sunny  clime. 

posedly  well  fed,  if  judged  by  weight  alone, 
a farm  child  apparently  living  out  of  doors 

a good  deal.  This  boy  was  reared  in  a state  having  a latitude  be- 
tween 37°  and  42°,  where  the  average  amount  of  fall  and  winter 
sunshine  is  equal  to  that  in  the  major  portion  of  the  United  States.  And 
yet  such  stigmata  of  rickets  as  genu  varum  and  the  quadratic  head 
are  plain  evidence  that  rickets  does  occur  under  these  conditions. 

How  much  more  likely,  then,  that  rickets  will  develop  among 
city-bred  children  who  live  under  a smokepall  for  a large  part  of 
each  year.  True,  vitamin  D is  more  or  less  routinely  prescribed 
nowadays  for  infants.  But  is  the  antiricketic  routinely  admin- 
istered in  the  home?  Does  the  child  refuse  it?  Is  it  given  in  some  un- 
standardized form,  purchased  from  a false  sense  of  economy  because 
the  physician  did  not  specify  the  kind? 


A uniformly  potent  source  of  vitamin  D such  as  Oleum  Perco- 
morphum,  administered  regularly  in  proper  dosage,  can  do  more 
than  protect  against  the  gross  visible  deformities  of  rickets.  It  may 
prevent  hidden  but  nonetheless  serious  malformations  of  the  chest 
and  the  pelvis  and  will  aid  in  promoting  good  dentition.  Because 
the  dosage  is  measured  in  drops.  Oleum  Percomorphum  is  well 
taken  and  well  tolerated  by  infants  and  growing  children. 


OLEUM  PERCOMORPHUM 
WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL 

Potency,  60,000  vitamin  A units 
and  8,500  vitamin  D units  per 
gram.  Supplied  in  10  cc.  and 
50  cc.  bottles;  and  as  capsules 
in  bottles  containing  50  and  250. 


MEAD  JOHNSON  X COMPANY,  EVANSVILLE,  INDIANA,  U.S.A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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Aid  in  conservative  treatment  when  the 

fifth  lumbar  vertebra  slips  on  the  sacrum 


Patient  of  intermediate 
type  of  build;  roentgen- 
ograms showed  spon- 
dylolisthesis, grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after 
application  of  support. 
Patient  reported  relief 
from  pain  which  was 
confined  to  the  back 
and  called  attention  to 
the  ease  and  comfort  in 
the  wearing  of  the 
support. 


. . . advantages  of  the  C/yWP  lumbosacral  support 

...THE  WELL  BONED  BACK—Cu  rves  in  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine. 

...THE  SLIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


Vol.  5,  No.  2 


Arizona  Medicine 


13 


. . . and  still  potency-protected! 


Four  packages  of  penicillin  tablets  were  recently  returned  to  the 
Squibb  Laboratories.  They  had  been  watersoaked  to  a point  of 
partial  disintegration.  The  outside  and  inside  of  the  packages  were 
covered  with  mold  — they  had  been  “through  the  mill”.  Further- 
more, the  tablets  were  outdated  by  four  months. 

Yet  on  assay  all  but  one— 39  out  of  40— of  these  tablets  were  found 
to  be  of  full  potency!  ( One  tablet  assayed  at  50%  of  label  potency. ) 

Penicillin  is  rapidly  destroyed  by  water.  It  must  be  produced  in 
an  atmosphere  scrupulously  moisture-controlled.  This  demonstra- 
tion of  the  effectiveness  of  Squibb  packaging  methods  is  therefore 
highly  significant. 


CRYSTALLINE  PENICILLIN  G 
SODIUM  ( Buffered ) TABLETS 


Sqjjibb 


are  individually  and  hermetically  sealed  in  aluminum  foil  to  protect 
them  against  moisture  and  contamination.  They  are  individually 
protected,  regardless  of  how  many  are  prescribed,  up  to  the  time 
of  use.  Tablets  of  50,000  and  100,000  units  in  boxes  of  12  and  100. 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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In  growing  infant, 

mucJi  a6  one  tfur'd  of  die  protew^rf  the 
may  Se  retained for  {rndduy  new 


DrYcO 


VITAMIN  »OAll»'*V 

^ ’OOV 
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• Nutritional  authorities  warn  that  "the  possibility  of 
protein  deficiency  in  the  diets  of  children  has  received  some, 
but  insufficient,  attention”  . . . and  that  children  "with 
normal  values  are  the  exception  rather  than  the  rule.”** 

• Many  progressive  pediatricians,  in  prescribing  formulas, 
standardize  on  the  high-protein  infant  food,  DRYCO  — 
since  it  represents  such  a rich  source  of  all  the  essential 
amino  acids.  DRYCO  is  also  characterized  by  a high-mineral, 
low-fat  and  intermediate  carbohydrate  content  — with 
more  than  adequate  vitamins  A,  Bi,  Bj  and  D. 

It  is  quickly  soluble  in  cold  or  warm  water, 

and  may  be  used  with  or  without  added  carbohydrates. 

Special  processing  facilitates  digestion  by 

assuring  soft  curd  formation  in  the  stomach. 

*BOGERT,  L.  J.:  Nutrition  and  Physical  Fitness,  4th  edition,  194 3, 

Chapter  IX,  p.  22. 

**A.M.A.:  Handbook  of  Nutrition,  1943,  p.  360. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  milk 
and  skim  milk.  Provides  2 500  U.  S.  P.  units  Vitamin  A and  400  U.  S.  P. 
units  Vitamin  D per  reconstituted  quart.  Supplies  31  Vl  calories 
per  tablespoon.  Available  at  all  drug  stores  in  1 and  2Vi  lb.  cans. 


tie  'CtMt&m  fifarnwil  itxji  protein  infant  faotC 
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Beginner’s  luck” 


isn’t  always  good 


The  good  luck  so  often  attributed  to  beginners  can’t  be  counted  on  in 
infancy.  Here  the  "beginners"  often  meet  insurmountable  ODstacles  which 
have  raised  the  proportion  of  infant  deaths  within  the  first  30  days  to 
62.1%  of  the  total  infant  mortality.*  During  this  hazardous  first  month 
proper  selection  of  the  first  formula  is  therefore  of  vital  importance. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate"  because  of  its  high 
dextrin  content.  It  (1)  resists  fermentation  by  the  usual  intestinal  organ- 
isms; (2)  tends  to  hold  gas  formation,  distention  and  diarrhea  to  a mini- 
mum, and  (3)  promotes  the  formation  of  soft,  flocculent,  easily  digested 
curds.  'Dexin'  does  make  a difference. 

*Vital  Statistics— Special  Reports:  Vol.  25,  No.  12,  National  Office  of 
Vital  Statistics,  Washington,  D.  C,  (Oct.  15)  1946,  p.  206. 

HIGH  DEXTRIN  CARBOHYDRATE 

BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 

Accepted  by  the  Council  on  Foods  and  Nutrition.  American  Medical  Association. 

‘Dexin’  Reg,  Trademark 

Literature  on  request 

BURROUGHS  WELLCOME  & CO.  CU.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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All  the  keys  on  my  typewriter  are  stuck.  My 
pen  won’t  hold  ink.  Brother! — the  first  million 
dollars  or  100  years  couldn’t  be  any  harder  than 
a columnist’s  first  column. 

(The  second  one  better  be  easier  than  this 
or  I’m  through  — 3 kids  or  no  3 kids!) 

I’d  probably  never  get  going  at  all  if  it  weren’t 
measles  season  and  if  this  column  weren’t  about 
Immune  Serum  Globulin.  This  product  is  one 
of  our  blood  fractions — HUMAN — and  I write 
that  in  caps  because  the  “human  angle’’  in  our 
Immune  Serum  Glob  story  is  particularly  im- 
portant. 

The  fact  that  it’s  made  from  fresh  venous — 
not  placental  - — - blood  gives  our  Immune  Glob 
three  distinct  advantages  for  passive  preven- 
tion, or  modification  of  measles: 

's  water  clear  and  hemolysis-free. 

Y^Non-pyrogenic;  it  causes  no  side  reactions. 

J^Mts  known  and  constant  potency  of  16.0 
mgm.  gamma  globulin  per  cc.  permits  low 
volume,  adjustable  dosage. 

By  the  way,  our  statistics  hounds  have  turned 
up  some  interesting  figures  on  measles  incidence 
- — based  on  a study  of  U.S.  Public  Health  re- 
ported cases,  1935-45.  Did  you  realize,  for 
instance,  that (60 -A  of  all  measles  occur  in  the 
12-week  period.  March  through  May? 

But  you’re  probably  busy  enough  with  those 
cases  you  have  right  now  — and  one  measly 
column  can’t  cover  the  whole  story  — so  more 
next  time. 


CUTTER  LABORATORIES 
Berkeley  1,  California 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass’N. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS’N) 

Nurses’  Professional  Registry 

2538  N.  lOTH  ST.  PHOENIX  4-4151 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


ALL 


PREMIUMS 


/ PHYSICIANS  y 

SURGEONS 


COME  FROM 


\ DENTISTS  / 


CLAIMS7 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  inaemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOE  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $15,000,000.00 

INVESTEDASSETS  PAID  FOR  CLAIMS 

S200  000  deposited  with  Stale  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


St.  Monica’s  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 


Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 
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[for  EFFECTIVE  PROPHYLAXIS  Of  DRUG  REACTIONS 

PYRIBENZAMINE 

In  the  prophylaxis  and  treatment  of  allergic  reaction  to  liver 
extract,  penicillin,  the  sulfonamides  and  certain  other  drugs, 
Pyribenzamine  hydrochloride  is  definitely  efficacious.1-2 

Similarly,  the  administration  of  Pyribenzamine  prior  to  a de- 
sensitizing dose  of  allergen  is  successful  in  the  prevention  of 
constitutional  reactions.1  By  using  Pyribenzamine  routinely 
during  desensitization  therapy,  it  is  possible  to  make  greater 
increments  of  dosage,  thereby  reducing  the  total  number 
of  injections.3 


1.  Arbesman,  C.E.,  et  al.,  Jl.  of  Allergy  17:275,  Sept.  1946 

2.  Feinberg,  S.M.,  and  Friedlaender,  S.,  Am.  Jl.  Med.  Sci.  213:58,  Jan.  1947. 

3.  Fuchs,  A.M.,  et  al.,  Jl.  of  Allergy  18:385,  Nov.  1947. 


ISSUED:  Scored  tablets  50  mg. 


RMACEUTICAL  PRODUCTS, 


§2/1335 


• Elixir,  5 mg.  per  cc. 

INC.,  SUMMIT,  NEW  JERSEY 

• T.  M.  Reg.  U.  S.  Pat.  Off. 


PYRIBENZAMINE  (brand  of  tripelennamine) 


20 


Arizona  Medicine 


March,  1948 


Crystalline  Penicillin  G Sodium  Merck  is  now  supplied 
in  vials  with  a new,  improved  aluminum  seal. 

Among  the  advantages  provided  by  this  new  seal 
are: 


0 The  round  tear-off  tab  is  easily  removable  and 
eliminates  the  necessity  of  using  a knife  or  other 
implement  to  pry  up  the  tab. 

0 The  tight-fitting  dust  cap  with  skirt  provides  pro- 
tection for  the  rubber  stopper  during  storage  of  the 
vial  between  injections. 


Crystalline  Penicillin  G 
Sodium  Merck  is  a highly 
purified  product  from  which 
therapeutically  inert  mate- 
rials have  been  virtually 
eliminated. 

For  Penicillin  of  the  high- 
est quality — 

SPECIFY  MERCK! 


CRYSTALLINE 
PENICILLIN  G SODIUM 
MERCK 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 
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Contains  0.2%  Furacin 
(brand  of  nitrofurazone: 
J-nitro-2-furaldehyde 
semicarbazone)  in  a 
water-soluble  base. 


another  of  its  several  advantages: 


o2n  chnnhconh2 


FURACIN  SOLUBLE  DRESSING  has  proven  effective 

in  reducing  the  mixed  infections  of  wounds  and  burns.  Prior  to  treatment,  Snyder  et  al.*  found 
heavy  growth  in  the  majority  of  swab-cultures  from  19  war  wounds  and  burns.  Following  insti- 
tution of  Furacin  Soluble  Dressing  therapy, 
the  majority  of  cultures  became  sterile;  only 
4 per  cent  continued  to  show  heavy  growth. 


NORWICH.  NEW  YORK 


(cni  •' 

Infected  surface  wounds,  or  for  the  prevention  of  such 
infection 

Infections  of  second  and  third  degree  burns 

Carbuncles  and  abscesses  after  surgical  intervention 

Infected  varicose  ulcers 

Infected  superficial  ulcers  of  diabetics 

Impetigo  of  infants  and  adults 

Treatment  of  skin-graft  sites 

Osteomyelitis  associated  with  compound  fracture 

Secondary  infections  following  dermatophytoses 


"'Snyder,  M.  L.,  Kiehn,  C.  L.  & Christopherson,  J.  W.,  Mil.  Surg. 
57:380,  1945. 
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GOOD  INSURANCE  WHEN 


THREATENS 


When  increased  nutrient  needs,  fin- 
icky appetite,  or  food  aversions 
threaten  the  nutritional  state  by  lim- 
iting food  intake,  the  delicious  food 
drink  made  by  mixing  Ovaltine 
with  milk  is  employed  to  advantage. 

This  nutritional  supplement 
proves  good  insurance  against  an 
inadequate  nutrient  intake,  since 
three  glassfuls  daily  brings  even  an 
ordinary  diet  to  optimal  levels.  It 


supplies  generous  amounts  of  all 
the  nutrients  considered  essential: 
biologically  adequate  protein,  B 
complex  and  other  vitamins  includ- 
ing ascorbic  acid,  readily  utilized 
carbohydrate,  easily  emulsified  fat, 
and  important  minerals.  Adults  and 
children  both  enjoy  the  delicious 
taste  of  Ovaltine.  Hence  it  is  readily 
taken  by  all  patients  in  the  recom- 
mended quantity. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 669  VITAMIN  A 3000  I.U. 

PROTEIN 32.1  Gm.  VITAMIN  Bi 1.16  mg. 

FAT 31.5  Gm.  RIBOFLAVIN 2.00  mg. 

CARBOHYDRATE  ....  64.8  Gm.  NIACIN  6.8  mg. 

CALCIUM  1.12  Gm.  VITAMIN  C 30.0  mg. 

PHOSPHORUS 0.94  Gm.  VITAMIN  D 417  I.U. 

IRON 12.0  mg  COPPER 0.50  mg. 


*Based  on  average  reported  values  for  milk. 
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For  medically  sound  reduction  of  overweight. . . 


Benzedrine  Sulfate— rational  and  accepted 

Benzedrine  Sulfate,  by  safely  depressing  the  overweight  patient’s  appetite, 
ordinarily  curbs  excessive  eating.  Lowered  caloric  intake  and  loss  of  weight  naturally 
follow.  Hence,  Benzedrine  Sulfate  therapy  is  medically  sound  and  highly  effective. 

Thyroid— irrational,  potentially  dangerous  and  widely  condemned 

In  overweight,  most  authorities  strongly  condemn  thyroid  therapy  as  irrational 
and  potentially  dangerous,  except  in  those  rare  instances  when  an  accompanying 
hypothyroidism  has  been  definitely  demonstrated. 

Benzedrine  Sulfate — unlike  thyroid — ordinarily,  in  the  proper  dosage,  has 
no  significant  effect  on  the  basal  metabolic  rate,  blood  pressure,  or  heart  rate. 

Harris,  Ivy  and  Searle,1  after  a comprehensive  series  of  functional  tests,  conclude: 

"No  evidence  of  deleterious  effects  of  the  drug  (amphetamine  sulfate)  was  observed.” 

'Harris,  S.  C,:  Ivy,  A.  C.,  and  Searle,  L.  M.:  the  mechanism  of  amphetamine-induced  loss  of 
weight:  A Consideration  of  the  Theory  of  Hunger  and  Appetite,  J.A.M.A.  134:1468  (Aug.  23)  1947. 


of  the  AM  A for  use  in  treatment  of  overweight. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


!EG.  U.S.  PAT.  OFF.  FOR  RACEMIC  Al 


IETAMINE  SULFATE,  §,K,F. 
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SALYRGAN-THEOPHYLUNE 

Brand  of  Mersalyl  and  Theophylline 


MERCURtM. 
DIURESIS 


Although  mercurial  diuretics  are  most  active  on 
parenteral  injection,  oral  administration  of  Salyrgan- 
Theophylline  tablets  is  usually  quite  satisfactory.  The 
method  is  of  distinct  value  when  injections  are  imprac- 
ticable, as  well  as  when  the  frequency  of  injections  is 
to  be  reduced.  Average  dose:  5 tablets  after  breakfast 
once  a week,  or  1 tablet  three  or  four  times  daily  on 
two  successive  days  of  the  week. 


Bottles  of  25,  100,  500 
and  1 000  tablets. 
Also  for  injection  — 
ampuls  of  1 cc.  and  2 cc. 


x\l// 

WINTHR0P  STEARNS 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 
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Reaching  more  than  23  million  people  . . 

This  Parke-Davis  "See  Your  Doctor"  message  will 

appear  in  LIFE  and  other  national  magazines. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  OpSTHtiOIlS 


No.  21 0 in  a series  of  messages  from  Parke,  Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


!f  all  the  recent  advances  in  medical 
science  none  have  been  more  dramatic  than 
those  in  surgery  and  the  fields  related  to  it. 


Take  appendicitis,  for  instance. 

Not  very  many  years  ago,  having  your  appendix 
out  might  have  meant  a fairly  long  and  uncomfort- 
able hospital  sojourn,  followed  by  several  tedious 
weeks  of  getting  back  your  strength.  And  with  it 
all  you  might  have  had  good  reason  to  fear  such 
complications  as  peritonitis  or  pneumonia. 


Nowadays,  except  for  a few  rare  cases,  the  re- 
moval of  an  appendix  is  not  considered  a serious 
operation.  And  many  operations  which  were  con- 
sidered of  major  seriousness  as  recently  as  1930 
are  now  often  relatively  simple. 

Because  of  notable  advances  in  training  and 
surgical  skill,  many  of  the  risks  have  been  almost 
eliminated.  Complications  following  operations 
are  far  less  common.  And  most  patients  recover  in  a 
shorter  time,  and  with  less  discomfort  than  formerly. 

Such  progress  in  surgery  has  been  hastened  by 
significant  developments  in  four  important  Helds. 


1.  Anesthesia.  The  administration  of  anesthetics  has  be- 
come a specialized  science.  New  anesthetics  have  been 
developed —less  toxic,  less  upsetting  to  respiration  and 
heart  action.  With  modern  anesthesia  the  patient  has  a far 
easier  time  when  undergoing  surgery.  Post-operative  nausea 
and  vomiting,  which  were  previously  almost  taken  for 
granted,  are  now  much  less  frequent. 


2.  Infection-fighting  drugs.  Peritonitis,  once  feared  as 
a frequent  complication  of  abdominal  surgery,  today  is 
uncommon.  The  use  of  such  agents  as  the  sulfa  drugs  and 
penicillin  — to  treat  infection  or  to  guard  against  it  — has 
almost  eliminated  many  of  the  infections  which  formerly 
constituted  the  greatest  dangers  in  surgical  procedures. 

3.  Early  ambulation.  Doctors  have  found  that  getting 
patients  out  of  bed  soon  after  operations  not  only  speeds 
recovery,  but  also  prevents  many  of  the  discomforts  form- 
erly suffered.  Bowel  and  urinary  functions  are  quickly  re- 
stored. Cas  pains  are  usually  avoided.  It  is  not  unusual 
nowadays  for  a patient  to  be  well  enough  to  go  home  from 
the  hospital  in  less  than  ten  days  after  a major  operation. 


4.  Body  Nutrition.  One  of  the  problems  in  surgery  has 
been  that  the  condition  which  makes  an  operation  neces- 
sary is  usually  one  which  has  depleted  the  patient's  nutri- 
tional reserves,  and  therefore  lessens  his  ability  to  recover 
promptly  from  the  operation  itself. 

In  recent  years,  however,  medical  science  has  broadened 
its  knowledge  of  body  nutrition. 

Today,  it  is  possible  to  determine  in  what  a patient's 
body  is  deficient -whether  he  needs  whole  blood,  vitamins, 
salts,  carbohydrates,  protein. 

Each  of  these  elements  can  be  replaced  — making  it  far 
easier  for  the  patient  to  go  through  an  operation.  Post- 


operativcly,  also,  recovery  is  hastened  by  supplying  the 
body’s  needs  in  easily  assimilated  form. 

SEE  YOUR  Doctor.  Give  him  your  complete  con- 
fidence at  all  times.  If  he  advises  an  operation,  fol- 
low his  recommendation  promptly.  With  modern 
surgery,  with  modern  hospital  care,  you  have  little 
reason  to  be  afraid. 

Remember,  too,  that  when  surgery  is  indicated, 
a delay  may  be  dangerous.  Prompt  action  is  likely 
to  give  you  a quicker  recovery— and  an  easier  one! 


Makers  of  medicines  prescribed  by  physicians 

C9»TftieKT  1*0,  PARKS,  0AVI8  ft  COMPAMT 


PARKE,  DAVIS  & CO. 


Kninarcb  and  Manufacturing 
taboratorim,  Detroit  32,  Mich. 


ft 
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Aqueous  Suspension 
of  Mineral  Oil 
Plain 


Active 
Ingredient: 
Mineral  0il'65% 
DIRECTIONS— Adults  One  table 
spoonful.  Children:  One  teaspoonful. 
Important  — Do  not  take  directly 
before  or  after  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  iuice  if  desired. 

SHAKE  WILL 


PHILADELPHIA  3,  PA. 

. *>**  , , ' 
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YOU 

KNOW 

WHAT 

THESE 


Noah  was  in  at  the  birth  of  this  symbol.  Since, 
in  almost  all  lands,  it  has  come  to  mean  one 
thing:  Hope.  See  a rainbow  in  the  sky  and  you 
see  a promise  of  days  less  laden  with  trouble. 


SYMBOLS 

STAND 

FOR? 


DRUGS 

You  can  depend  on  any  prod- 
uct that  bears  the  name  Rexall 


The  familiar  Rexall  sign  is  a modern  symbol: 
Up  and  down  the  land,  displayed  proudly  by 
about  10,000  independent  and  reliable  drug 
stores,  it  signals  an  important  message  to  the 
millions.  Here  is  a symbol,  it  says,  that  assures 
the  highest  pharmacal  skill  in  compounding 
your  prescription.  It  means,  further,  that  all 
drugs  used  are  potent,  pure  and  uniform  . . . 
all  laboratory  tested  under  the  rigid  Rexall 
control  system. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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"...the  physiological  state  of  the  patient  affects  the  mortality 
and  morbidity  of  surgical  practice  as  much  or  more  than  the 
correctness  or  skillfulness  of  that  practice.”1  For  that  reason 
the  fork  must  share  with  the  scalpel  the  responsibility  of  favor- 
able prognosis.  The  food  the  patient  eats  contributes  greatly 
to  the  outcome  of  an  operation.  Faulty  diet  and  a resultant 
avitaminosis  make  surgery  more  hazardous  and  impede  re- 
covery. For  pre-  or  postoperative  supplementation  and  therapy, 
Upjohn  vitamins  afford  a full  range  of  high -potency  oral  and 

1.  Surg.,  Gynec.  and  Obst 

74 390  (Feb  16)  1942  parenteral  formulas. 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 
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MULTIPLE  PRIMARY  CARCINOMAS 

D.  W.  MELICK,  M.  D.,  and 

0.  0.  WILLIAMS,  M.  D. 


Phoenix, 

HILE  multiple  primary  carcinomas  of  the 
human  body  are  not  too  unusual,  they  are 
most  frequently  found  involving  one  or  two  or- 
gans such  as  the  gastrointestinal  tract  or  the 
skin,  or  occur  at  different  ages  in  the  patient’s 
life.  Consequently,  the  following  case  report  of 
a patient  who  had  two  primary  carcinomas 
of  the  lung,  in  addition  to  a primary  carcinoma 
of  the  prostate  occurring  at  the  same  time,  is  of 
sufficient  interest  to  justify  a report. 

Stalker,  Philips  and  Pemberton1  reported  113 
cases  found  in  2,500  operations  for  malignant 
lesions;  45.1%  occurred  simultaneously,  while 
54.9%  occurred  at  varied  intervals  of  time  sep- 
arating the  malignant  growths.  The  most  com- 
mon multiple  tumors  were  found  in  the  follow- 
ing organs : Skin,  breast,  genito-urinary  tract, 
and  gastrointestinal  tract.  White2  classified  the 
multiple  tumors  into  three  separate  groups : 

1.  Double  malignancies  of  the  same  or  sym- 
metrical organs. 

2.  Double  malignancies  of  different  organs. 

3.  Three  or  more  malignant  tumors  of  the 
same  or  different  organs. 

This  particular  case  report  would  appear  to 
fall  in  Group  3.  Warren  and  Gates3,  in  1932, 
surveyed  the  literature  and  made  a statistical 
study  of  multiple  primary  malignant  tumors. 
Since  that  time,  scattered  reports  of  multiple 
malignancies  in  the  same  person,  either  occur- 
ring simultaneously  or  at  separate  times  in  the 
patient’s  life,  have  been  reported. 

Case  Report 

Mr.  R.  D.  was  admitted  to  the  hospital  with 
a chief  complaint  of  cough. 

The  present  illness  dated  back  to  October  of 
1946.  At  that  time,  following  a moderate  hemo- 
ptysis, he  was  examined,  and  the  cause  of  his 
hemoptysis  was  thought  to  be  due  to  a tumor 
mass  in  the  right  lung.  The  chest  X-ray  re- 
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vealed  a rounded,  solitary  mass  in  the  right  low- 
er lung  field.  A bronchoscopy  was  performed  at 
this  time  and  reported  as  negative.  An  explora- 
tory thoracotomy  was  advised,  but  the  patient 
refused.  Three  months  later  (January  of  1947), 
due  to  the  fact  that  his  cough  had  become  worse, 
he  decided  to  have  the  exploratory  thoracotomy 
performed.  He  did  not  have  further  hemopty- 
sis during  the  intervening  time.  The  patient 
was  a well  developed  white  male,  age  51,  exhib- 
iting an  occasional  spasmodic,  dry  cough.  An 
area  of  dullness  could  be  elicited  by  percussion 
in  the  right  posterior  chest.  The  breath  sounds 
were  suppressed  over  this  area.  The  cardiac 
examination  was  negative.  The  blood  pressure 
was  120/90.  The  abdomen  was  soft  to  palpation. 
There  was  no  enlargement  of  the  liver  or  spleen. 
The  kidneys  were  not  palpable.  No  masses  or 
areas  of  tenderness  were  noted.  The  rectal  exam- 
ination revealed  the  sphincter  tone  to  be  of  good 
quality.  The  prostate  was  small  and  firm.  No 
masses  or  areas  of  tenderness  were  found.  The 
extremities  were  negative.  The  patellar  reflexes 
were  active. 

The  laboratory  examination  revealed  a hemo- 
globin of  97%,  a red  count  of  4,760,000.  The 
white  count  was  13,300,  with  a differential  count 
revealing  polymorph onuclears  67%,  lymphocytes 
26%,  monocytes  2%,  eosinophiles  5%.  A urine 
examination  was  negative.  The  fasting  blood  su- 
gar was  reported  as  94  mgm.  per  cent;  the  non- 
protein nitrogen  38  mgms.  per  cent,  and  the  sedi- 
mentation rate  was  68  mm.  in  1 hour.  A coccidio- 
idin  skin  test  was  found  to  be  2 plus.  The  spu- 
tum examination  was  reported  as  follows : 

Tubercle  bacilli  were  not  present.  A sputum 
culture  revealed  staphylococcus,  streptococcus, 
gram  positive  diplococcus,  and  diphtheroids. 

The  hospital  course  was  as  follows : 

His  preoperative  preparation  and  postopera- 
tive treatment  included  the  use  of  penicillin  in 
a dosage  of  240,000  units  daily.  The  total  amount 
of  penicillin  he  received  amounted  to  4,300,000 
units. 

On  February  11th  (four  months  after  he  was 
first  advised  to  have  surgery),  a right  pneu- 
monectomy was  performed.  He  died  on  the  14th 
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postoperative  day.  His  temperature  during  the 
postoperative  period  was  either  normal  or  sub- 
normal, except  for  the  following  days.  On  the 
second  and  third  postoperative  days,  it  reached 
100  degrees.  On  the  seventh  and  eighth  post- 
operative days,  the  temperature  was  recorded 
as  99.2  and  99.6  degrees  respectively.  On  the 
twelfth  postoperative  day,  it  was  99.8  and  his 
temperature  was  normal  on  the  day  of  his  death. 

During  the  immediate  postoperative  period 
Ids  progress  was  satisfactory.  It  was  necessary, 
however,  to  give  iutranasal  oxygen  continuously 
because  of  dyspnea  without  oxygen.  On  the  sixth 
postoperative  day,  a superficial  wound  infection 
was  discovered.  The  culture  revealed  hemolytic 
staphylococcus.  The  leukocyte  count  on  this  date 
was  19,750,  with  80%  polymorphonuclears,  13% 
lymphocytes,  ¥/<  monocytes,  and  3%  eosino- 
philes.  On  the  ninth  postoperative  day,  lie  had 
a severe  coughing  attack  and  immediately  there- 
after was  extremely  dyspneic.  A needle  was  in- 
serted into  the  right  pleural  space,  and  a posi- 
tive pressure  (+2,  +1D)  was  recorded  on  t lie 
pneumometer.  Removal  of  500  cc.  of  air  result- 
ed in  immediate  relief  of  the  dyspnea.  A few 
hours  later  475  cc.  of  a serosanguineous  fluid 
was  aspirated  from  the  right  pleural  space.  The 
next  day  (tenth  postoperative  day),  625  cc.  of 
serosanguineous  fluid  was  aspirated  from  the 
right  pleural  space.  The  pneumometer  readings 
were  O: — 10  before  aspiration  and  — 3: — 10 
after  aspiration.  The  fluid  was  cultured  and 
reported  as  showing  no  growth.  Three  days 
later  (on  the  13th  postoperative  day),  he  was 
allowed  to  sit  up  in  bed  and  dangle  his  legs  over 
the  side.  He  was  able  to  do  without  oxygen  and 
was  able  to  shave  himself  on  this  date.  The 
superficial  wound  infection  was  no  longer  pres- 
ent, but  his  leukocytic  count  remained  elevated 
at  18,800.  On  the  14th  postoperative  day,  lie 
had  a second  episode  of  extreme  dyspnea.  This 
was  not  initiated  by  coughing.  A needle  was  in- 
serted into  the  right  pleural  cavity,  but  removal 
of  air  and  a small  amount  of  fluid  did  not  in 
any  way  relieve  his  difficulty.  He  died  within 
a few  minutes  of  the  onset  of  the  dyspnea. 

SURGICAL  SPECIMEN 

Grossly,  the  tissue  is  a right  lung  which  has 
been  excised  at  the  hilus.  Involving  the  lower 
lobe  is  a mass  which  rfEises,  apparently  adjacent 
to  the  lower  bronchus  4.5  cms.  from  its  origin 
from  the  main  stem  bronchus.  This  growth  in- 
volves two-thirds  of  the  lower  lobe  and  appar- 
ently is  well  defined  from  the  surrounding  lung 
tissue.  It  is  firm  in  consistency  and  uniform 
throughout,  but  somewhat  granular  in  appear- 
ance. In  one  area,  tfmre  is  degeneration  with 
abscess  formation.  Microscopically,  the  tumor 
is  composed  of  tall,  columnar  cells  which  in 
areas  suggested  pseudostratification.  The  cells 


are  only  moderately  atypical  in  appearance,  have 
well  defined  large  nuclei  with  prominent  nucleoli. 
Mitotic  figures  are  moderate  in  number.  In 
the  area  of  the  dark  pigment,  the  growth  is 
somewhat  more  limited  in  extent  and  in  areas 
is  lining  air  cells.  Near  the  edge  of  the  tumor 
the  cells  extend  into  the  alveoli  of  the  lung  and 
in  areas  form  the  only  lining  to  these  alveoli. 
Desquamated  neoplastic  cells  are  found  in  the 
air  sacks.  Many  sections  taken  through  the  bron- 
chi and  bronchioles  do  not  reveal  the  tumor  or- 
igin in  these  structures. 

DISCUSSION 

It  was  thought  that  this  tumor  arose  from 
the  alveoli  and  could  he  classified  as  an 
adenocarcinoma  of  the  lung.  At  autopsy, 
there  was  found  a phlebo-thrombosis  of  both 
femoral  vessels  and  apparently  a recent  localiza- 
tion of  the  formed  thrombus.  An  embolus 
pletely  occluding  the  left  pulmonary  artery  was 
found.  There  was  an  enlarged  lymph  node  ad- 
jacent to  the  bronchus  of  the  left  lung  approxi- 
mately 1 cm.  from  its  origin.  The  bronchus  in 
this  area  was  somewhat  granular  in  appearance, 
but  no  occluding  growth  was  found.  The  pros- 
tate was  removed  routinely  and  examined  with 
no  suspicion  of  there  being  any  pathological  al- 
teration present.  Microscopic  showed,  however, 
that  there  was  an  early  adenocarcinoma  of  the 
prostate  gland.  This  carcinoma  was  active,  had 
mitotic  figures,  and  showed  evidence  of  infiltra- 
tion of  a considerable  portion  of  the  posterior 
part  of  the  prostate.  Slight  involvement  of  the 
lateral  lobes  was  found.  In  addition  to  this, 
there  was  found  an  epidermoid  carcinoma  aris- 
ing from  the  mucosa  of  the  left  main  stem  bron- 
chus. The  origin  of  this  neoplasm  was  definite- 
ly determined,  as  there  was  a section  including 
both  normal  and  neoplastic  epithelial  cells. 
There  was  invasion  of  the  underlying  t issue ; 
likewise,  invasion  of  the  lymph  nodes.  The  met- 
astasis in  the  lymph  node  was  identified  as  an 
identical  tumor  to  that  of  the  bronchogenic  car- 
cinoma of  the  left  bronchus  and  had  no  resem- 
blance to  the  neoplasm  removed  at  surgery. 

CLINICAL  DISCUSSION 

The  death  of  this  patient  due  to  pulmonary 
embolism.  Such  an  occurrence  immediately  calls 
for  a review  of  the  contributing  factors  to  pul- 
monary embolism  in  the  hopes  that  such  an  oc- 
currence may  be  prevented  in  the  future.  This 
case  is  somewhat  unusual  in  the  fact  that  the 
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phlebothrombosis  was  of  the  silent  type.  There 
were  no  peripheral  signs,  such  as  pain  in  the 
extremities,  or  a positive  Homan’s  sign  that 
might  have  led  to  an  early  diagnosis  of  phlebo- 
thrombosis. Had  the  foregoing  signs  of  phlebo- 
thrombosis been  present,  a therapeutic  bilateral 
femoral  ligation  would  have  been  performed.  In 
view  of  his  age  (51),  there  are  those  who  would 
recommend  that  this  patient  have  a pre-opera- 
tive prophylactic  femoral  vein  ligation.  In  retro- 
spect, this  procedure  would  have  undoubtedly 
prevented  the  immediate  fatal  outcome.  Anoth- 
er contributing  factor  in  the  phlebothrombosis 
and  eventual  pulmonary  embolism  is  the  failure 
to  mobilize  the  patient.  It  is  recognized  that 
early  ambulation  is  of  benefit  in  preventing  post- 
operative thrombosis  and  embolus.  In  a dysp- 
neic  patient,  however,  the  amount  of  mobiliza- 
tion he  can  stand  is  very  little,  if  any.  In  this 
particular  case  it  was  a practical  impossibility. 
It  is  probably  not  of  great  consequence,  but  two 
other  contributing  factors  may  enter  into  the 
picture — the  fact  that  the  patient  had  a hypo- 
thermia during  the  postoperative  period,  and 
the  fact  that  he  had  a large  dose  of  penicillin 
(4,320,000  units).  The  hypothermia  certainly 
indicates  an  inability  of  the  patient  to  respond 
in  a normal  manner  to  trauma  and  should  make 
one  suspect  a sluggish  circulaton  that  would  con- 
tribute to  thrombosis  and  embolus.  As  far  as 
penicillin  is  concerned,  there  have  been  a few 
mentions  made  in  the  literature  that  penicillin 


produces  hypercoagulability  of  the  blood.  This 
seems  highly  questionable  in  view  of  the  work  of 
Dr.  F.  H.  L.  Taylor  of  the  Thorndyke  Labora- 
tory. In  carefully  controlled  work,  he  was  able 
to  show  that  penicillin  had  no  effect  on  the  blood 
coagulation.  However,  until  additional  specific 
work  has  been  reported,  this  question  remains 
uppermost  in  some  individuals’  minds.  If  peni- 
ciliin  does  produce  a hypercoagulability  of  the 
blood,  then  its  use  in  the  postoperative  period 
is  of  course  contraindicated.  A combination  of 
penicillin  preoperatively  and  the  sulfa  drugs 
postoperatively  might  work  out  satisfactorily  if 
one  desired  such  therapy  throughout  both  the 
preoperative  and  postoperative  periods. 

CONCLUSIONS 

1.  A case  of  multiple  primary  carcinoma  is 
reported.  The  tumors  arose  from  the  terminal 
alveoli  in  the  right  lung,  the  main  stem  bron- 
chus of  the  left  lung,  and  in  the  prostate  gland. 

2.  All  three  tumors  were  active  and  appar- 
ently would  have  resulted  in  death  of  the  patient 
within  a relatively  short  period  of  time. 

A short  review  is  made  of  the  contributing 
factors  to  pulmonary  embolism  in  the  hopes  that 
such  occurrences  may  be  prevented  in  the  future. 
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NITROUS  OXIDE  ANESTHESIA  WITH  CURARE  FOR 
PULMONARY  RESECTION 

AUDREY  URRY,  M.  D. 


Phoenix , 

A discussion  of  the  use  of  nitrous  oxide  an- 
esthesia with  curare  in  pulmonary  resec- 
tions must  necessarily  revolve  about  the  use  of 
nitrous  oxide  itself. 

Until  about  two  years  ago  cyclopropane  anes- 
thesia with  or  without  controlled  respiration 
has  been  almost  universally  used  as  the  anes- 
thetic agent  of  choice  in  open  chest  surgery. 
When  the  use  of  cyclopropane  was  contraindi- 
cated in  patients  with  arythmias  or  asthma, 
the  alternate  agent  used  was  ether  and  oxygen 
or  ether  nitrous  oxide  oxygen. 

Nitrous  oxide  anesthesia  has  been  used  for 
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thoracoplasties  in  well  known  medical  centers 
for  several  years1  but  it  was  not  used  in  chest 
cases  where  the  pleura  was  to  be  opened  until 
after  its  advantages  had  been  pointed  out  in 
long  abdominal  operations2.  In  medical  centers 
where  residents  were  doing  their  first  gastric 
resections  and  abdominal  perineal  resections, 
surgery  which  took  these  beginners  several  hours 
was  not  done  without  undue  anesthetic  trauma 
to  the  patients.  Anesthesiologists  who  were  con- 
tinually on  the  lookout  for  minimizing  this 
trauma  were  never  able  to  use  nitrous  oxide  for 
this  purpose  until  the  advent  of  curare.  Suffi- 
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cient  relaxation  could  not  be  obtained  with  ni- 
trous oxide  with  concentrations  which  allowed 
the  patient  a normal  amount  of  oxygen  until 
curare  came  into  use. 

Nitrous  oxide  anesthesia  with  curare  to  pro- 
duce profound  relaxation  is  meeting  the  ap- 
proval of  most  surgeons  and  anesthesiologists 
who  are  concerned  with  its  use.  The  surgeons 
are  pleased  at  the  excellent  relaxation  and  still 
more  at  the  good  condition  in  which  the  patients 
remain  after  long  surgery.  There  is  less  fall  in 
blood  pressure,  fewer  rises  in  pulse  rate,  and 
fewer  complications  in  the  post-operative  period. 

With  this  experience  proving  satisfactory  it 
was  then  used  in  identical  fashion  for  open  chest 
work.  Curare  in  chest  work  is  not  for  relaxation 
which  is  unnecessary  there,  but  for  better  con- 
trol of  lung  movements  to  facilitate  the  surgeon’s 
work  and  for  better  ventilation  of  llie  patient. 

The  patient  is  heavily  premedicated  with  a 
short-acting  barbiturate,  morphine  and  scopola- 
mine. Nitrous  oxide  is  a very  weak  anesthetic 
agent.  The  medication  must  be  strong  enough 
to  reduce  reflex  irritability.  The  purpose  is  to 
produce  light  surgical  anesthesia  with  a concen- 
tration of  nitrous  oxide  and  oxygen  which  will 
assure  the  patient  of  a concentration  of  oxygen 
over  21%.  When  the  premedication  is  adequate 
tins  state  will  be  reached  in  about  five  minutes 
of  anesthesia.  The  patient  is  then  tested  to  be 
sure  that  it  is  possible  to  inflate  his  lungs  by 
pressure  on  the  breathing  bag.  If  this  can  be 
accomplished  then  enough  curare  is  given  to  ren- 
der him  relaxed  enough  to  intubate  him  under 
direct  vision.  The  amount  of  curare  will  usually 
be  from  120  to  200  units  depending  upon  the 
muscular  status  of  the  patient.  This  dose  will 
also  render  him  apneic*  or  nearly  so.  He  is  then 
intubated,  the  tube  connected  to  the  machine 
and  his  respirations  are  carried  on  by  rhythmic 
manual  pressure  on  the  breathing  bag  sufficient 
to  produce  adequate  ventilation  of  his  lungs. 

An  anesthetic  death  is  almost  impossible  with 
nitrous  oxide  oxygen  as  long  as  that  patient  re- 
ceives a normal  amount  of  oxygen.  Nitrous  ox- 
ide has  no  toxic  effects  in  the  body.  The  toxic  ef- 
fects reported  from  its  use  are  those  due  to  an- 
oxia or  hypoxia  when  the  concentration  of  oxy- 
gen received  by  the  patient  was  below  that  of 
room  air  or  21%.  The  fact  that  this  concentration 
of  oxygen  and  nitrous  oxide  is  flowing  from  the 
gas  machine  is  of  no  consequence  if  the  pa- 
tient's respirations  are  inadequate  to  ventilate 


his  lungs  or  if  the  circulation  is  inadequate  to 
carry  the  oxygen  to  the  tissues.  These  conditions 
as  well  as  proper  elimination  of  carbon  dioxide 
must  be  fulfilled  during  any  anesthetic  with  any 
anesthetic  agent. 

Morphine  is  chosen  to  reduce  reflex  irritabil- 
ity in  preference  to  sodium  pentothal  for  two 
reasons.  Rovenstine’s  work  on  dogs  shows  a 
better  tolerance  to  hemorrhagic  shock  when  mor- 
phine was  used  as  an  anesthetic  than  when  cyclo- 
propane, ether,  or  pentothal  were  used.  The  tol- 
erance was  in  the  order  named.  Since  all  signs 
of  anesthesia  are  muscular  they  are  masked  by 
curare  paralysis.  One  must  be  sure  that  the  pa- 
tient is  anesthetized  and  not  just  paralysed. 
Therefore  anesthesia  must  be  carried  on  with  the 
concentration  of  nitrous  oxide  and  oxygen  found 
to  produce  first  plane  surgical  anesthesia  with- 
out hypoxia  before  the  curare  was  given.  For 
this  reason  pentothal  combined  with  curare  is 
likely  to  be  unsatisfactory  since  there  is  no  in- 
dication of  the  depth  of  anesthesia  when  the  mus- 
cles are  paralysed2. 

The  remarkable  thing  about  the  use  of  curare 
in  large  doses  is  the  absence  of  any  important 
systemic  effects. 

(a)  It  has  been  effectively  demonstrated  in 
man3  that  curare  has  no  analgesic  or  hypnotic 
properties.  Two  and  a half  times  the  dose  re- 
quired to  induce  apnea  in  absence  of  anesthesia 
produces  no  change  in  consciousness  or  sen- 
sorium. 

(b)  Curare  produces  paralysis  in  all  voluntary 
muscles  where  acetylcholine  is  the  chemical  medi- 
ator. Though  acetylcholine  is  still  produced  it 
is  ineffective  in  acting  upon  the  receptor  sub- 
stance, thus  blocking  nerve  impulses.  The  paraly- 
sis begins  with  muscles  inneravted  by  cranial 
nerves,  then  cervical  nerves,  intercostals  and  fi- 
nally the  diaphragm. 

(c)  There  may  be  a transient  fall  in  blood 
pressure  but  its  duration  is  no  longer  than  five 
minutes4. 

(d)  No  significant  change  can  be  shown  in 
the  E.  K.  G.4 

(e)  No  change  in  kidney  function  occurs4. 

(f)  There  is  a slight  decrease  in  liver  func- 
tion, the  significance  of  which  is  questionable 
because  of  the  long  surgery  involved4. 

(g)  An  average  rise  of  13  mg.  per  cent  in 
blood  sugar  was  recorded4 

(h)  It  produces  an  atony  of  the  intestine 
which  is  overcome  by  morphine.5 
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In  the  ease  under  discussion  tonight  a total 
dose  of  740  units  of  curare  (intoeostrin)  were 
used  or  an  average  of  90  units  per  hour.  This  is 
well  above  the  average  of  70  units  per  hour  in 
my  series  of  eases.  The  last  dose  of  curare  was 
given  2/2  hours  before  the  end  of  the  anesthetic. 
Prostigmin,  .37  mgs.  were  used  to  counteract 
the  remaining  effects  of  the  curare.  When  the 
patient  left  the  operating  room  he  was  ventilat- 
ing his  lungs  vigorously  with  both  diaphragm 
and  intercostal  muscles.  It  might  be  emphasized 
at  this  point  that  no  patient  should  be  allowed 
to  leave  the  operating  room  and  supervision  of 
the  anesthetist  until  the  patient  is  not  only  using 
his  diaphragm  but  has  strongly  contracting  inter- 
costal muscles.  This  cannot  be  too  strongly  em- 
phasized for  if  this  precaution  is  not  carried 
out  whenever  curare  is  used  in  either  chest  or 
abdominal  work,  there  is  danger  of  an  atelecta- 
sis developing  within  a short  time.  By  the  time 
tiiis  patient  returned  to  his  room  he  was  com- 
pletely rational  and  watching  with  interest  the 
arranging  of  his  intravenous  solutions  and  car- 
ried on  a normal  conversation. 


SUMMARY 

The  advantages  of  curare  with  nitrous  oxide 
anesthesia  over  others  for  pulmonary  resections 
are : 

1.  Its  low  toxicity  resulting  in  less  change  in 
pulse  and  blood  pressure,  better  post-operative 
condition  and  fewer  post-operative'complications. 

2.  Patients  waken  without  excitement  from 
the  anesthetic  very  quickly  and  are  rational 
within  10  minutes. 

3.  Because  of  the  non  explosive  gases  a cau- 
tery may  be  used. 

4.  Controlled  or  compensated  respiration  may 
be  used  with  the  same  advantages  of  that  tech- 
nique as  when  used  with  cyclopropane. 
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DISSEMINATED  COCCIDIOIDAL  GRANULOMA 

(Case  Report) 

BERTRAM  L.  SNYDER,  M.  D. 

GEORGE  K.  ROGERS,  M.  D. 

Phoenix,  Arizona 


Bertram  L.  Snyder,  M.  D. : 

This  32-year-old  white  male  was  first  seen  at 
the  Maricopa  County  Chest  Clinic  on  Feb- 
ruary 20,  1946,  with  a history  of  a slight  pro- 
ductive cough,  frequent  episodes  of  fever,  mus- 
cular aching,  and  fatigue  for  about  three  months. 
The  patient  stated  that  he  had  had  what  he 
thought  was  the  “flu”  for  several  weeks  in 
December,  1945.  There  were  no  other  com- 
plaints when  the  patient  was  first  seen. 

The  past  history  was  essentially  negative.  The 
patient  stated  that  he  had  had  no  unusual  dis- 
eases prior  to  the  onset  of  his  present  illness.  He 
stated  that  lie  had  had  the  usual  childhood  dis- 
eases without  complications.  There  was  no  his- 
tory of  malaria,  typhoid  fever,  pneumonia, 
rheumatism,  tuberculosis  or  venereal  disease. 
About  six  years  ago  the  patient  stated  that 
he  was  struck  on  the  back  of  the  head  by  a lad- 
der, but  apparently  suffered  no  ill  effects.  Tie 
was  born  in  Missouri,  and  several  years  later 
went  to  Iowa  to  live.  While  in  Iowa  he  worked 
several  years  in  a packing  house  and  was  a hide 
inspector.  On  coming  to  Arizona  three  years 


ago,  he  went  to  work  for  one  of  the  packing 
companies  and  worked  for  about  18  months,  dur- 
ing which  time  his  work  consisted  of  grinding 
feed. 

Family  history  indicated  that  his  father  died 
at  the  age  of  74  with  a “stroke.”  Mother  died  at 
the  age  of  54  with  asthma.  One  half  brother 
died  with  diphtheria,  and  one  half  brother  died 
of  “poison  ivy.”  The  patient  has  two  sisters, 
living  and  well.  Marital  history  reveals  the  pa- 
tient's wife  has  pulmonary  tuberculosis,  far  ad- 
vanced, active.  He  has  two  children,  living  and 
in  good  health. 

Physical  examination  revealed  a well  nour- 
ished, well  developed,  white  male  of  32  years. 
Temperature  was  normal.  The  pulse  was  80  and 
the  respirations  were  20.  The  patient  was  71 
inches  tall  and  weighed  154  pounds.  He  stated 
this  was  a loss  in  weight  from  165  pounds,  one 
month  prior  to  his  visit  to  the  clinic.  The  re- 
mainder of  the  examination  was  limited  to  the 
chest,  which  revealed  some  increase  in  breath 
sounds  at  the  right  apex,  but  no  rales  could  be 
elicited. 
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The  x-ray  of  the  chest  revealed  an  infiltrative 
type  of  lesion  in  the  right  upper  lobe,  involving 
the  vertebral  and  first  interspace  trunk  areas. 
There  was  also  noted  a definite  enlargement  of 
the  hilar  lymph  nodes.  The  diagnosis  considered 
was  pulmonary  tuberculosis,  Boeck’s  sarcoid  or 
some  type  of  fungus  infection. 

The  patient  was  again  seen  on  June  11,  1946 
in  the  clinic,  at  which  time  an  x-ray  of  the  chest 
showed  a rather  remarkable  clearing  of  the  in- 
filtrate, which  had  been  previously  noted  in  1 1 e 
right  upper  lobe.  At  this  time  it  was  noted  that 
the  patient  had  some  rather  peculiar  skin  lesions, 
located  on  the  right  upper  anterior  dies.,  above 
one  eye  lid,  and  under  both  nares. 

The  patient  was  referred  to  Dr.  George  Rogers 
for  examination  and  biopsy  taken  revealed  Coc- 
cidioidomycosis of  the  skin.  For  a period  of  sev- 
eral months  the  lesions  were  treated  with  some 
improvement  noted,  however,  during  the  suc- 
ceeding months  the  lesions  grew  progressively 
worse.  Periodic  x-rays  of  the  chest  failed  to  re- 
veal much  change.  The  hilar  adenopathy  still 
persisted. 

Hospital  Admissions:  The  patient  was  admit- 
ted to  St.  Joseph’s  Hospital,  September  6,  1946, 
with  a complaint  of  severe  occipital  headache  of 
several  days’  duration.  Examination  of  the  rec- 
ord, at  that  time,  was  essentially  negative.  The 
temperature  ranged  between  100-102  degrees. 
Blood  pressure  was  122/78.  General  physical 
examination  showed  very  little  change.  The 
fundi  apparently  were  not  examined  and  no 
spinal  puncture  was  done.  The  urine  was  nega- 
tive. Blood  count  essentially  normal.  The  course 
in  the  hospital  was  not  remarkable.  The  head- 
aches soon  disappeared  and  the  patient  was  dis- 
missed on  the  11th  hospital  day. 

The  patient  was  readmitted  to  St.  Joseph’s 
Hospital  on  February  24,  1947,  with  a complaint 
of  occipital  headaches  of  increasing  severity, 
fainting  spells,  and  slight  stiffness  of  the  neck, 
and  frequent  episodes  of  double  vision.  Examin- 
ation at  that  time  revealed  essentially  the  same 
skin  lesions  under  both  nares,  over  the  left  eye 
brow,  upper  chest  region,  and  the  right  index 
finger.  Examination  of  the  eves  revealed  bilat- 
eral choked  discs.  There  was  also  slight  impair- 
ment of  hearing  on  the  left  side.  A moderate 
lymphadenopathy  in  the  left  cervical  region,  and 
a slight  stiffness  of  the  neck. 

Examination  of  i Ire  spinal  fluid  showed  an  in- 
creased pressure,  with  440  mm.  of  water.  The 
cell  count  was  222  white  cells  per  cc.  and  these 
showed  lymphocytes  90%  and  polymorphoneu- 
clears  10%.  The  Bandy  was  increased.  The  su- 
gar showed  20  mg.  per  100  cc.  The  chloride 
showed  554  mg.  per  100  cc.  Total  protein  400 
mg.  The  Wasserman  was  negative.  Culture  of 
the  spinal  fluid  was  negative.  The  urine  was 
negative  and  the  blood  examination  was  essen- 
tially the  same  as  the  previous  admission,  ex- 
cept for  a slight  rise  in  the  white  count  to 


12,000.  Fasting  blood  sugar  was  142  mg.  per 
100  cc. 

On  March  4,  1947,  another  spinal  fluid  exam- 
ination was  done,  showing  increased  pressure. 
A cell  count  of  364  white  blood  cells  predom- 
inately lymphocytes.  The  smear  was  negative  for 
acid-fast  bacilli  and  fungus.  Tuberculin  test 
OT  1-1000  was  negative  .and  positive  1-1000  di- 
lution. Coccidioidin  test  was  negative  on  two 
occasions.  Sputum  \ests  were  persistently  nega- 
tive for  acid-fast  bacilli,  and  on  numerous  occa- 
sions examination  was  done  for  fungus  growth, 
negative  on  smear  and  culture.  Sedimentation 
rate  was  17  mm.  in  60  minutes  by  the  Cutler 
method.  Serological  tests  for  Coccidioidal  infec- 
tion on  October  4,  1946,  showed  an  absence  of 
complement  fixation  and  a repeated  examination 
on  February  14,  1947,  showed  equivocal  pre- 
cipitins. 

During  the  patient’s  last  stay  in  the  hospital 
the  temperature  did  not  rise  above  99  degrees. 
The  patient  continued  with  periodic  episodes  of 
headache,  dizziness,  and  on  numerous  occasions 
had  nausea  wiwth  projectile  vomiting.  He  was 
often  confused  and  irrational.  On  one  occasion 
he  fell  in  the  hath  room,  striking  his  arm  and 
head.  He  also  complained  of  episodes  of  roaring 
in  his  ears. 

He  was  finally  transferred  to  Maricopa  Coun- 
ty Hospital  on  March  12,  1947.  His  course  con- 
tinued downhill  and  the  patient  expired  on 
March  26,  1947,  approximately  13  months  from 
the  onset  of  his  illness. 

1 ) E R M A T O L O G I C A L 1 1ISCUSSION 

George  K.  Rogers,  M.  1). : 

In  the  past  few  years  articles  on  the  deeper 
mycoses  have  become  more  numerous  and  this  is 
undoubtedly  due  to  a growing  recognition  of 
these  diseases. 

Coccidioidomycosis  is  essentially  a systemic 
disease  with  cutaneous  manifestations  occurring 
only  in  a minority  of  cases.  Clinically  the  cuta- 
neous lesions  are  not  characteristic.  They  can 
be  classified  as : 

1.  Primary  cutaneous  lesions  followed  by 
generalization. 

2.  Primary  pulmonary  lesions  and  later  gen- 
eralization with  cutaneous  pathologly. 

3.  A third  classification  includes  primary 
pulmonary  lesions  and  later  generalization  with- 
out cutaneous  pathology. 

The  early  primary  cutaneous  lesions  are  furun- 
culoid  in  character  and  are  usually  to  be  found 
on  the  exposed  areas  such  as  the  hands  and 
arms,  although  they  may  occur  anywhere  on  the 
body.  They  are  painless  indolent  nodules,  deep 
seated  and  pink  or  red  in  color.  The  lesions 
spread  slowly  hut  may  remain  localized  for  years 
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before  dissemination  by  way  of  the  lymph  and 
blood  stream  takes  place.  Eventually  they  sup- 
purate and  exude  a yellowish  pus  which  contains 
Coecidioides  immitis.  The  resultant  ulcers  may 
become  papillomatous  and  resemble  blastomyco- 
sis. Again  numerous  sinuses  may  develop  from 
the  nodules  and  resemble  cutaneous  tuberculosis. 
Healing  leaves  an  atrophic  pliable  sear. 

Secondary  metastatic  lesions  consist : First  of 
variously  sized  subcutaneous  nodules  containing 
a gray  pus  and  second  warty  papillomatous 
masses,  the  center  of  which  may  ulcerate.  In  the 
supraclavicular  regions  scrofuloderma-like  le- 
sions secondary  to  lymph  nodes  involvement  may 
be  found.  Occasionally  erythema  nodosum-like 
lesions  may  be  observed  on  the  shins. 

I) iffe ren Hal  diagn osis. 

1 . Tuberculosis. 

In  the  pulmonary  variety  of  coceidiodoidomy- 
cosis  the  diagnosis  of  tuberculosis  has  frequent- 
ly been  made.  The  cutaneous  lesion  may  resem- 
ble scrofuloderma  or  tuberculosis  cutis. 

2.  Late  cutaneous  syphilis. 

This  is  characterized  by  the  absence  of  consti- 
tutional  symptoms,  the  lesions  are  usually  single 
and  the  blood  Wasserman  positive. 

3.  Lesions  of  gramdoma  fungoides. 

The  lesions  in  this  condition  respond  very  rap- 
idly to  X-ray  therapy  and  this  is  of  diagnostic 
value. 

4.  Blastomycosis. 

Here  we  have  lesions  with  sloping  inflamma- 
tory borders  and  tiny  abscesses.  Guinea  pig  in- 
oculation with  coecidioides  immitis  die  from  sys- 
temic infection,  while  no  evidence  of  infection  is 
apparent  after  inoculation  with  blastomyces. 

The  diagnosis  rest  on  demonstrating  the  or- 
ganism. 

1.  Microscopically. 

2.  Culturally. 

3.  Animal  inoculation. 

4.  Jacobson  elaborated  a filtrate  from  ooe 
cidioides  immitis  cultures  which  is  called  Coc- 
cidioidin  and  intracutaneous  injections  of  the 
filtrate  is  followed  in  eight  to  thirty-six  hours 
by  a positive  cutaneous  reaction  which  is  of 
diagnostic  help.  This  is  a specific  skin  test 
similar  to  the  tuberculin  or  the  trichopbytin  test. 

DERMATOLOGICAL  EXAMINATION 

This  case  was  referred  to  dermatology  because 
of  numerous  lesions  on  the  face,  chest  and  legs. 
These  lesions  measured  approximately  one  centi- 


meter in  diameter  and  were  elevated  % to  J4  a 
centimeter  above  the  surrounding  skin.  They 
were  grayish-pink  in  color,  verrucous  in  appear- 
ance with  a central  depression,  some  of  which 
were  covered  with  a crust.  These  warty-like 
growths  were  discrete,  painless  and  were  firm 
to  the  touch  with  slight  infiltration  about  the 
base.  A peculiar  feature  in  the  case  of  a large 
lesion  on  the  chest  was  that  on  performing  a bi- 
opsy only  a small  section  of  this  tumor  was  re- 
moved and  a few  weeks  later  this  entire  lesion 
healed  without  therapy,  leaving  a pliable  scar. 
Several  other  lesions  on  the  eye-brows  and  nose 
responded  to  superficial  X-ray  therapy  while 
similar  lesions  elsewhere  showed  no  response  to 
the  same  dosage. 

PATHOLOGICAL  REPORT 

A surgically  removed  granulomatous  lesion 
from  the  skin  was  submitted  for  histological  ex- 
amination. 

The  specimen  consisted  of  a papillary  type  of 
skin  growth  elevated  well  about  the  surface  of 
the  surrounding  epidermis.  The  lesion  measured 
5 mms.  in  diameter.  It  was  fairly  well  delineat- 
ed from  the  surrounding  skin.  Section  through 
the  mass  indicated  a granulomatous  type  of  le- 
sion which  was  undergoing  considerable  necrosis. 

The  microscopic  study  was  typical  of  a granu- 
loma. There  was  pseudo-epitheliomatous  exten- 
sion into  the  dermis.  Within  the  dermis  and  the 
upper  layers  of  the  dermis  was  a granuloma  com- 
posed of  numerous,  widely  scattered  giant  cells 
with  surrounding  inflammatory  cells,  predomi- 
nantly plasma  cells  and  lymphocytes.  However, 
in  a few  areas,  there  were  intraepidermal  abscess 
formation  as  well  as  small  abscesses  in  the  dermis. 
Both  within  the  giant  cells  and  in  the  inflam- 
matory tissue  were  found  numerous  spherules 
of  coecidioides  immitis  with  a double  contour, 
hyalin  outer  layer,  and  a homogeneous  inner 
layer  with  occasional  spherule  containing  numer- 
ous, small  endospores.  No  budding  was  found. 
The  spherules  varied  markedly  in  size,  some  be- 
ing rather  small,  while  others  being  large.  The 
larger  spherules  contained  the  endospores.  The 
diagnosis  was  cocidioidal  granuloma  of  the  skin. 

At  autopsy,  there  was  found  grossly  a dissem- 
inated granulomatous  reaction  which  involved 
the  lungs,  mediastinal  lymph  nodes,  adrenals, 
and  epididymis.  There  was  also  found  a menin- 
gitis which  was  predominantly  basilar  in  type. 

Microscopically,  the  lesions  were  similar  in 
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practically  all  areas.  In  the  lymph  nodes,  how- 
ever, more  pronounced  epithelioid  reaction,  as 
well  as  fibrosis,  was  noticeable.  The  lesions  in 
the  lungs  were  small,  miliary  in  type,  had  very 
little  necrosis,  and  considerable  epithelioid  reac- 
tion with  numerous  giant  cells  containing  coe- 
cidioides  immitis. 

Microscopically,  as  well  as  grossly,  the  follow- 
ing organs  were  involved  : The  lungs,  spleen  and 
lymph  nodes,  kidneys,  epididymis,  meninges, 
adrenal  glands,  mucosa  of  the  nose  and  the  skin. 
No  lesions  were  found  in  the  liver.  The  lesions 
in  the  cerebrospinal  system  were  limited  to  the 
meninges.  In  this  area  was  a typical  type  of  epi- 
thelioid reaction  with  very  little  caseous  necrosis 
or  necrosis  of  any  type  associated  with  epitheli- 
oid cells  and  numerous  giant  cells.  The  spherules 
were,  on  the  average,  considerably  larger  than 
those  found  elsewhere  and  were  more  actively 
proliferating,  as  many  contained  numerous 
spores,  and  in  areas  rupturing  of  the  spherules 
with  release  of  the  endsopores  was  found  micro- 
scopically. 

The  anatomical  diagnosis  was  disseminated, 
progressive,  coccidioidal  granuloma,  with  coc- 
cidioidal meningitis ; granulomatous  lympha- 
denitis of  the  mediastinum,  and  involvement  of 
the  kidneys,  adrenals,  spleen,  and  skin. 

GENERAL  DISCUSSION 

Ben  F.  Frissell,  M.  D. : 

Dr.  Snyder  has  presented  an  interesting  case 
— a classical  example  of  the  progressive  or  dis- 
seminated form  of  coccidioidomycosis.  Fortu- 
nately this  phase  or  type  of  the  disease  is  ex- 
tremely rare  (being  reported  as  occurring  in 
.2%  of  all  cases)  for  it  is  an  extremely  fatal 
form  of  coccidioidomycosis  with  various  reports 
indicating  a mortality  rate  of  50-)-%.  The  so- 
called  primary,  or  pulmonary,  type  of  cocci- 
dioidomycosis, although  it  carries  a much  lower 
mortality  rate,  is  of  much  more  clinical  interest 
because  of  its  prevalence  in  our  region  of  the 
country. 

Human  infection  by  the  fungus  Coccidioides 
immitis  was  first  described  in  Argentina  by 
Werneke  in  1892.  The  disease  was  not  given 
much  publicity  in  this  country  until  1935  when 
Gifford  and  Dickson  described  the  so-called  San 
Joaquin  Valley  Fever,  which  has  more  re- 
cently been  shortened  to  “Valley  Fever,”  and 
could  perhaps  be  very  aptly  termed  “Salt  River 
Valley  Fever.” 


We  are  indebted  to  the  Army  Medical  Corps 
for  extensive  clinical  observation  and  research 
in  this  disease  during  the  past  few  years.  These 
studies  have  brought  out  several  interesting 
facts.  There  is  an  extremely  high  incidence  of 
positive  skin  test  to  coccidioidin  among  the  na- 
tives and  older  residents  in  this  area.  For 
instance,  in  the  school  children  in  Phoenix  50% 
or  more  of  high  school  students  showed  positive 
reactions.  This  finding  is  interpreted  as  indi- 
cating past  infection  or  development  of  immun- 
ity through  contact  with  the  fungus.  The  sus- 
ceptibility of  newcomers  into  the  southwest,  and 
particularly  Negroes  and  Mexicans  as  compared 
to  native  population  is  quite  striking.  Among 
one-year  residents,  the  incidence  of  positive  skin 
test  was  less  than  20%,  whereas  among  adults 
residing  in  the  area  for  ten  or  more  years  the 
incidence  of  positive  coccidioidin  test  was 
70-80%.  The  highest  incidence  of  the  disease 
occurs  during  the  spring  and  late  summer 
months  of  the  year  at  times  when  the  wind  veloc- 
ity is  highest  and  the  occurrence  of  dust  storms 
in  the  desert  areas  is  quite  common. 

The  clinical  picture  of  the  disease  at  the  onset 
closely  resembles  influenza,  with  which  it  is 
frequently  confused.  In  the  majority  of  cases 
there  is  pleural  type  chest  pain,  cough — usually 
non-productive,  but  on  some  occasions  showing 
small  amounts  of  characteristic  yellowish,  puru- 
lent sputum.  Physical  signs  in  the  chest  are  fre- 
quently not  evidenced  although  on  x-ray  exam- 
ination there  are  usually  found  hilar  and  paren- 
chymal lesions,  easily  confused  with  atypical 
pneumonia  and  in  some  instances,  particularly 
in  cases  of  longer  duration,  tuberculosis.  In  fact, 
it  is  not  amiss  to  state  that  many  cases  of  so- 
called  tuberculosis  in  this  part  of  the  country 
have  in  fact  been  undiagnosed  cases  of  cocci- 
dioidomycosis. The  clinical  course  of  the  usual 
case  of  coccidioidomycosis  runs  from  two  to  six 
weeks  and  in  the  disseminated  form  months  or 
even  years.  Diagnosis  can  be  made  in  the  vast 
majority  of  cases.  Of  course,  as  in  any  other 
disease  not  too  well  known,  consideration  of  the 
disease  in  question  is  of  vast  importance.  The 
clinical  course  is  much  too  long  for  influenza 
without  complications.  X-ray  findings  in  the 
early  stage  of  the  disease  are  likewise  helpful 
in  differentiating  influenza.  Blood  count  in 
coccidioidomycosis  usually  shows  a leukocyto- 
sis, frequently  with  esinophilia  and  the  sedi- 
mentation rate  runs  quite  high.  The  skin  test 
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does  not  become  positive  until  after  the  second 
or  third  week  of  the  illness.  In  this  respect  a 
skin  test  done  early  in  the  disease  and  found  to 
be  negative  at  that  time,  later  repeated  and 
found  to  be  positive  can  be  considered  as  sig- 
nificant from  a diagnostic  standpoint.  Other- 
wise the  coccidioidin  skin  test  must  be  inter- 
preted in  the  same  light  as  the  tuberculin  test. 
Sputum  analyses  are  usually  disappointing  in 
that  the  fungus  can  rarely  be  demonstrated  by 
cultural  or  direct  methods. 

Of  considerable  importance  in  diagnosing  and 
prognosticating  the  clinical  course  of  the  disease, 
are  serological  tests  which  have  been  developed 
in  the  laboratory  of  Dr.  Charles  E.  Smith  of  the 
Department  of  Public  Health,  Stanford  Univer- 
sity these  tests  utilizing  the  complement  fixation 
and  precipitan  test  techniques.  Up  to  the  pres- 
ent time,  however,  these  tests  are  only  being  done 
in  Dr.  Smith ’s  laboratory  and  our  distance  from 
these  facilities  is  no  little  handicap  in  utilizing 
this  particular  diagnostic  aid. 

Skin  lesions  described  in  coccidioidomycosis 
are  of  considerable  assistance  when  they  occur, 
but  despite  the  impressions  gained  from  the 
earlier  literature  on  the  subject  the  lesions  are 
only  found  in  3-15%  of  cases.  Characteristic 
skin  lesions  are  so-called  erythema  nodosum  type 
occurring  particularly  on  the  lower  extremities 


but  sometimes  on  the  upper  extremities  as  well. 

The  disseminated  form  is,  of  course,  more  apt 
to  develop  in  individuals  showing  the  least  ac- 
quired and  natural  immunity  to  the  disease  and 
a particularly  high  incidence  of  this  type  of  in- 
fection is  found  in  the  colored  race.  This  phase 
of  the  disease  may  last  a few  months  or  even  a 
few  years.  Practically  all  organs  of  the  body 
may  be  involved — lungs,  meninges,  skin,  bones 
and  joints  are  most  frequently  involved. 

As  far  as  has  been  determined  there  has  been 
no  occurrence  of  man-to-man  infection  in  this 
disease,  so  that  clinical  isolation  would  not  ap- 
pear to  be  of  any  importance.  Treatment  other- 
wise is  entirely  supportive  and  symptomatic. 
All  of  the  so-called  specific  drugs  and  chemo- 
therapeutic agents  have  been  tried  and  found  to 
be  uniformly  ineffective  in  controlling  this  in- 
fection. The  prime  requisite  of  therapy  would 
appear  to  be  close  clinical  observation  with  com- 
plete bed  rest  for  a sufficient  period  of  time  to 
allow  the  disease  to  run  its  course  with  the  least 
possible  danger  of  developing  a disseminated 
phase  of  the  disease.  Sedimentation  rate  can  be 
used  clinically  as  a guide  to  the  duration  of  bed 
rest.  A rule  established  by  the  A nny  Medical 
Corps,  which  appears  to  be  a good  one,  is  that 
the  patient  be  kept  at  bed  rest  until  the  sedi- 
mentation rate  returns  to  normal. 


MEDIASTINAL  EMPHYSEMA 
A Case  Report 

A.  B.  THOMPSON,  M.  D. 

Tucson,  Arizona 


UpHE  significance  of  this  report  is  not  the 
newness  of  the  condition,  as  mediastinal 
emphysema  has  been  recorded  in  the  literature 
for  many  years.  It  is  interesting,  however,  to 
review  some  of  the  present-day  conceptions,  as 
to  the  method  or  methods  of  the  entry  of  air  into 
the  mediastinal  space ; the  effect  of  air  in  the 
space;  the  possibility  of  confusing  mediastinal 
emphysema  with  some  more  serious  condition : 
or  the  failure  to  recognize  early,  and  thus  per- 
mitting the  condition  to  reach  serious  propor- 
tions. 

There  are  two  recognized  types,  traumatic 
and  spontaneous. 

Traumatic:  Crushing  injuries  to  the  chest  may 


cause  emphysema  of  the  mediastinum,  by  frac- 
turing ribs,  which  puncture  the  lung,  causing 
interstitial  emphysema,  and  resultant  medi- 
astinal emphysema.  The  same  process  is  followed 
in  the  performance  of  artificial  pneumothorax, 
where  the  needle  pierces  the  lung  tissues,  as 
occasionally  occurs. 

On  the  other  hand,  one  may  be  sitting  quiet- 
ly, when  suddenly  struck  by  a pain  in  precor- 
dium,  radiating  to  the  left  scapula,  and  occa- 
sionally down  the  left  arm,  accompanied  by 
dyspnea  and  cyanosis.  It  develops  that  the  pa- 
tient- has  suffered  a spontaneous  mediastinal 
emphysema.  MacKlin1  has  suggested  that  the 
basis  for  this  may  have  been  set  by  alveolar  dis- 
tension from  previous  straining,  etc.  This  can 
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and  often  is  confused  with  angina  pectoris  or 
even  coronary  occlusion. 

The  causative  factor  leading  to  mediastinal 
emphysema  has  been  outlined  by  Hammon  as : 

1.  Trauma 

a.  Injury  to  the  chest  with  or  without  rib 
fracture. 

b.  Operation  on  the  chest  particularly  the 
induction  of  pneumothorax. 

2.  Increase  of  Intrapulmonary  pressure 

a.  Straining  with  the  glottis  closed 

b.  Heavy  lifting 
Straining  at  stool 
Childbirth 

Attempts  to  resuscitate  the  newborn 

c.  Occlusion,  partial  or  complete  of  trachea 
or  bronchi ; usually  accompanied  by 
cough,  anesthesia,  particularly  closed 
method  of  inflation  method 

Asthma 
Bronchitis 
Foreign  bodies 
Whooping  cough 
Pneumonia 

3.  Spontaneous  rupture  of  Alveoli 

There  are  other  possible  factors,  which  un- 
doubtedly lead  to  mediastinal  emphysema.  Any 
condition  which  permits  air  to  follow  the  fascial 
planes,  particularly  along  the  greater  blood  ves- 
sels, may  cause  emphysema,  by  dissecting  the 
tissues  into  the  mediastinum.  Air,  after  once 
entering  the  mediastinum  at  times  may  escape 
from  the  mediastinum.  The  amount  of  intra- 
mediastinal  pressure  undoubtedly  is  a factor  in 
the  escape. 

The  paths  followed  in  the  escape  are : Into 
pleural  cavities;  through  the  diaphragm, 
around  the  aorta  and  esophagus,  to  the  retro- 
peritonial  tissues ; and  into  the  pleural  cavities. 

Air  in  the  neck  gives  suspicion  of  mediastinal 
emphysema.  However,  air  does  enter  the  sub- 
cutaneous tissues  of  the  neck  from  the  buccal 
and  nasal  cavities. 

I doubt  whether  there  is  anyone  who  has  giv- 
en any  number  of  pneumothorax  inductions,  who 
has  not  heard  the  complaint,  at  some  time,  im- 
mediately following  an  induction,  when  a pa- 
tient has  complained  of  pain  in  the  abdomen, 
or  pain  on  swallowing,  demonstrating  air  leav- 
ing the  mediastinum,  by  way  of  the  diaphragm, 
along  the  aorta  or  esophagus,  reaching  the  retro- 
peritoneal tissues. 

It  is  now  fully  agreed,  as  a result  of  extensive 


investigation  and  study,  that  air  can,  and  fre- 
quently does,  enter  the  pleural  cavity  from  the 
mediastinum,  but  that  air  never  enters  the 
mediastinum  from  the  pleural  cavity. 

The  clinical  manifestations  of  mediastinal 
emphysema  may  be  listed  as  pain,  subcutaneous 
or  retroperitoneal  emphysema,  pneumothorax, 
obliteration  of  cardiac  dullness,  evidence  of  in- 
creased intramediastinal  pressure,  as  engorge- 
ment of  the  veins,  cyanosis,  dyspnea,  and,  de- 
pending on  the  degree,  the  bulging  of  the  eyes, 
and  a peculiar  sound,  usually  heard  substernally 
or  at  the  apex  of  the  heart,  which  has  a distinc- 
tive, bubbling,  crunching  sound. 

Substernal  pain,  radiating  to  the  left  shoulder, 
and  down  the  left  arm,  accompanied  by  cyano- 
sis, and  dyspnea  can  be  confused  with  angina 
pectoris.  This  is  particularly  true,  if  the  con- 
dition is  spontaneous  mediastinal  emphysema. 

Subcutaneous  emphysema  at  the  base  of  the 
jugulum  may  be  the  only  evidence  of  the  pres- 
ence of  mediastinal  emphysema.  In  the  absence 
of  other  causes,  it  may  be  considered  as  prima 
facie  evidence  of  the  existence  of  mediastinal 
emphysma. 

Tension  pneumothorax  has  been  considered  as 
a valve-like  rent  into  the  pleura,  where  air  may 
enter,  but  not  escape.  There  is  no  pathologic  or 
post  mortem  evidence  of  the  existence  of  this 
fact. 

The  studies  of  Hammon  and  Stephens  con- 
clude that  there  is  a pre-existing  interstitial 
emphysema.  This  view  is  fortified  by  the  de- 
velopment of  contra-lateral  pneumothorax  in 
operation  on  the  thorax. 

If  there  is  sufficient  air  in  the  mediastinum 
the  cardiac  dullness  is  obliterated.  However,  the 
amount  of  air  may  be  so  small  as  not  to  be  rec- 
ognizable, and  thus  cause  no  percussion  vari- 
ations. 

Increased  mediastinal  pressure  causes  pres- 
sure on  the  contents  of  the  mediastinum.  Thus, 
depending  on  the  amount  of  pressure,  is  evi- 
dence of  engorgement  of  the  cervical  veins,  col- 
lapse of  the  circulation,  cyanosis,  altered  breath- 
ing, and  even  resultant  death. 

There  is  a distinctive  sound  heard  usually  at 
the  mitral  area  which  is  synchronous  with  the 
heart-beat.  It  lias  a crunching,  bubbling  sound. 
It  is  always  systolic.  It  may  be  to  and  fro.  This 
is  confused  with  pericarditis  or  pneumo  pericar- 
ditis. Its  presence  is  pathognomonic  evidence  of 
mediastinal  emphysema. 


Vol.  5,  No.  2 


Arizona  Medicine 


39 


The  above  findings  with  normal  white  cell 
count,  no  elevation  in  temperature,  are  dis- 
tinctive in  the  usual  case  of  mediastinal  em- 
physema. 

The  case  presented  here  carries  out  some  of 
the  features  discussed  above. 

A wiry  15-year-old  boy  who  was  engaged  as 
a water-carrier  in  making  adobes.  This  required 
the  lifting  of  a heavy  pail  of  water,  and  carry- 
ing it  some  distance,  so  that  the  adobe-maker 
could  mix  his  adobe  dough.  Chief  complaint 
was  substernal  pain,  aggravated  by  deep  breath- 
ing, beneath  the  lower  sternum. 

Onset  was  acute.  Pain  is  unaccompanied  by 
cough,  hemoptysis  or  fever.  No  prior  history 
of  rheumatic  fever,  joint  pains  or  heart  disease. 
Negative  history  for  Tuberculosis. 

History  by  system  essentially  negative.  No 
weight  loss  or  generalized  weakness. 

Family  history  non-contributory. 

General  condition:  Pulse  70;  Character,  regu- 
lar, good  volume,  and  fair  tension.  Nutrition 
fair;  Temperature  98.6;  anxious  facies,  not 
cyanotic. 

Conjunctiva  show  good  color,  pupils  equal 
and  regular.  No  nuchal  rigidity.  Lung  fields 
clear  to  P & A. 

There  is  a leathery,  crunching  to  and  fro 
sound,  synchronous  with  the  heart  sounds.  This 
sound  is  heard  best  near  the  lower  left  border 
of  the  sternum. 

Urinalysis : Specific  Gravity  1.030;  Albumin 


X-ray  of  chest  on  August  18,  1946 


X-ray  of  chest  on  August  24,  1947 


and  Sugar,  negative.  An  occasional  erythrocyte 
was  found. 

The  blood  picture  ivas:  Red  Blood  Cells 

3,790,000;  White  Blood  Cells  6,800;  Hemoglobin 
12  gms. ; Neutrophiles : Stabs  8%;  Segmented 
12%  ; Lymphocytes  78%  Monocytes  2%.  Blood 
Kahn  negative;  Blood  Wassermann  negative. 

X-ray  of  chest  on  admission,  August  18,  1946 : 
Left  mediastinal  emphysema  with  consequent 
distortion  of  the  left  hilar  structures. 

X-ray  two  days  later,  August  20,  1946 : There 
is  some  lessening  of  the  amount  of  left  mediasti- 
nal emphysema.  The  lateral  view  shows  a small 
amount  of  free  air  between  the  pleura  and  ster- 
num at,  about  the  level  of  the  manubrium  down 
to  the  diaphragm,  as  well  as  some  streaking  along 
the  upper  mediastinum  which  is  probably  due 
also  to  the  emphysema.  The  chest  has  a narrow 
AP  dimension. 

Electrocardiograph,  August  22,  1947 : 

1.  Tendency  to  right  axis  shift 

2.  Sinus  arrythmia 

3.  Within  normal  limits 

X-ray  of  chest  on  August  24,  1947 : The  left 
mediastinal  emphysema  has  diminished  so  that 
now  there  is  only  a very  small  amount  of  air  ad- 
jacent to  the  larger  vessels  of  the  heart. 

CONCLUSION 

Here  is  presented  a case  which  was  spontane- 
ous in  its  onset.  The  suggestion  of  MacKlin  was 
undoubtedly  manifested  here,  in  that  no  doubt 
the  alveoli  were  distended  from  the  straining  in 
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lugging  the  heavy  pails  of  water  and  the  acts 
of  deglutition  in  eating  his  lunch,  and  drinking 
the  water,  probably  closed  the  glottis  just  suf- 
ficiently to  increase  intra  alveoli  pressure,  or 
rent  through  into  the  mediastinum,  or  cause  the 
air  to  pass  along  the  fascial  planes,  causing  the 
acute  pain. 

The  summary  here  of  facts  collected : 

1.  Conception  of  mediastinal  emphysema 
originated  primarily  as  increased  intra  alveolar 
pressure,  resulting  in  the  rupture  of  the  alveo- 
lar wall,  resulting  in  interstitial  emphysema, 
and  rupture  of  parietal  pleura,  resulting  in 
mediastinal  emphysema  (Hammon). 

2.  Tension  pneumothorax  now  considered 
mediastinal  emphysema,  rupturing  into  the 
pleura,  causing  pneumothorax  (Harnmon). 

3.  Spontaneous  mediastinal  emphysema  can 
have  distended  alveoli,  and/or  interstitial  emphy- 
sema which  by  and  closure  of  epiglottis,  produc- 
ing increased  intra  alveolar  pressure,  may  be 
sufficient  to  rupture  the  perietal  pleura  and  pro- 
duce mediastinal  emphysema. 

4.  Symptoms  of  shock,  accompanied  by  pain 
located  in  substernal,  precordial,  subscapular, 
and  radiating  to  left  arm,  or  in  back,  should  con- 
sider in  the  differentiation  mediastinal  emphy- 
sema. 

The  to  and  fro  crunching  sound,  which  is  diag- 
nostic, should  always  be  kept  in  mind,  as  there 
is  the  possibility  of  confusing  this  with  the  rub 
of  pericarditis.  This  is  accentuated,  when,  as 
in  this  case,  the  loud,  distinctive  sound  was 
heard  on  withholding  the  breathing. 

CONCLUSION 

Here  has  been  presented  a case,  bearing  out 
some  of  the  present  day  conceptions  as  to  the 
origin  and  features  of  mediastinal  emphysema. 
X-rays  have  been  presented  to  show  the  ready 
absorption  of  air  in  a not  too  serious  ease.  The 
discussion  brings  to  mind  once  again  the  old 
warning,  “Bear  in  mind  the  possibility  of  medi- 
astinal emphysema  when  certain  syndrome  of 
symptoms  presents  itself.’’ 

Roentgenologic  and  Fluoroscopic  Findings 

I)r.  Edward  M.  Hayden. 


8-18-46— 

Chest  Fa:  There  is  flattening  of  the  left 

hilar  structures  in  the  tortuous  curve  adjacent 
to  the  midline,  and  there  is  a long  fine  line  of 
pleural  density  lateral  to  the  heart  and  aortic 
shadows  which  extends  from  the  head  of  the 
clavicle  down  to  the  diaphragm.  The  lungs  are 
clear  except  for  a few  minute  scattered  nodula- 
tions.  The  heart  is  within  normal  limits. 

Conclusion:  The  above  findings  suggest  the 
presence  of  left  mediastinal  emphysema  with 
consequent  distortion  of  the  left  hilar  structures. 
Recheck  in  a few  days  in  the  PA  and  left  lateral 
position  is  recommended. 

E.  K.  G. : 

8-21 -46- 

Rate:  60 

Rhythm:  Irregular  and  of  sinus  origin. 

P-Waves:  P is  upright  in  the  limb  leads,  iso- 
electric to  upright  is  Lead  VI.  Pi  and  Pr>  are 
inverted.  PR  is  within  normal  limits. 

QRS  Complexes:  QRSi  is  equiphasic  with  an 
S-wave.  QRS2  diphasic  with  a small  S-Wave. 
QRS.i  is  upright  with  the  semblance  of  an 
S-wave.  In  the  precordial  leads,  QRS  is  nor- 
mally diphasic.  RT  shows  no  deviations  from 
the  normal. 

T -waves:  T-waves  are  upright  and  of  normal 

contour  throughout. 

Impression: 

1.  Tendency  to  right  axis  shift. 

2.  Sinus  arrhythmia. 

3.  Within  normal  limits. 

8-23-46— 

Chest  FA:  Since  8-20-46  the  left  mediastinal 
emphysema  has  diminished  so  that  now  there  is 
only  a very  small  amount  of  air  adjacent  to  the 
larger  vessels  of  the  heart. 
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CARCINOMA  OF  THE  RECTUM  AND  RECTOSIGMOID* 

CLAUDE  F.  DIXON,  M.  D. 

Division  of  Surgery,  Mayo  Clinic, 

Rochester,  Minnesota 


/CARCINOMAS  of  the  rectum  and  rectosig- 
moid  often  present  more  perplexing  prob- 
lems than  cancer  occurring  elsewhere  in  the  large 
intestine,  for  the  reason  that  adequate  removal 
of  a malignant  process  in  one  of  the  distal  seg- 
ments often  necessitates  the  establishment  of  an 
artificial  anus  or  colonic  stoma.  It  truly  is  amaz- 
ing to  both  patient  and  surgeon  how  often  pa- 
tients who  have  colonic  stomas  are  able  to  4 ‘ carry 
on”  in  an  almost  normal  manner.  Obviously,  if 
the  continuity  of  the  bowel  can  be  maintained 
following  radical  surgical  removal  of  rectal  or 
rectosigmoidal  cancer,  the  patient  is  indeed  hap- 
pier but,  unfortunately,  this  cannot  be  done  in 
all  such  cases. 

RECTAL  CARCINOMA 

Some  localized  carcinomas  of  the  rectum  prop- 
er, in  which  the  neoplastic  disease  does  not  in- 
volve more  than  the  mucosa  and  submucosa,  may 
be  adequately  treated  by  excision  without  pro- 
longed interference  with  functional  activity.  In 
some  instances  it  is  necessary  to  divide  the  anal 
sphincter  muscles  completely  in  order  to  obtain 
satisfactory  surgical  exposure.  It  must  be  em- 
phasized again  and  again  that  such  local  exci- 
sion of  malignant  growths  of  the  rectum  can  be 
carried  out  safely  in  only  a small  percentage  of 
cases  because  most  rectal  carcinomas  when  first 
recognized  are  of  size  and  extent  that  preclude 
local  excision  as  an  adequate  operation.  One  may 
say,  therefore,  that  by  far  the  majority  of  rectal 
cancers  require  some  type  of  radical  surgical 
procedure. 

Hochenegg  in  1888  suggested  and  carried  out 
the  ‘‘pull  through”  operation  for  rectal  cancer. 
In  this  procedure  he  freed  the  pelvic  colon  by 
means  of  an  abdominal  approach,  then  by  a peri- 
neal approach  he  excised  the  diseased  segment 
of  rectum  or  the  entire  rectum  and  then  pulled 
the  healthy  distal  end  of  the  sigmoid  colon 
through  the  anal  sphincter  muscles.  This  ap- 
peared to  be  the  answer  to  the  problem  of  rectal 
cancer.  There  are,  however,  to  my  notion,  two 
possible  reasons  why  this  procedure  may  meet 
with  disapproval.  First,  the  nerve  supply  of  the 
internal  sphincter  may  be  severely  interfered 

•Read  before  Lois  Grunow  Memorial  Clinic,  Phoenix,  Ari- 
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with,  thus  eliminating  the  involuntary  control 
of  the  bowel.  Second,  such  a procedure  does  not 
permit  of  radical  excision  of  the  perirectal  tis- 
sue, which  often  is  shown  to  be  the  site  of  sec- 
ondary spread  of  the  disease.  Hochenegg ’s  pro- 
cedure, now  employed  by  Babcock,  Bacon  and 
others,  is  apparently  being  rejuvenated.  From 
my  experience  the  ‘ ‘ pull  through  ’ ’ or  Hochenegg 
operation  for  rectal  cancer,  like  the  local  exci- 
sion previously  mentioned,  has  limited  use ; 
namely,  only  in  small  localized  lesions. 

More  radical  surgical  removal  of  rectal  carci- 
noma is  brought  about  by  the  Miles  combined 
abdominoperineal  operation  with  a permanent 
single-barrel  abdominal  colonic  stoma  or  by  the 
so-called  Kraske  or  Lockhart-Mummery  opera- 
tion in  which  a permanent  loop  type  or  double- 
barrel  abdominal  colonic  stoma  is  established 
and  is  followed  by  a perineal  resection  of  the 
rectum.  The  latter  usually  is  performed  as  a 
secondary  procedure  after  the  lapse  of  ten  to 
fourteen  days. 

The  merits  of  these  two  procedures  have  been 
widely  discussed  and  excellent  results  have  been 
reported  from  both  operations.  My  experience 
with  these  radical  procedures  for  rectal  cancer 
leads  me,  at  present,  to  the  following  conclusions. 

The  combined  abdominoperineal  operation  car- 
ried out  in  a single  stage  may  fail  to  meet  some 
of  the  requirements  for  which  the  procedure 
was  designed.  In  the  first  place,  most  of  the 
surgeons  employing  it  emphasize  the  import- 
ance of  radical  excision  in  the  abdominal  portion 
of  the  operation  and  then  during  the  perineal 
or  final  stage  of  the  intervention  they  fail  to 
carry  out  a radical  excision  of  the  perirectal  tis- 
sues, which  often  are  the  site  of  direct  extension 
or  nodal  spread  of  the  disease.  In  the  original 
essay  on  the  procedure  Miles  stated  that  lateral 
spread  of  rectal  cancer  rarely  if  ever  occurred. 
This  view,  as  many  of  you  know,  has  not  been 
substantiated.  True  it  is  that  the  combined  ab- 
dominoperineal procedure  often  effects  perma- 
nent relief  of  rectal  cancer.  However,  some  pa- 
tients for  whom  “cure”  is  expected  return  be- 
cause of  recurrence  of  the  disease  in  the  peri- 
neum. Such  recurrences,  at  least  in  part,  ac- 
cording to  my  observation  and  opinion,  are  due 
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to  malignant  tissue  or  involved  nodes  which 
could  have  been  removed  in  some  instances  had 
a more  radical  perineal  dissection  been  carried 
out,  for  example,  by  wide  excision  of  the  peri- 
rectal fat,  fascia  propria  and  levator  ani  muscles. 

It  is  important,  I believe,  to  keep  in  mind  that 
such  radical,  and  1 think  necessarily  radical, 
perineal  operations  are  associated  with  consid- 
erable shock ; therefore  it  is  at  present  my  cus- 
tom to  perform  the  Miles  (combined  abdomino- 
perineal) operation  in  two  stages.  At  the  initial 
procedure  the  abdominal  cavity  is  approached 
by  means  of  a low  rectus  incision.  The  colon  is 
divided  between  two  Payr  clamps  at  a site  near 
the  level  of  the  sacral  promontory.  The  sig- 
moidal mesentery,  including  the  superior  hem- 
orrhoidal vessels,  is  divided  and  ligated.  The 
posterior  parietal  peritoneum  is  incised  only  at 
the  base  of  the  mesentery  where  the  superior 
hemorrhoidal  vessels  are  clamped,  divided  and 
ligated.  The  left  ureter  also  is  identified  and 
isolated.  Next  the  proximal  end  of  the  distal 
sigmoid  is  inverted  and  the  segment  of  bowel  is 
dropped  free  into  the  pelvis.  The  small  defect 
in  the  posterior  parietal  peritoneum  is  repaired 
by  means  of  two  or  three  interrupted  catgut  su- 
tures. Finally,  t he  distal  end  of  the  descending 
colon  is  brought  through  the  primary  incision 
or  through  a small  muscle-splitting  incision  in 
the  left  iliac  region,  establishing  a single-barrel 
stoma.  In  performing  the  colostomy  the  anterior 
peritoneum  never  is  sutured  to  the  bowel,  which 
is  held  in  place  by  means  of  a Payr  clamp.  The 
day  following  operation,  the  colon  is  opened  by 
means  of  a cautery  immediately  beneath  the 
clamp.  The  clamp  automatically  becomes  de- 
tached on  the  fifth  or  sixth  postoperative  day. 
After  a period  of  ten  to  fourteen  days  the  colonic 
stoma  is  functioning  satisfactorily.  Such  pa- 
tients are  out  of  bed  on  or  about  the  fifth  post- 
operative day. 

The  second  and  final  or  perineal  operation  is 
carried  out  with  the  patient  under  low  spinal 
or  sacral  anesthesia  produced  by  100  to  120  mg. 
of  procaine  hydrochloride.  The  patient  is  placed 
in  a reverse  Trendelenburg  position  and  the  dis- 
tal segment  of  bowel,  which  includes  the  rectum 
and  sigmoid  colon,  is  removed.  An  ounce  (20 
c.c.)  of  mertliiolate  is  instilled  through  the  anus. 
Swabbing  of  the  anorectal  tissues  must  not  be 
done,  since  this  maneuver  might  force  some  of 
the  malignant  cells  from  the  rectal  growth  into 
the  lymphatic  or  circulatory  system.  Further- 


more certain  types  of  bacteria  which  occur  in  the 
lesions  secondarily  may  be  dislodged  into  the 
same  channels,  producing  such  serious  or  fatal 
infectious  processes  as  bacterioides,  a complica- 
tion that  I have  emphasized  in  previous  publica- 
tions. Next  the  anus  is  closed  by  means  of  a 
purse-string  type  of  suture.  Then  with  the  cau- 
tery an  incision  is  made  beginning  at  the  level 
of  the  base  of  the  coccyx  and  extending  about  3 
inches  (8  cm.  ) lateral  to  the  anus  downward  to 
a midpoint  in  the  perineum.  Following  this  a 
similar  incision  is  made  on  the  opposite  side. 
The  coccyx  is  then  disarticulated  and  removed 
and  the  fascia  propria  is  incised  in  the  coccygeal 
region.  Now  the  perirectal  fat,  fascia  and  levator 
ani  muscles  are  widely  removed  from  both  sides 
of  the  bowel.  The  rectum  is  next  freed  by  cau- 
tery dissection  from  the  prostate  gland  or  pos- 
terior vaginal  wall.  In  the  male,  caution  must 
be  taken  during  exicision  to  avoid  injury  of  the 
membranous  urethra.  After  this  the  upper  rec- 
tum is  freed  from  the  hollow  of  the  sacrum  by 
passing  the  left  hand  cephalad  between  the  bowrel 
and  the  sacrum  until  the  inverted  end  of  the 
sigmoid  is  reached.  It  is  then  grasped  and 
drawn  downward  into  the  perineal  wound,  the 
lateral  ligaments  or  rectal  stalks  are  divided  and 
the  entire  distal  segment  is  removed.  Five  grams 
(75  grains)  of  microcrystalline  sulfathiazole  are 
placed  in  the  peritoneal  cavity.  The  perineum 
is  closed  transversely  and  the  perineal  wound  is 
packed  by  means  of  first,  a large  square  of  syn- 
thetic silk,  and  secondly  a 4 inch  (10  cm.)  gauze 
pack  varying  in  length  from  4 to  6 feet  (122  to 
183  cm.).  The  cutaneous  edges  are  approximated 
about  the  pack  with  catgut  sutures.  The  pack  is 
removed  on  the  third  postoperative  day.  On  the 
fifth  or  sixth  postoperative  day,  daily  sitz  baths 
are  begun. 

Following  this  type  of  perineal  resection  the 
patient  is  kept  in  the  hospital  ten  to  fourteen 
days.  Complete  healing  occurs  in  six  to  twelve 
weeks.  This  procedure  1 have  carried  out  in 
about  seventy-five  cases  without  a death.  The 
sacrifice  of  the  superior  hemorrhoidal  vessels 
has  in  no  instance  caused  necrosis  of  the  distal 
segment  of  bowel.  However,  some  microscopic 
necrosis  of  the  cancerous  lesion  does  occur.  I 
believe  that  this  operation  is  radical  in  nature 
and  I think  that  it  has  merit.  Another  possible 
advantage  of  this  two-stage  combined  abdomino- 
perineal procedure  (combined  with  the  one-stage 
operation)  is  that,  according  to  my  experience, 
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it  gives  rise  to  less  “shock’’  in  patients  sixty- 
five  years  of  age  or  older  and  therefore  there  is 
lower  morbidity  and  mortality. 

Finally,  in  considering  surgical  procedures  of 
the  removal  of  rectal  cancer,  a safe  and  qnite 
radical  operation  and  one  which  I have  found 
carries  low  risk  is  the  Kraske  operation,  so-called. 
This  consists  in  an  abdominal  loop  or  double- 
barrel  colostomy  followed  in  ten  days  or  two 
weeks  by  perineal  or  posterior  resection  of  the 
rectum  and  rectosigmoid.  In  this  operation,  as 
is  well  known,  the  abdominal  cavity  is  entered 
and  explored  by  means  of  a low  left  rectus  inci- 
sion. A loop  of  distal  descending  colon  or  sig- 
moid is  brought  out  and  fixed  in  the  midportion 
of  the  incision.  Fixation  is  accomplished  by  pass- 
ing a rubber-covered  glass  tube  through  the 
mesentery  of  the  bowel.  The  abdominal  wall  then 
is  closed  about  the  small  loop  or  knuckle  of  the 
exteriorized  colon.  One  should  exercise  great 
caution  in  establishing  this  type  of  colostomy  in 
order  not  to  close  the  abdominal  wall  too  tightly 
around  the  bowel.  If  this  error  is  made,  marked 
edema  of  the  exteriorized  bowel  will  ensue, 
causing  a poorly  functioning  colonic  stoma.  Also, 
any  slack  or  redundancy  of  the  bowel  proximal 
to  the  site  of  the  colostomy  will  often  permit  the 
proximal  segment  of  the  bowel  to  prolapse,  re- 
quiring amputation.  The  second  and  final  stage 
of  the  operation  is  carried  out  as  was  previously 
discussed  in  describing  the  two-stage  combined 
abdominoperineal  operation,  with  one  exception, 
and  that  is  that  in  the  Kraske  type  of  operation 
with  a loop  colostomy,  the  peritoneum  is  opened 
during  the  rectal  resection  and  the  remaining 
distal  end  of  the  sigmoid  is  inverted  and  re- 
placed in  the  peritoneal  cavity  and  the  posterior 
incision  is  packed  as  previously  described. 

Carcinoma  of  the  lower  sigmoid  or 
rectosigmoid 

In  1930  1 became  interested  in  the  removal  of 
carcinomatous  lesions  of  the  lower  sigmoid  by 
means  of  a procedure  which  would  permit  the 
re-establishment  of  continuity  of  the  bowel.  This 
idea  occurred  to  me  for  the  following  reasons: 
I was  impressed  by  the  good  results  which  had 
been  obtained  in  the  care  of  rectosigmoida!  car- 
cinoma by  the  Hartmann  operation.  This  pro- 
cedure is  characterized  by  a one-stage  resection 
in  which  the  rectosigmoid  or  upper  rectum  is 
cut  across  a few  centimeters  distal  to  the  growth. 
The  upper  rectum  is  then  inverted  and  the  re- 


maining pelvic  portion  of  the  colon  together 
with  the  growth  is  mobilized.  Then  the  bowel 
is  divided  in  the  region  of  the  distal  descending 
colon.  The  proximal  end  of  the  latter  is  brought 
out  as  a single-barrel  colostomy  after  removal 
of  the  intervening  segment  of  bowel.  Many  of 
the  patients  who  had  undergone  the  Hartmann 
type  of  operation  were  found  to  be  alive  and 
well  many  years  afterward  and  without  evidence 
of  return  of  the  growth  in  the  portion  of  the 
rectum  which  remained.  In  reviewing  many 
specimens  removed  in  this  manner  I rvas  im- 
pressed by  the  fact  that  the  site  of  amputation 
in  the  rectosigmoid  or  rectum  was  invariably  in 
close  proximity  to  the  cancerous  process.  Could 
it  be  then  that  carcinoma  in  this  region  or  seg- 
ment of  bowel  rarely  if  ever  spread  downward '! 
A careful  study  of  the  literature  revealed  to  me 
that  only  in  rare  instances  did  carcinoma  spread 
downward  into  the  lymph  nodes  farther  than 
2 cm.  and  that  when  spread  of  such  type  did 
occur,  the  proximal  lymphatics  were  blocked  by 
the  carcinomatous  process.  With  this  deduction 
then  as  a justifiable  basis,  I began  carrying  out 
the  so-called  low  anterior  resection  with  re-estab- 
lishment of  the  continuity  of  the  bowel.  Lesions 
occurring  from  6 cm.  to  20  cm.  from  the  anal 
margin  may  be  suitably  treated  by  the  operation 
about  to  be  described. 

Technic  of  low  anterior  resection  for 
carcinoma  of  the  lower  sigmoid 

The  abdominal  cavity  is  opened  by  means  of 
a long,  low  left  rectus  type  of  incision  and  an 
exploratory  procedure  is  carried  out.  The  pa- 
tient is  in  deep  Trendelenburg  position.  First 
the  liver  is  palpated  for  distant  metastasis. 
Next  the  colon,  beginning  with  the  cecum,  is 
examined  to  rule  out  the  possible  coexistence  of 
other  malignant  lesions.  The  low  sigmoidal  le- 
sion is  palpated.  If  resection  is  thought  to  he 
feasible,  the  procedure  is  begun  by  first  incising 
the  fused  lateral  peritoneum  from  near  the 
splenic  flexure  of  the  colon  down  to  the  pelvic 
peritoneal  fold.  The  left  ureter  is  identified  and 
isolated.  Next,  the  posterior  parietal  peritoneum 
is  opened  mesially  at  a point  immediately  ceph- 
alad  to  the  superior  hemorrhoidal  vessels.  The 
mesial  peritoneal  incision  is  extended  downward 
and  along  the  base  of  the  mesosigmoid  and 
curved  around  the  rectovesical  or  rectocervical 
neck.  The  entire  pelvic  colon,  rectosigmoid  and 
upper  rectum  are  then  mobilized  by  freeing  the 
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mesosigmoid  from  the  sacrum,  beginning  at  the 
sacral  promontory  and  extending  to  the  tip  of 
the  coccyx,  by  means  of  sharp  and  blunt  dissec- 
tion. The  rectal  ampulla  is  next  mobilized  from 
the  vagina  or  seminal  vesicles  and  prostate.  In 
rectosigmoidal  cancer  situated  at  the  pelvic  peri- 
toneal fold  it  is  necessary,  in  order  to  obtain 
satisfactory  mobilization,  to  divide  and  ligate 
the  lateral  rectal  stalks  or  ligaments,  which  con- 
tain the  middle  hemorrhoidal  vessels.  Complete 
mobilization  of  the  entire  pelvic  portions  of  the 
colon  and  upper  colon  and  upper  rectum  having 
been  obtained,  the  superior  hemorrhoidal  vessels 
are  next  divided  and  ligated,  as  are  the  vessels 
in  the  mesentery  of  the  distal  portion  of  the  de- 
scending colon.  The  latter  is  then  divided  be- 
tween Payr  clamps. 

Long,  especially  constructed  curved  rubber- 
covered  clamps  are  then  placed  across  the  bowel, 
usually  across  the  upper  portion  of  the  rectum, 
or  as  far  distal  as  possible  from  the  lower  mar- 
gin of  the  growth.  The  bowel  is  now  divided 
between  the  clamps  and  the  pelvic  colon  con- 
taining the  tumor  is  removed.  The  descending 
colon,  already  sufficiently  mobilized,  is  brought 
down  and  anastomosed  as  an  open  end-to-end 
procedure.  Chromic  catgut  is  employed.  Five 
grams  (75  grains)  of  sulfathiazole  are  sprinkled 
into  the  hollow  of  the  sacrum.  A long  Penrose 
cigaret  drain  is  employed,  one  end  being  insert- 
ed into  the  sacral  hollow  near  the  tip  of  the  coc- 
cyx and  the  other  end  being  brought  out 
through  the  lower  end  of  the  abdominal  inci- 
sion. This  drain  is  lifted  out  — not  pulled 
out  — on  the  eighth  or  ninth  postoperative 
day.  The  lateral  and  mesial  layers  of  the  pos- 
terior parietal  peritoneum  are  sutured  to  the 
edges  of  the  bowel,  thus  obviating  any  defect 
in  the  pelvis.  The  suture  line  of  the  anastomosis 
is  kept  intraperitoneally,  if  possible ; however, 
in  low  sigmoidal  lesions  this  sometimes  is  im- 
possible. Thus,  the  resection  and  re-establish- 
ment of  continuity  of  the  bowel  have  been  car- 
ried out. 

Since  such  anastomoses  are  difficult  it  is  my 
practice  at  present  as  in  the  past  to  establish  a 
temporary  loop  type  of  transverse  colostomy. 
This  is  accomplished  by  bringing  a small  seg- 
ment of  the  transverse  colon  to  the  exterior  in 
the  upper  end  of  the  primary  incision.  This 
segment  of  bowel  is  held  in  place  by  means  of  a 
rubber-covered  glass  tube  passed  beneath  the  gut 


through  its  mesentery.  The  abdomen  is  then 
closed  about  the  loop  of  exteriorized  colon.  The 
latter  is  opened  by  means  of  cautery  the  day 
following  resection.  Such  colonic  stomas  may  be 
closed  within  three  or  four  weeks  following  x-e- 
section.  Spur-crushing  clamps  are  employed 
prior  to  closui-e  of  the  stomas  in  about  75  per 
cent  of  the  cases.  An  intraperitoneal  type  of 
closure  always  is  employed. 

During  the  years  1930  to  1945,  inclusive,  I 
carried  out  low  anterior  x’esection  in  slightly 
more  than  500  cases.  Of  this  number,  340  pa- 
tients had  no  evidence,  on  abdominal  exploratoi’y 
operation,  of  distant  metastasis  even  though 
there  was  nodal  involvement  adjacent  to  the  pri- 
mary  lesion  in  many  of  the  cases.  It  is  my  opin- 
ion that  one  should  consider  that  resection  in 
these  340  cases  was  employed  with  the  hope  and 
idea  of  “cure.”  The  distance  of  the  lesion  from 
the  anal  margin  (estimated  during  proctoscopic 
examination)  ranged  from  6 cm.  to  20  cm.  In 
ninety  cases  the  lesions  were  from  6 cm.  to  10 
cm.  from  the  dentate  margin.  In  the  remaining 
250  cases  the  cancer  in  the  rectosigmoid  and  sig- 
moid was  at  a distance  varying  from  11  cm.  to 
20  cm.  from  the  anal  margin. 

The  mortality  rate  per  patient  in  the  earlier 
operations  varied  from  9 to  13  per  cent.  It  is  of 
special  interest,  I think,  to  note  that  since  the 
use  of  sulfonamide  drugs  the  hospital  mortality 
rate  has  dropped  dramatically.  For  example, 
from  1941  to  1945,  I carried  out  184  conserva- 
tive low  anterior  resections  with  two  deaths. 
In  one  case,  the  cause  of  death  was  a type  III 
pneumonia ; in  the  other,  death  was  due  to  coro- 
naiy  disease. 

Some  well-known  and  able  surgeons  doubt 
the  value  of  sulfonamides.  The  work  of  Poth 
anti  Knopp,  substantiated  clinically  by  Benson 
and  me,  proves  I believe  beyond  doubt,  that  the 
preoperative  use  of  sulfasuxidine  or  sulfathala- 
dine,  plus  the  employment  of  sulfathiazole  at 
the  completion  of  each  operation,  has  greatly 
diminished  the  incidence  of  infection,  thus  low- 
ering morbidity  and  mortality.  Preoperatively, 
sulfasuxidine  or  sulfathaladine  is  administered 
over  a thi’ee-day  period.  A total  of  720  grains 
(47  gm.)  is  given  oi’ally  in  divided  doses  at 
four-hour  intervals.  Also,  a nonresidue  diet, 
high  in  carbohydrate,  is  employed.  Gentle  cath- 
arsis is  brought  about  by  means  of  sodium  phos- 
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phate  administered  during  the  first  two  days  of 
preoperative  management.  Two  to  four  drams 
(8  to  16  gm.)  are  given  every  four  hours.  Also, 
during  this  period  (two  days)  the  rectum  is 
gently  irrigated  with  saline  solution  twice  daily. 
On  the  third  and  final  preoperative  day  2 fluid- 
drams  (7  c.c.)  of  paregoric  are  given  each  three 
hours. 

At  the  completion  of  resection  and  closure  of 
the  colonic  stoma,  5 gm.  (75  grains)  of  sulfathi- 


azole  are  placed  in  the  abdominal  cavity  near 
the  site  of  the  anastomosis. 

The  five-year  survival  rate  in  272  cases  in 
which  I have  carried  out  the  two-stage  low  an- 
terior type  of  resection  for  cancer  of  the  low 
sigmoid  with  re-establishment  of  continuity  of 
the  bowel  is  67.7  per  cent,  which  I believe  com- 
pares favorably  with  any  type  of  procedure, 
including  those  operations  which  necessitate 
permanent  colostomy. 


FALSE  POSITIVE  SEROLOGY;  ITS  INTERPRETATION 

AND  MANAGEMENT 

KENNETH  C.  BAKER,  M.  D., 

Tucson,  Arizona 
and 

CLEVELAND  J.  WHITE,  M.  D. 

Chicago,  Illinois* 


AS  Stokes1  has  stated,  a positive  blood  test 
does  not  necessarily  mean  that  a person 
has  syphilis.  During  World  War  II,  physicians 
and  public  health  workers  learned  this  to  be  a 
fact.  A renewal  of  interest  in  fase  positive  soro- 
logic  reactions  is  indicated.  Case  histories  are 
narrated  to  emphasize  this  clinical  problem. 
Treatment  must  not  he  given  on  the  basis  of  a 
single,  unconfirmed  positive  blood  test  occurring 
in  the  routine  examinations  in  the  course  of,  or 
shortly  after,  a non-syphilitic  disease,  unless  the 
patient  has  definite  clinical  syphilis.  In  this  re- 
spect, a quantitative  titered  test  will  in  many 
instances  give  a hint  that  one  is  dealing  with  a 
false  positive  reaction,  especially  if  the  titer 
is  low  and  that  anti-luetic  therapy  need  not  he 
instituted  before  the  diagnosis  of  syphilis  is  es- 
tablished. (This  is  not  possible  with  a too  prev- 
alent serologic  report  of  “positive.”  We  do  not 
regard  any  blood  titer  below  four  as  worthy  of 
anti-luetic  therapy  without  other  substantial 
evidence. 

The  main  concern  in  the  matter  of  false  posi- 
tive serologic  reactions  is  not  to  discuss  the  caus- 
es but  to  encourage  a more  skeptical  attitude 
towards  the  Kahn,  Kline,  Kolmer  or  whatever 
standard  serologic  test  is  used,  instead  of  accept- 

*From the  Department  of  Dermatology  and  Syphilology,  Loy- 
ola School  of  Medicine  and  Mercy  Hospital — Loyola  Clinics,  Chi- 
cago. Illinois.  Dr.  Baker  was  Clinical  Assistant  in  Dermatology 
and  Syphilology.  Dr.  White  is  Chairman  of  the  Department  of 
Dermatology  and  Syphilology,  Loyola  University  Medical  School. 

Presented  before  the  Pima  County  Medical  School,  April  8, 
1947. 


ing  them  at  their  apparent  value.  Davis2  well 
said  that  “The  practitioner  should  cultivate  a 
sufficiently  high  index  of  suspicion  towards 
serologic  tests,  and  should  implement  this  with 
sufficient  patience.  ’ ’ 

There  are  various  causes  of  false  positive  re- 
actions. According  to  Lynch,  Boynton,  and  Kim- 
ball,3 there  are  three  main  groups  of  such  re- 
actions : 

1.  Those  due  to  technical  error,  a relatively 
infrequent  occurrence. 

2.  Those  reactions  encountered  in  persistent- 
ly false  positive  human  serums  resulting  from 
the  presence  of  a reagent-like  component,  which 
has  been  demonstrated  in  various  animal  serums. 

3.  Those  positive  serologic  reactions  which 
are  found  in  patients  with  organic  diseases  other 
than  syphilis. 

In  our  exhibits  at  the  meetings  of  the  Chicago 
Medical  Society,  The  St.  Louis  Clinical  Confer- 
ence, the  Mississippi  Valley  and  American  Rail- 
road Surgeons,  in  1946,  we  demonstrated  by 
charts  the  frequency  of  false  positive  serologic 
reactions  as  it  is  found  in  various  skin  diseases. 
Pityriasis  rosea,  acute  pemphigus,  sarcoidosis, 
granuloma,  fungoides,  tuberculid,  and  herpes 
(especially  progenitalis)  should  be  called  to  the 
attention  of  the  clinicians  as  they  occasionally 
show  a false  positive  reaction.  In  isolated  cases, 
purpura,  pellagra,  and  chancroid  do  likewise. 
It  is  to  be  noted  that  a false  positive  serology 
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occurs  in  one  to  four  thousand  normal  people 
for  a temporary  or  permanent  length  of  time. 
In  Yaws,  they  occur  regularly  and  persistently 
with  the  case  similar  in  pinta  (especially  in  late 
cases)  ; leprosy  shows  a false  positive  in  80  per 
cent  of  definite  duration.  Lympogranuloma 
venereum  gives  about  36  per  cent  false  positive 
reactions  of  a fluctuating  length  of  time ; lupus 
erythematosus  in  the  disseminated  form,  30  per 
cent,  and  the  chronic  approximately  10  per  cent 
of  varying  length  of  duration. 

As  Lynch  et  al4  demonstrated,  vaccina  is  now 
included  in  the  list  of  a course  of  false  positives 
in  some  16  per  cent  of  263  persons.  Rein  and 
Elsberg  presented  some  interesting  data  on  the 
effect  of  smallpox  vaccines  on  the  selorogic  re- 
actions. A detailed  report  of  their  work  can  be 
found  in  their  article.  They  showed  that  in 
eighty  individuals  who  developed  vaccine  reac- 
tions after  being  given  tetanus  and  typhoid  vac- 
cine and  vaccinated  (over  a period  of  seven 
weeks)  51.2  per  cent  showed  false  positive  sero- 
logic reactions,  whereas  forty-nine  individuals 
developed  vaccinoid  reactions,  of  whom  more 
than  seventeen  (34.7  per  cent)  showed  false 
positive  reactions.  Peculiarly  enough,  one  group 
given  only  typhoid  immunization  and  another 
receiving  only  tetanus  toxoid  injections  gave 
no  false  positive  reactions. 

As  to  the  management  of  suspicious  false  posi- 
tive reactions,  we  agree  with  Stokes6,  Mohr,  et 
al5,  Rein  and  Elsberg9  and  others  that  it  is  wise 
to  proceed  with  caution  in  instituting  anti-luetic 
therapy.  There  is  a great  tendency  to  “follow 
the  path  of  least  resistance,”  treat  the  positive 
serology  and  not  to  wait  until  the  diagnosis  of 
syphilis  is  proven.  There  is  no  question  that  this 
is  the  easier  way  out,  rather  than  to  convince 
the  patient  that  he  must  wait  until  there  is  con- 
clusive proof  that  one  is  dealing  with  a true  posi- 
tive reaction. 

REPORT  OF  CASES 

CASE  1,  C.  C.,  woman,  age  19,  colored,  single. 
May  20,  1946,  referred  because  of  positive  Kalin 
test.  Patient  was  brought  to  clinic  because  sbe 
was  found  to  have  positive  serology  when  she 
sought  employment.  She  was  told  that  she  had 
“bad  blood”  and  needed  treatment.  History 
discloses  that  about  five  weeks  ago  she  noticed 
a burning  itching  sensation  on  one  of  the  lips 
of  vagina.  Her  mother  examined  her  and  found 
a small  blister  and  put  spirits  of  camphor  on  it, 
causing  it  to  dry  up  in  a few  days.  No  other 
suspicious  I or  II  elicited  elsewhere.  Denies 


sexual  intercourse  in  last  few  months.  (Hymen 
is  not  intact.)  No  history  of  sore  throats,  aden- 
opathy, fever,  chills,  or  other  eruptions. 

Examination:  Essentially  normal.  No  evi- 
dences of  congenital  syphilis,  I or  II  syphilis. 
Examination  of  labia  shows  no  scars.  Vaginal 
examination  essentially  normal. 

Laboratory : Complete  blood  count  and  urin- 
alysis negative.  Sedimentation  rate  10. 

Blood  test  report:  10  Kahn  units.  Course — 
no  anti-luetic  treatment  started.  1 cc.  bismuth 
for  provocative  purposes.  Blood  Kahn  10  units. 
1 cc.  bismuth  given.  Examination  still  negative 
for  II. 

May  31,  1946 — Kahn  4 units.  1 cc.  bismuth— 
Kahn  taken 

June  7,  1946 — Kahn  4 units.  1 cc.  bismuth — 
Kahn  taken 

June  14,  1946 — Kahn  1 plus.  1 cc.  bismuth 

June  21,  1946 — Kahn  taken — negative 

July  5,  1946 — Kahn  negative 

July  12,  1946 — Kahn  negative 

Diagnosis : Herpes  progenitalis  with  false 

positive  Kahn  reaction. 

CASE  2.  Mrs.  J.  R.,  woman,  age  30,  white. 
She  was  first  observed  on  February  4,  1946, 
being  referred  for  antiluetic  therapy  because  of 
positive  serology.  In  November,  1945,  patient 
started  to  have  recurrent  sore  throats  associated 
with  fever  for  which  she  consulted  a nose  and 
throat  specialist.  The  condition  was  diagnosed 
as  tonsillitis  and  so  treated.  She  was  advised  to 
have  a tonsilectomy  but  waited  until  after  the 
holidays.  In  January,  1946,  she  experienced 
another  throat  episode  and  was  given  sulpliothi- 
azole  by  mouth,  and  generalized  itching  devel- 
oped. It  subsided  when  tablets  were  discon- 
tinued, but  her  feet  and  hands  continued  to 
burn  and  itch  and  her  throat  remained  sore. 
Numerous  vesicles  soon  appeared  on  the  bottoms 
of  her  feet  and  later  her  hands.  She  called  her 
doctor  as  her  throat  was  worse  and  she  felt 
“chilly  and  feverish.”  A blood  test  was  taken, 
and  her  throat  was  treated  locally  on  February 
1,  1946.  On  February  4,  1946,  the  patient  was 
called  and  told  to  report  to  ns,  as  she  had  syphi- 
lis. No  positive  history  was  elicited.  Patient 
has  two  children,  6 and  8,  living  and  well.  Blood 
Wassermann  reaction  has  been  negative  with 
both  pregnancies.  There  had  been  no  miscar- 
riages, and  husband  was  living  and  well. 

Examination:  Patient  seen,  complaining  of 

sore  throat,  fever  and  chills,  headaches  and 
painful  itchy  hands  and  feet.  Throat  was  quite 
injected  with  chronic,  enlarged,  infected  tonsils. 
The  feet  and  hands  presented  a typical  picture 
of  pustular  bacterids,  characterized  by  pustules 
with  some  vesicles  scattered  between  them.  Few 
hemorrhagic  areas  were  observed  throughout 
and  much  scaling  of  both  feet  and  palms.  No 
evidence  of  epidermophytosis  interdigitallv,  or 
onychosis  of  nails.  There  was  moderate  cervical 
and  inguinal  adenopathy. 
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Laboratory:  Kahn,  3 plus,  February  6;  red 
blood  cells,  3,800,000  with  78  per  cent  hemo- 
globin; white  cells  14,600  with  78  per  cent  poly- 
morphonuclears ; sedimentation  rate  25 ; culture 
bacterids  sterile ; culture  trichophyton  toes  and 
nails  negative ; sternal  puncture  negative ; blood 
ascorbic  determination  2.5  grams. 

February  4,  1946.  As  it  was  suspected,  that 
this  case  was  a biologic  false  positive  reaction 
from  pustular  bacterids,  no  penicillin  therapy 
was  instituted. 

Course:  February  4,  a Kahn  was  again  taken 
and  the  usual  symptomatic  therapy  was  insti- 
tuted. On  February  7,  the  patient  felt  and 
looked  much  better.  The  feet  and  hands  were 
not  so  edematous.  Her  condition  gradually  im- 
proved. Kahn  tests  were  repeated,  and  on  March 
2,  Kahn  was  still  positive.  By  March  15,  Kahn 
tested  positive  4 units.  Repeated  tests  were 
gradually  less  positive,  until  April  25,  when 
Kahn  was  negative  and  remained  so. 

Diagnosis:  Pustular  bacterids  with  infected 
tonsils  giving  fase  positive  Kahn  results. 

CASE  3.  E.  K.,  woman,  age  35,  white,  seen 
March  5,  1946.  She  was  referred  to  because  of 
positive  serology  that  Avas  found  when  she  had 
a pre-marital  examination.  She  stated  that  the 
first  blood  test,  taken  February  28,  1946,  Avas 
3 plus.  The  second  one,  taken  by  another  lab- 
oratory on  March  1,  was  also  3 plus.  Childhood 
and  adolescent  history  non-contributory.  Ap- 
pendectomy in  1932,  blood  Wassermann  negative 
then.  I or  II  elicited.  There  was  no  history  of 
recent  illnesses,  sore  throats  fever  and  chills, 
vaccinations,  exposures,  etc. 

Examination:  Essentially  normal.  Reflexes 
normal.  No  adenopathy.  Pupils  react  to  light 
and  accommodation.  The  initial  laboratory  ex- 
aminations revealed  Paul-Bunnell  test,  negative, 
sedimentation  test  normal,  complete  blood  count 
and  urinalysis  normal. 

Course:  Antiluetic  treatment  deferred  and 
another  Kahn  taken  which  returned  2 plus  (by 
error,  a quantitative  Kahn  was  not  done).  Fur- 
ther questioning  and  examination  revealed  no 
additional  information.  On  April  17,  Kahn  test 
was  positive,  3 units.  On  May  2,  Kahn  was  neg- 
ative, and  remained  so. 

Comments : False  positive  Kahn  reaction  of 
unknown  etiology. 

CASE  4.  J.  B.,  woman,  age  35,  colored.  Pa- 
tient was  referred  on  June  10,  1946,  because  of 
positive  blood  report  found  during  routine  pre- 
employment,  examination.  Past  history  was  non- 
contributory. She  has  two  children,  living  and 
well.  Blood  Wassermann  taken  with  both  preg- 
nancies Avere  negative.  Husband’s  blood  Was- 
sermann taken,  negative ; no  miscarriages.  No. 
I or  IT  elicited,  no  history  of  recent  illnesses, 
fever  and  chills,  sore  throats,  vaccinations,  etc. 

Examination:  Essentially  normal,  except  for 
retroflexed  uterus.  Reflexes  normal.  Pupils  re- 


act to  light  and  accommodation.  No  adenopathy. 
The  initial  laboratory  examinations  revealed 
in  the  urine  and  blood  count  were  normal.  Sedi- 
mentation rate,  9.  Quantitative  Kahn,  20  units. 

Course:  June  24,  1946,  Kahn,  10  units.  Grad- 
ually returned  to  negative,  being  4 Kahn  units 
on  July  3,  1946  and  negative  on  July  10.  She 
returned  July  22,  1946  for  another  blood  test 
which  was  negative. 

Comments:  Positive  serology  of  unknown 

etiology. 

The  procedures  to  differentiate  between  true 
and  false  reactions  for  syphilis4,  6 are  as  follows : 

1.  A detailed  careful  history  taken  by  one 
who  is  skillful  in  securing  such  data.  Often  there 
is  a direct  lead  as  to  the  cause  of  positive  serol- 
ogy, such  as  by  discovering  that  the  patient  was 
recently  vaccinated.  Is  there  anything  to  indi- 
cate a history  of  malaria,  such  as  episodes  of 
chills  and  fever  ? Any  sore  throat  with  the 
slightest  cervical  adenopathy,  such  as  in  infec- 
tious mononucleosis  ? How  about  primary  or 
secondary  syphilis,  the  question  asked  in  the 
vernacular  of  the  patient?  Any  miscarriages  in 
a female  ? What  about  venereal  disease  history  ? 
Any  so-called  “hair  cuts”  on  the  penis  in  the 
male  or  sores  in  the  vagina  in  the  female  ? Any 
suspicious  history  of  chancroids?  All  this  and 
more  is  very  suspicious  and  often  not  asked  and 
is  frequently  overlooked. 

2.  Careful  physical  examination  not  only  for 
adenopathy,  signs  of  congenital  syphilis  or  ter- 
tiary syphilis  but  for  recent  acute  infections 
(including  x-ray  of  the  lungs,  examination  of 
the  spleen  and  sternal  puncture). 

3.  Examination  of  the  members  of  the  family 
and  sex  contacts. 

4.  Search  for  malaria,  parasites  by  blood  and 
sternal  smears. 

5.  Paul-Bunell  test  to  rule  out  infectious 
mononucleosis,  which  gives  30  per  cent  to  36 
per  cent  biologic  false  positive  reactions. 

6.  Repeated  determination  of  sedimentation 
rate. 

7.  Repeated  serologic  tests  to  be  carried  out 
by  the  same  laboratory  Avith  the  same  technique. 
“Rein  and  Bossack9, 10  believe  (also  Dr.  B.  S. 
Kline  of  Cleveland,  Ohio,  and  Mr.  A.  Harris  of 
Staten  Island,  NeAv  York)  that  serologic  pro- 
cedures utilizing  Pangborn ’s  cardiolipin  and  lec- 
ithin give  feAver  false  positive  reactions  in  cer- 
tain diseases  than  similar  tests  employing  the 
standard  lipoidal  antigens.”  This  is  particularly 
true  in  malaria,  where  the  cardiolipin  tests  give 
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very  few,  if  any,  false  positive  reactions,  where- 
as the  other  standard  tests,  including  the  Kahn, 
Kline,  Mazzini  and  Kolmer  tests  give  as  many 
as  50  per  cent  false  positive  reactions.  In  their 
limited  experience  with  leprosy  and  infectious 
mononucleosis,  these  diseases  along  with  yaws 
and  pinta  gave  false  positive  reactions  with  the 
cardiolipin  tests.  Rein  further  states  “that  al- 
though the  cardiolipin  antigens  are  definitely 
better  than  any  of  the  previously  described  anti- 
gens, it  will  not  solve  the  problem  of  false  posi- 
tives, because  they  will  continue  to  occur  even 
with  these  refined  and  purified  antigens.” 

8.  Test  of  the  patient’s  serum  by  complement 
fixation  with  a spirocetal  antigen;  test  of  the 
patient’s  serum  with  wholly  non-specific  anti- 
gens, such  as  those  prepared  from  bacteria; 
(this  is  not  too  practical  or  possible  with  the 
average  laboratory  facilities). 

9.  Prolonged  serologic  check-up  at  frequent 
intervals.  In  this  respect,  it  is  our  policy  to  use 
the  provocative  procedure  which  was  advised 
by  Stokes,  et  al.7  s It  has  proved  to  be  a valu- 
able adjunct  at  times.  It  consists  of  injections 
of  bismuth  at  weekly  intervals  for  several  injec- 
tions (4  to  6),  with  serologic  tests  taken  at  the 
time  of  injections.  In  our  experience  to  date,  it, 
frequently  establishes  a diagnosis  of  syphilis  in 
a questionable  serologic  report.  As  previously 
statel,  we  do  not  regard  any  blood  titer  below 
four  as  worthy  of  anti-luetic  therapy  without 
other  substantial  evidence  or  a posi'  ive  spinal 
fluid.  The  use  of  bismuth  in  this  method  does 
not  stir  up  the  disease  (if  present)  and  is  ac- 
companied by  no  therapeutic  shot  as  was  for- 
merly seen  in  the  daily  provocative  injection  of 
an  arsenical.  In  fact,  many  doubtful  reports 
revert  to  negative  in  a few  weeks  of  bismuth  in- 
jections. Likewise,  there  is  often  a distinct  pro- 
vocative reaction  in  a previous  essentially  nega- 
tive blood  test  during  the  rest  period. 

10.  Examination  of  the  spinal  fluid,  if  the 
situation  warrants  it.  This  is  rarely  necessary 
if  the  other  procedures  are  carefully  followed 
out.11  We  believe  like  others4,  6 that  verification 
tests  are  not  practical  in  the  sero-diagnosis  of 
syphilis.  In  our  experience,  the  methods  pre- 
sented to  date  do  not  distinguish  consistently 
between  the  true  and  false  positive  serologic  re- 
actions. Rein  and  Elsberg9  concluded  in  two 
of  their  articles  that  none  of  the  methods  are 
of  practical  nature.12  As  previously  mentioned 


in  this  paper,  do  not  institute  anti-luetic  ther- 
apy until  the  diagnosis  of  syphilis  is  established. 

CONCLUSIONS 

1.  Biologic  false  positive  reactions  occur  with 
some  frequency.  It  is  most  important  that  anti- 
luetic  treatment  be  withheld  until  the  clinical 
diagnosis  of  syphilis  is  confirmed.  The  major- 
ity of  false  positive  reactions  are  of  the  transient 
type  and  usually  revert  to  seronegative  in  two 
or  three  months. 

2.  An  irreparable  harm  can  be  done  by  start- 
ing treatment  prematurely  before  an  actual  di- 
agnosis of  syphilis  is  made.  Once  treatment  is 
started  and  the  serology  becomes  negative  the 
clinician  does  not  know  whether  the  seronega- 
tivity  represents  a response  to  the  treatment  or 
merely  reflects  the  fact  that  the  patient  never 
had  syphilis. 

3.  There  is  no  doubt  that  physical  and  psycho- 
logical damage  is  done  by  needlessly  treating  a 
patient  for  syphilis,  unconfirmed  by  history  or 
clinical  evidence  and  strongly  positive  blood 
test.  ‘ ‘ Too  many  patients  become  and  remain 
syphilophobiacs  for  the  rest  of  their  lives.”9 

4.  Patients  should  not  be  regarded  as  Was- 
sermann-fast  (or  Reagin-fast)  unless  they  have 
received  adequate  treatment,  the  reagins  titer 
remains  constant  with  quantitative  tests  and 
these  and  clinical  laboratory  tests  do  not  dis- 
close the  evidence  of  any  syphilitic  focus. 
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DIAGNOSIS  AND  TREATMENT  OF  CARCINOMA 


OF  THE 

W.  R.  MANNING 
Tucson, 

INTRODUCTION 

A S has  been  aptly  stated  by  Dr.  Dan  Jones, 
“There  is  no  disease  that  can  be  diagnosed 
with  more  accuracy  than  cancer  of  the  rectum 
after  the  patient  once  presents  himself,  and  yet 
there  are  few  diseases  which  are  diagnosed  so 
late  in  their  course. ' ’ 

Carcinoma  of  the  large  bowel  is  second  in  fre- 
quency and  the  most  curable  of  all  internal 
cancers.  While  it  is  easier  to  diagnose  than 
other  internal  cancers  the  delay  in  recognition 
and  treatment  makes  it  responsible  for  about 
a fourth  of  all  deaths  from  malignant  disease. 

A review  of  case  histories  of  malignancy  of 
the  rectum  shows  that  there  is  still  neglect  of 
digital  and  proctoscopic  examination  of  patients 
who  present  themselves  for  rectal  problems.  The 
plea  remains  as  it  has  for  years,  and  as  it  always 
will,  for  digital  and  proctoscopic  examination 
in  all  cases  of  rectal  bleeding.  Visual  hemor- 
rhoids cannot  rule  out  higher  malignancy.  It 
is  desired  to  stress  the  fact  that,  since  most 
cancers  of  the  rectum  and  colon  originate  in 
lesions  which  are  primarily  benign  and  remov- 
able in  that  stage,  the  most  important  factor 
then  is  the  need  for  the  diagnosis  and  removal 
of  polypi  and  adenomata  before  they  become 
malignant.  The  search  for  such  benign  lesions 
and  for  early  malignant  growth  demands  proc- 
toscopic and  digital  examinations.  When  a pa- 
tient with  rectal  bleeding  presents  himself  for 
examination,  do  not  be  content  with  a visual 
inspection  of  the  anus  to  determine  whether 
hemorrhoids  are  present  or  not  but  do  a digi- 
tal examination  and  a proctoscopic  examina- 
tion. Over  a period  of  many  such  examinations 
there  will  be  found  benign  lesions  which  might 
well  protect  and  prevent  that  patient  from  a 
malignancy. 

It  is  well  to  remember  that  the  symptoms  of 
rectal  carcinoma  vary  widely,  and  any  of  such 
may  be  produced  by  other  rectal  or  intestinal 
disorders.  Bleeding,  stool  irregularity  and  pain 
are  the  major  signs  and  symptoms,  but  the  dis- 
ease itself  may  be  very  far  advanced  when 
such  becomes  evident.  We,  therefore,  are  eon- 
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fronted  in  diagnosis  with  a history  of  change 
in  bowel  habit,  bleeding,  vague  discomfort,  and 
that  is  about  all.  It  lends  support  to  the  plea 
for  digital  and  proctoscopic  examination  with 
even  the  slightest  complaint  or  sign  present  in 
the  anal  area. 

Proctoscopy  is  not  something  that  need  be 
relegated  to  the  specialist  but  one  examination 
that  should  be  in  the  armamentarium  of  every 
general  practitioner.  Proctoscopy  is  a simple 
office  procedure  that  can  lie  done  without  any 
special  table  and  in  so  doing  at  least  75%  of 
carcinomas  of  the  colon  can  be  found  by  this 
examination.  As  far  as  biopsy  goes  I feel  that 
it  is  certainly  an  indicated  procedure  and  again 
can  be  done  in  the  office  without  any  specific 
type  of  equipment.  The  biopsy  need  be  taken 
carefully  and  particularly  at  the  edge  if  possible. 

X-ray  examination  is  certainly  indicated 
should  digital  and  proctoscopic  examination  be 
negative.  It  is  only  fair  to  tell  the  roentgenolo- 
gist exactly  what  you  are  looking  for  and  give 
him  sufficient  of  the  history  to  enable  him  to 
approach  his  problem  in  a scientific  manner. 
It  may  be  that  you  are  interested  in  further 
polyp  formation  and  therefore  a contrast  study 
is  indicated.  I certainly  feel  strongly,  however, 
that  digital  and  proctoscopic  examination  should 
first  be  carried  out  prior  to  any  roentgen  study 
of  the  lower  large  bowel. 

If  all  the  studies  are  negative  I certainly 
would  not  dismiss  the  patient  with  a few  sim- 
ple instructions,  but  would  keep  him  under 
observation  for  a period  of  one  or  two  months. 

INCIDENCE,  SYMPTOMS,  LOCATION 
AND  TYPE 

Statistics  taken  from  several  of  the  larger 
clinics  all  have  characteristic  mean  averages. 
Approximately  62%  of  the  patients  are  male 
and  38%  female.  90%  average  over  40  years 
of  age,  with  the  mean  age  average  of  55  years. 
Under  10%  will  average  to  40  and  10%,  60 
to  70.  As  to  average  of  symptoms  85%  had 
noticed  a passage  of  blood  and  in  approximate- 
ly 66%  discomfort  was  a feature.  The  passage 
of  mucus  or  change  in  stool  habit  was  noted 
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in  approximately  60%.  The  duration  of  the 
chief  complaint  averaged  less  than  one  year 
in  60%. 

In  regard  to  location,  again  average  statistics 
show  that  the  anus,  rectum  and  rectosigmoid 
are  responsible  for  approximately  60  to  65% 
of  the  malignancies  in  the  colon  and  rectum. 
Further  distribution  in  the  colon  shows  that  the 
sigmoid,  the  descending  colon  and  the  splenic 
flexure  are  responsible  for  approximately  20  to 
25%,  the  transverse  colon  accounts  for  approxi- 
mately 5 to  7%  and  the  hepatic  flexure,  ascend- 
ing colon  and  cecum  approximately  12  to  14%. 

The  type  lesions  noted  average  as  follows: 
Adenocarcinoma  94%,  epithelioma  3%,  colloid 
carcinoma  1%,  other  such  as  melanoepitlielioma, 
lymphosarcoma  2%. 

It  has  been  very  aptly  said  by  Buie  that 
“The  average  patient  who  comes  to  the  surgeon 
with  a rectal  carcinoma  is  a man  about  55  years 
of  age  who  has  been  sick  for  about  8 to  10 
months.  His  illness  has  usually  been  character- 
ized by  rectal  bleeding,  a sense  of  incomplete 
evacuation  and  discharges  of  bloody  mucus  in- 
stead of  feces.  His  discomfort  usually  is  rather 
obscure  but  is  more  noticeable  up  “inside”  the 
rectum  and  lower  part  of  the  abdomen.  The 
growth  is  found  in  the  upper  half  of  the  rec- 
tum and  often  is  annular  and  large.  It  is  almost 
always  an  adenocarcinoma  and  produces  a very 
moderate,  mild  degree  of  obstruction.” 

SPREAD  OF  MALIGNANT  DISEASE 
OF  THE  RECTUM 

By  an  intelligent  use  of  the  knowledge  we 
possess  much  can  be  done  to  relieve  symptoms, 
to  prolong  life,  and  to  increase  curability  of 
rectal  malignancy.  This  means  that  in  the  treat- 
ment of  cancer  of  the  rectum  a well  planned 
operative  procedure  must  carry  wtih  it  a defi- 
nite knowledge  of  the  lymphatic  drainage  and 
other  means  of  spread  of  the  local  malignant 
lesion.  The  lesion  in  the  rectum  can  spread  in 
any  of  three  distinct  ways : 

1.  By  direct  extension 

2.  By  the  venous  system 

3.  By  the  lymphatic  system. 

The  growth  may  spread  locally  to  involve  any 
of  the  adjacent  pelvic  organs  or  may  spread 
through  the  rectal  veins  to  the  portal  system, 
and  then  to  the  liver.  Most  important  type  of 
spread  is  definitely  in  the  lymphatic  system. 
It  is  well  to  remember  that  there  are  three 


groups  of  lymphatics  involved;  the  intramural, 
the  intramediary  and  the  extramural.  The  first 
are  those  contained  in  the  wall  of  the  rectum 
in  two  networks,  one  in  the  mucous  tissue  and 
the  other  between  the  muscular  layers.  The  in- 
tramediai'y  system  consists  of  subserous  net- 
work of  lymphatics  in  the  portion  of  the  rectum 
covered  by  peritoneum  and  lymph  sinus  situated 
between  the  external  muscular  coat  and  the 
perirectal  fat  in  that  part  of  the  rectum  which 
has  no  peritoneal  covering.  The  extramural 
lymphatic  system  is  the  most  important  of  these 
and  may  be  considered  in  three  divisions,  all  of 
which  are  intercommunicating.  They  may  ex- 
tend downward  to  the  perianal  skin,  ischiorectal 
fat  and  about  the  external  sphincter.  In  the 
zone  of  lateral  spread  are  the  levator  ani  mus- 
cles, the  coccygeal  muscles,  and  the  pelvic  peri- 
toneum as  well  as  the  prostate,  bladder,  uterine 
cervix,  broad  ligament  and  the  internal  iliac 
nodes.  In  regard  to  being  spread  upward  the 
growth  may  extend  to  retrorectal  nodes,  the 
pelvic  mesocolon,  the  pericolic  lymph  nodes,  the 
the  lymph  nodes  at  the  bifurcation  of  the  iliac 
arteries,  the  aortic  lymph  nodes.  The  majority 
of  the  different  lymphatics  of  the  extramural 
svstem  pass  through  or  end  in  this  latter  zone 
and  it  is  therefore  the  zone  of  principle  paths 
by  which  spread  from  the  primary  rectal  growth 
occurs.  Miles  found  that  regardless  of  the  early 
stages  of  development  metastasis  were  found 
scattered  throughout  this  zone  in  practically 
100%  of  cases. 

At  this  point  it  is  well  to  mention  that  the 
investigation  of  lymphatics  made  by  Montague 
divided  the  rectum  into  two  parts,  high  and 
low  rectum,  the  point  of  division  being  the  third 
valve  of  Houston.  He  agrees  with  Miles  that 
the  treatment  of  cancer  of  the  low  rectum  is  by 
the  combined  abdomino-peri neal  route  because 
there  can  be  upward  extension,  but  feels  that 
the  high  rectum  lesion  can  be  treated  by  ab- 
dominal operation  alone  because  there  is  no 
downward  extension.  T.  E.  Jones  feels  that  this 
might  be  quite  true  theoretically  but  practically 
the  dividing  line  is  so  narrow  that  from  an  op- 
erative and  curative  standpoint  depending  upon 
the  abdominal  operation  alone  is  quite  unsafe. 

OPERABILITY 

Any  operation  for  cancer  of  the  rectum  or 
rectosigmoid  must  completely  remove  the  dis- 
ease. One  of  the  most  striking  changes  in  the 
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management  of  carcinoma  of  tlie  colon  and  rec- 
tum within  recent  years  has  been  a definitely 
increasing  operability  or  resectability.  The  op- 
erability in  any  series  of  cases  depends  upon 
the  extent  of  the  lesion  and  the  presence  of  local 
or  distant  spread.  Also  of  consideration  is  the 
general  condition  of  the  patient  which  may  be 
such  that  resection  is  not  justified  and  quite 
properly  the  experience  of  the  surgeon  which 
in  a large  measure  will  determine  his  operabil- 
ity. If  a surgeon  considers  only  20  to  30%  of 
his  total  number  of  cases  operable,  it  stands  to 
reason  that  his  percentage  of  cure  will  be  greater 
than  that  of  a man  who  operates  upon  60%  of 
his  patients.  It  is  necessary  to  emphasize  the 
fact  that  even  if  we  cannot  cure  a patient  we 
can  often  make  him  more  comfortable  for  a time, 
and  in  our  desire  to  produce  a high  percentage 
of  cures  we  must  not  lose  sight  of  the  duty  of 
palliation.  Any  statistics  pertaining  to  cures 
should  include  the  percentage  of  operability  in 
certain  types  of  cases.  The  operability  rate  in 
all  large  clinics  in  the  country  has  been  on  the 
definite  uphill  climb  for  many  years.  Reports 
today  show  that  upon  the  average  the  operability 
rate  has  risen  in  such  cases  to  an  average  of 
about  75%.  As  experience  continues  the  sur- 
geon finds  himself  increasing  his  rate  of  oper- 
ability even  at  the  expense  of  greater  mortality 
and  as  a result  is  having  a higher  per  cent  of 
five-year  cures.  The  surgeon  must  adapt  his 
procedure  to  the  age  of  the  patient,  his  obesity, 
heart  or  kidney  disease,  diabetes,  and  local  ex- 
tent of  the  growth  as  well  as  metastases. 

It  is  my  opinion  that  even  in  the  presence  of 
small  to  moderate  size  metastasis  in  the  liver, 
which  do  not  indicate  an  immediate  demise,  sur- 
gical excision  of  the  local  lesion  should  be  under- 
taken in  order  to  prevent  all  of  the  difficult 
complications  which  plague  these  patients  should 
the  local  growth  remain  untouched.  The  removal 
of  the  mother  growth  not  only  delays  death 
from  distant  metastasis,  but  the  relief  from  the 
distressing  symptoms  due  to  the  local  growth 
is  well  worth  the  risk  involved. 

Another  factor  that  should  be  mentioned  is 
that  this  condition  is  not  an  emergency  unless 
there  is  definite  obstruction.  It  is  well  to  warn 
the  family  not  to  become  hysterical,  and  that 
further  investigation  of  the  patient  is  necessary. 
This  is  particularly  true  if  there  is  any  sugges- 
tion of  cardiovascular-renal  disease,  diabetes, 
etc.  It  is  also  true  in  men  of  the  middle  and 


upper  age  groups  wherein  genito-urinary  dis- 
ease, and  particularly  the  prostatic  obstructive 
type  of  affair  may  be  present.  Certainly  a pa- 
tient should  be  admitted  to  the  hospital  at  least 
6 to  7 days  prior  to  surgery  and  a complete 
cleansing  regimen  carried  out.  X-ray  of  the 
chest  should  be  done  and  further  procedures 
carried  out  that  will  lessen  the  complications 
post-operatively. 

SELECTION  OF  OPERATION 

Monihan  once  said,  “The  surgery  of  malig- 
nant disease  is  not  the  surgery  of  organs,  it  is 
the  anatomy  of  the  lymphatic  system.” 

Many  operations  have  been  devised  in  an  at- 
tempt to  retain  the  sphincter  so  that  a perma- 
nent colostomy  will  not  be  necessary.  However, 
it  is  my  opinion  and  also  the  increasing  opinion 
of  authorities  in  this  subject  that  the  rate  of 
curability  does  not  seem  to  justify  the  use  of 
such  procedures.  It  is  quite  true  that  there  are 
many  cases  where  the  lesions  are  undoubtedly 
limited  to  the  mucosa  and  are  without  glandular 
involvement.  In  such  cases  it  may  be  well  to 
use  the  electro-coagulation  and  radium,  but  if 
one  were  to  do  the  more  extensive  growths  by 
this  method  I feel  quite  sure  that  he  would 
not  be  impressed  with  the  treatment  from  a per- 
centage curative  standpoint.  More  and  more 
surgeons  are  adopting  the  radical  operation  of 
a one  stage  combined  abdomino-perineal  resec- 
tion of  the  rectum  in  a larger  percentage  of 
cases  with  a concurrent  increase  in  the  opera- 
bility figures  yet  without  sacrificing  mortality 
statistics.  While  the  procedure  of  one  stage  com- 
bined abdomino-perineal  resection  of  the  rectum 
is  an  extensive  procedure,  it  is  true  that  if  one 
meticulously  follows  the  technic  and  masters  a 
methodical  approach,  his  mortality  figures  can 
be  kept  well  within  acceptable  limits  of  10%. 

Jones  states  that  a lesion  whose  lower  edge  is 
at  the  peritoneal  reflection  of  the  rectosigmoid 
or  two  inches  above  it,  should  have  the  same  op- 
eration as  those  listed  under  carcinoma  of  the 
rectum,  that  is  abdomino-perineal  resection. 

It  is  appropriate  at  this  time  to  mention  grada- 
tion of  tumors  according  to  the  notation,  grades 
1,  2,  3 and  4.  Grade  one  is  supposed  to  be  a slow 
cancer  and  grade  four  a very  bad  one.  It  seems 
that  grades  1 and  2 are  to  be  approached  sur- 
gically, but  it  is  not  good  to  approach  those  of 
grades  3 and  4 because  of  their  obvious  rapid 
spread.  I completely  disagree  with  such  an 
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attitude  because  I feel  that  clinical  judgment 
surpasses  any  laboratory  test  in  regard  to  deci- 
sion of  treatment.  If  a cancer  of  the  rectum 
proves  by  examination  to  be  clinically  operable, 
regardless  of  whether  it  is  a grade  one  or  four, 
surgery  should  be  carried  out. 

Location  and  fixation  have  a definite  bearing 
upon  operability  since  any  extension  of  the  le- 
sion to  the  bladder,  prostate,  seminal  vesicles, 
etc.,  ordinarily  is  approached  with  extreme  cau- 
tion. It  is  quite  possible,  however,  to  remove 
parts  of  these  organs  along  with  the  malignant 
growth  and  further  enhance  curability  of  the 
patient.  It  is  impossible  to  determine  many 
times  whether  or  not  local  extension  and  fixa- 
tion is  malignant  or  inflammatory.  1 feel  that 
our  only  hope  in  curing  more  of  these  patients 
is  to  extend  our  procedures  still  more  radically 
within  the  limits  of  our  capabilities. 

The  size  of  growth  is  ordinarily  not  a discour- 
aging factor  since  I have  seen  many  cases  with 
large,  bulky  adenocarcinomatous  type  of  growth 
with  no  regional  metastasis  and  lacking  any  local 
invasion.  Individualization  enters  into  these 
problems  of  metastasis. 

When  a case  has  metastasis  of  the  liver  it 
certainly  makes  it  incurable,  but  the  local  lesion 
may  be  entirely  operable  and  should  be  removed 
if  danger  of  obstruction  or  ulceration  is  pres- 
ent. To  see  a patient  die  with  an  ulcerating, 
invading  type  of  carcinoma  of  the  rectum  is 
horrible.  A patient  can  die  quite  comfortably 
by  metastasis,  but  certainly  I do  not  feel  justi- 
fied in  leaving  an  ulcerating  mass  in  the  rectum. 
Palliative  colostomy  is  not  the  answer  in  such 
cases  since  it  leaves  the  patient  with  his  orig- 
inal growth. 

The  idea  that  a restricted  operation  gives  as 
good  results  as  an  extensive  operation  just  be- 
cause an  occasional  surgeon  has  had  a patient  live 
five  years  or  more  after  such  an  operation,  is  un- 
founded. The  value  of  such  a statement  depends 
on  type  of  growth,  local  extent,  number  of  cases 
operated  on,  the  mortality  and  the  patients  liv- 
ing in  comfort  three,  five  or  more  years.  Unfor- 
tunately we  find  some  men  who  will  admit  that 
they  do  a limited  type  of  procedure  because  their 
mortality  is  therefore  lower,  and  it  makes  a 
better  impression. 

ACCEPTANCE  OF  COLOSTOMY 

As  D.  F.  Jones  stated  so  adequately  “The 
condition  of  patients  after  removal  of  the  growth 


and  a colostomy  cannot  be  compared  with  the 
physical  discomfort,  displeasures,  and  mental 
effect  which  follows  a simple  palliative  col- 
ostomy. ’ ’ 

The  preliminary  discussion  with  the  patient 
regarding  a permanent  colostomy  should  not  be 
brusque  nor  yet  evasive.  One  should  reassure 
the  patient  that  complete  removal  of  the  growth 
is  the  only  cure  of  the  disease  and  is  the  object 
of  surgery.  If  this  can  lie  accomplished  and  the 
rectum  saved,  it  certainly  will  be  saved.  How- 
ever, if  necessary  to  sacrifice  the  anus  in  order 
to  preserve  life,  then  this,  too,  will  be  accom- 
plished. The  patient  should  have  careful  ex- 
planation as  to  why  the  abdominal  colostomy  is 
compatible  with  a complete  normal  life,  and  be 
shown,  if  possible,  other  patients  who  live  a 
normal  life  with  such  an  opening.  I believe  that 
any  patient  can  be  placed  in  a proper  frame  of 
mind  if  the  necessity  for  such  a stoma  is  ex- 
plained to  him  and  the  ease  with  which  it  can 
be  cared  for  postoperative^.  The  patient  can 
he  assured  that  he  can  return  to  a normal,  active 
life  without  embarrassment  and  with  a minimum 
of  care  to  the  colostomy.  The  day  of  the  col- 
ostomy bag  is  gone  and  the  patient  need  not  he 
afraid  of  a foul-smelling,  catch-all  type  of  ap- 
paratus. While  there  are  still  a great  many 
men  who  favor  the  perineal  colostomy,  I per- 
sonally do  not  feel  that  the  operation  is  as  radi- 
cal in  its  approach  to  curing  this  condition  and. 
based  entirely  upon  experience  with  patients, 
that  the  abdominal  colostomy  is  more  hvgeni- 
cally  correct  and  more  acceptable  to  the  aver- 
age patient. 

Jones  said,  “The  most  constant  objectors  to 
a permanent  colostomy  are  those  who  do  not 
have  them  and  those  who  do  not  need  them  to 
remain  alive.”  Good  surgery  can  not  be  based 
upon  the  occasional  lucky  case  or  unusual  con- 
dition. Sound  cancer  surgery  should  not  be 
sacrificed. 

Statistics  show  that  the  lowest  mortalities,  the 
highest  operability  rates,  the  greatest  percent- 
age of  cures  are  obtained  by  those  whose  prac- 
tice it  is  to  widely  remove  malignancy. 

O PER  ATI  V E PROCEI  )URE 

It  is  not  my  intention  at  this  time  to  go  into 
all  the  details  of  the  one  stage  combined  abdomin- 
operineal procedure  as  popularized  by  Miles.  This 
technic  is  quite  well  standardized  and  when  used 
by  a surgeon  interested  in  this  disease,  can  be 
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adopted  quite  easily  to  the  patient  regardless  of 
the  local  extension  of  the  growth.  This  is  to  say 
that  there  are  modifications  of  this  procedure 
which  are  essential  in  many  cases  dependent 
entirely  npon  the  situation  at  hand. 

The  incision  as  used  in  my  hands  is  that  of 
a midline.  I find  that  the  colostomy  stoma  can 
be  placed  in  the  midline  and  if  a bandage  is  de- 
sired to  be  worn  by  the  patient,  it  will  not  be 
disfiguring  by  being  off  center.  I do  not  feel 
that  the  muscles  of  the  abdomen  have  anything 
to  do  with  the  size  of  the  stoma,  however,  this 
point  is  of  minor  importance,  and  many  men 
use  a laterally  place  stoma  or  a split  rectus  type 
stoma  with  equally  good  results. 

The  resection  is  started  by  first  ligating  the 
blood  supply  to  the  area  to  be  removed  without 
disturbing  that  of  the  proposed  colostomy.  This 
is  a point  which  is  easily  determined  by  the  sur- 
geons knowing  his  anatomy  and  ordinarily  is  not 
a complicating  factor.  Resection  is  then  carried 
out  in  the  usual  manner  by  dissection  from 
above  downward,  making  sure  that  the  lym- 
phatics are  included  in  the  wide  spread  dis- 
section. If  the  local  growth  has  extended  into 
surrounding  pelvic  structures,  many  of  them 
can  be  easily  sacrificed,  such  as  broad  ligament, 
cervix,  uterus,  portion  of  the  bladder,  etc.  If 
one  has  any  doubt  as  to  the  resectability  prior 
to  division  of  the  superior  hemorrhoidal  artery, 
the  lateral  peritoneum  at  the  peritoneal  reflec- 
tion should  be  divided  and  the  finger  inserted 
down  to  the  growth.  By  this  means  one  can  de- 
termine the  resectability,  and  if  local  extension 
is  beyond  feasibility  of  resection,  then  of  course 
the  blood  supply  should  not  be  disturbed. 

The  most  important  note  to  make  in  regard 
to  this  surgical  procedure  is  the  fact  that  90% 
of  the  dissection  is  done  superiorly.  Dissection 
should  be  carried  down  to  the  perineal  floor 
to  the  point  that  the  tip  of  the  coccyx  can  be 
easily  felt  and  the  rectum  separated  in  the  male 
down  to  the  prostate.  The  rectum  is  separated 
by  careful  dissection  from  the  posterior  surface 
of  the  bladder  and  then  divided  at  the  level  of 
the  desired  colostomy.  The  inferior  portion  is 
tucked  down  into  the  pelvic  space  and  the  peri- 
toneum closed.  The  abdomen  in  my  cases  are 
closed  with  Tom  Jones  figure  of  eight,  steel 
wire.  I have  not  seen  any  eviscerations  or  wound 
infections  with  the  use  of  this  wire.  It  was  found 
by  Dr.  Jones  operating  at  Cleveland  Clinic  that 
with  the  use  of  steel  alloy  suture  the  instances 


of  wound  infection  dropped  to  0.85%.  Dr.  Jones 
feels  unquestionably  that  his  mortality  in  this 
type  of  procedure,  which  is  4.5%,  is  brought  to 
that  enviable  level  by  this  type  of  closure.  This, 
in  my  opinion,  allows  the  patient  to  get  up 
early  and  affords  a maximum  of  strength  with- 
out strangulation  of  muscle,  as  well  as  being 
completely  non-irritating. 

Another  factor  that  should  be  remembered  is 
that  the  colostomy  is  not  anchored  to  the  abdom- 
inal wall  by  any  suture  in  the  serosa.  If  it  is 
felt  that  some  sort  of  support  is  required  or 
necessary,  simple  suture  of  the  appendices  epi- 
ploica  is  done. 

Patient  is  then  turned  into  the  Kraske  posi- 
tion and  the  dissection  from  below  is  relatively 
simple.  The  wide  gaping  wound  is  then  packed 
with  an  amputation  roll  into  a piece  of  soft  rub- 
ber dam  and  the  skin  closed  around  such  by 
means  of  a subcuticular  steel  wire. 

The  technical  procedure  of  this  operation  is 
really  not  difficult.  It  depends  entirely  upon 
the  complete  understanding  of  the  anatomy  and 
then  the  carrying  out  of  the  technic  by  definite 
steps.  Of  equal  importance  is  the  adequate  pre- 
and  post-operative  care. 

PRE-OPERATIVE  CARE 

It  is  my  practice  to  follow  a regimen  similar 
to  that  estabished  by  Dr.  T.  E.  Jones  of  the 
Cleveland  Clinic  to  whom  I am  greatly  indebted 
for  his  carefnl  teaching  practices.  It  is  his 
routine  to  keep  the  patient  in  the  hospital  ap- 
proximately one  week  prior  to  operation.  Dur- 
ing this  period  of  time  mild  saline  laxative  is 
given  by  the  nse  of  diluted  magnesium  sulfate 
and  daily  enemas  to  adequately  decompress  the 
bowel.  Since  many  of  these  patients  have  been 
dieting  for  bowel  trouble  and  have  lost  weight 
the  patient  is  placed  upon  a high  caloric  low  res- 
idue diet  with  supplemental  vitamins  and  iron 
given.  If  the  patient  happens  to  be  anemic  he 
is  given  pre-operative  transfusion  and  always 
transfusion  at  the  operative  table.  Since  this 
disease  occurs  more  frequently  in  males  and  since 
they  are  in  the  upper  age  group  cystoscopic  ex- 
amination is  of  importance  should  there  be  any 
symptoms  of  urinary  obstruction.  It  has  been 
found  that  prostatic  hypertrophy  is  a major 
cause  of  urinary  difficulty  post-operatively  and 
often  transurethral  resection  will  enable  a pa- 
tient to  have  a comfortable  post-operative  con- 
valescence devoid  of  catheterization,  drainage, 
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etc.  An  x-ray  of  the  chest  is  of  extreme  import- 
ance as  is  the  investigation  of  any  questionable 
cardiac  irregularity. 

The  use  of  intraperitoneal  bacterial  vaccine 
prior  to  surgery  is  advocated  by  many  men,  but 
I frankly  have  had  a very  limited  experience  in 
its  use  and  find  that  my  results  are  not  altered 
by  such  vaccine. 

Succinylsulfathiazol,  however,  I feel  is  defi- 
nitely justifiable.  During  my  first  connection 
with  these  cases  the  use  of  sulfa  drugs  was  not 
the  practice  since  it  was  the  opinion  that  meticu- 
lous surgery  is  sufficient  protection  alone,  and 
one  should  not  rely  upon  sterilization  of  the 
colon  as  a method  of  safety.  With  this  I heart- 
ily agree,  but  I feel  that  any  procedure  directed 
toward  improving  or  rather  preventing  compli- 
cating factors  such  peritonitis  is  of  value,  and 
as  succinylsulfathiazol  has  a very  low  toxicity 
and  does  definitely  reduce  the  number  of  colon 
bacilli,  it  has  been  my  practice  to  utilize  this 
drug  pre-operatively.  I plan  to  continue  the 
use  of  succinylsulfathiazol  but  do  not  plan  to 
depend  upon  it. 

ANESTHESIA 

In  regard  to  anesthesia  1 feel  that  the  spinal 
anesthetic  has  proven  itself  to  he  the  most  ac- 
ceptable by  the  majority  of  surgeons  interested 
in  this  problem.  Since  the  operative  procedure 
takes  only  1 to  iy2  hours,  spinal  anesthetic  need 
not  he  heavy  in  dosage  and  relaxation  is  maxi- 
mal. While  the  patient  is  on  the  operative  table 
transfusion  is  automatically  given.  It  is  well  to 
note  that  when  the  patient  is  turned  from  the 
supine  to  the  Kraske  position  that  the  blood  pres- 
sure will  drop.  It  has  been  found  that  this  can 
be  controlled  with  blood  transfusions  as  well  as 
one  of  the  vasopressor  substances  given  a few 
minutes  prior  to  turning.  Sims  or  lithotomy  po- 
sition can  be  used  adequately,  although  dissec- 
tion from  the  prostatic  bed  is  more  difficult. 

POST-OPERATIVE  CARE 

The  post-operative  care  in  these  patients  is 
precise  but  not  difficult  nor  unusually  painful 
if  it  is  carried  out  carefully.  In  regard  to  the 
care  of  the  colostomy ; it  ordinarily  is  opened 
at  the  end  of  about  a 48-hour  period,  although 
no  bowel  movement  is  expected  for  about  five  to 
six  days.  The  patient  begins  eating  a regular 
diet  approximately  the  fourth  day  and  is  given 
mineral  oil  merely  as  a form  of  lubrication.  If 
no  bowel  movement  is  experienced  by  the  sixth, 


oil  retention  enema  is  given  into  the  colostomy 
stoma.  The  wound  is  cared  for  in  the  usual  man- 
ner and  the  colostomy,  which  protrudes  varying 
distances  from  the  skin,  is  trimmed  to  skin  level 
with  eversion  of  the  mucosa  to  about  the  tenth 
day.  This  affords  the  patient  with  a flat  colos- 
tomy which,  when  maximum  contraction  has  de- 
veloped, will  shrink  down  to  the  point  that  it 
can  he  covered  easily  with  a fifty  cent  piece. 
With  the  colostomy  flat  upon  the  abdomen  there 
is  a minimum  of  irritation  and  this  has  not  been 
a factor  of  complaint  by  the  patient.  The  pos- 
terior wound  is  cared  for  by  removing  the  pack- 
ing within  the  rubber  dam  one-half  upon  the 
second  day  and  the  remainder  upon  the  third. 
The  posterior  wound  is  then  irrigated  daily  by 
means  of  a long  douche  nozle,  using  either  po- 
tassium permanganate  solution  or  sulfamilimide 
solution.  About  the  tenth  day  irrigations  are 
stopped  and  the  wound  is  merely  cleansed  by 
means  of  a long  cotton-tipped  swab.  This  can 
be  done  by  the  family,  and  the  patient  ordinarily 
leaves  the  hospital  at  about  the  fourteenth  or 
fifteenth  day.  The  wound  closes  approximately 
in  twelve  to  fourteen  weeks.  It  lias  been  found 
that  these  patients  can  he  up  at  about  the  third 
or  fourth  day,  and  in  so  doing  the  peritoneum 
will,  by  means  of  the  weight  of  the  intestinal 
contents,  slip  down  into  the  posterior  wound  and 
effect  closure  much  more  rapidly.  I have  found 
that  using  early  ambulation  has  prevented  many 
complications  that  I have  seen  before,  namely, 
thrombophlebitis,  pulmonary  embolism,  atelecta- 
sis, excessive  delay  in  wound  cosure,  and  gen- 
eral weakness.  I am  not  a radical  advocate  of 
early  ambulation,  but  I feel  that  in  selected 
cases  of  this  type  early  ambulation  certainly  has 
done  a great  deal  toward  hastening  the  conval- 
escence of  these  patients. 

Constriction  of  colostomy  stoma  occurs  in  ap- 
proximately 5 to  7%  of  the  cases  sufficient  to 
warrant  reconstruction  to  the  colostomy.  The 
corrective  procedure  for  such  a condition  is  elip- 
ticle  disection  of  skin  and  fascia  from  about  the 
colostomy  opening  with  reconstruction  of  the 
mucosa  being  brought  out  to  the  skin  edge.  I 
have  not  seen  a case  which  required  this  pro- 
cedure more  than  once. 

MANAGEMENT  OF  COLOSTOMY 

It.  has  been  the  practice  by  many  surgeons 
that  upon  discharging  a patient  from  the  hos- 
pital to  tell  him  or  his  family  to  go  to  a surgical 
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house  and  buy  a colostomy  bag.  I believe  that 
this  is  a sure  way  to  make  the  patient  disgusted 
with  both  the  colostomy  and  himself.  For  that 
reason  the  use  of  the  colostomy  bag  has  grown 
into  disrepute  and  has  been  abandoned  by  many 
men.  The  colostomy  can  be  cared  for  easily  if 
the  patient  is  carefully  instructed  both  as  to 
why  the  colostomy  will  function  with  care  and 
how  to  care  for  it.  If  the  patient  is  told  that 
the  colostomy  must  regain  rhythmic  function 
and  such  function  can  be  re-established  by  habit 
formation  in  the  use  of  intermittent  enemas,  he 
will  then  accept  the  colostomy  more  easily  and 
will  do  everything  in  his  power  to  establish  a 
routine.  The  patient  is  given  instructions  in  re- 
gard to  enema  by  the  use  of  small  rubber  flange 
through  which  a soft  rubber  catheter  is  insert- 
ed for  a distance  of  about  four  inches.  The  rub- 
ber flange  prevents  reflux  of  enemas  fluid  and 
allows  the  patient  to  satisfactorily  give  himself 
the  enemas.  The  enema  consists  of  warm,  plain 
water,  approximately  only  one  pint.  The  enema 
is  taken  every  48  hours  at  the  same  time  of  day, 
and  that  time  is  to  correspond  to  the  period 
when  he  normally  had  a bowel  movement  prior 
to  surgery.  Ordinarily  the  patient  will  get  com- 
plete evacuation  of  the  colon  within  30  minutes. 
It  has  been  found  in  hundreds  of  cases  that  the 
average  patient  will  have  no  spillage  or  soiling 
during  the  interim  between  his  enemas,  a period 
of  48  hours.  I had  the  privilege  of  following  ap- 
proximately 250  cases  of  this  nature,  and  I 
found  that  it  was  a rare  patient  who  did  have 
difficulty,  or  who  did  not  pay  sufficient  atten- 
tion to  his  routine  and  failed  to  establish  a habit. 
The  usual  case  will,  at  the  48-hour  time,  show 
and  have  the  sensation  of  bowel  action.  Many 
state  that  they  feel  as  if  the  bowels  want  to 
move  through  the  rectum.  It  takes  only  a small 
enema  at  this  time  to  evacuate  the  bowel  cpiite 
completely.  It  seems  rather  absurd  but  I have 
had  several  patients  who  state  quite  honestly  that 
“I  am  rather  surprised  that  nature  did  not 
place  the  anus  on  the  abdomen  since  it  is  so 
much  easier  to  keep  clean  and  take  care  of.” 
There  are  many  advocates  of  the  perineal  anus 
in  these  cases,  but  after  having  had  experience 
with  such  in  a selected  series  of  cases  I sincere- 
ly feel  that  the  abdominal  colostomy  is  not  only 
easier  to  take  care  of,  but  the  procedure  in  the 
formation  of  such  colostomy  affords  the  patient 
a greater  percentage  of  possible  cure  in  the  er- 
adication of  his  disease.  A word  as  to  diet. 


Common  sense  will  enable  any  patient  to  elim- 
inate from  his  diet  any  particular  food  which 
seems  to  present  undesirable  symptoms,  mainly 
diarrhea.  I do  not  favor  the  prescribing  of  a 
constipating  diet,  but  would  rather  leave  it  to 
trial  and  error  for  the  patient  to  determine 
what  foods  definitely  produce  a diarrhea. 

SURVIVAL  RATES 

On  the  average,  taking  a series  of  approxi- 
matey  200  cases,  the  following  operability  and 
survival  rates  will  apply.  Approximately  20 
will  refuse  treatment  or  will  fail  to  return  fol- 
lowing diagnosis.  Another  40  will  be  judged  in- 
operable and  may  or  may  not  have  palliative 
procedure.  This  leaves  140  or  70%  of  the  orig- 
inal 200  that  will  be  subjected  to  exploration. 
Of  this  group  about  30  will  be  considered  in- 
operable, leaving,  therefore,  an  operability  per- 
centage by  the  average  surgeon  of  around 
50-60%.  The  remaining  110  which  are  subjected 
to  resection  will  have  combined  one  stage  re- 
section in  100  and  other  stage  procedures  in 
about  10.  Of  the  110  cases  operated,  approxi- 
mately 50+%,  or  about  55,  will  survive  5-10 
years.  The  remaining  55  will  die  from  recur- 
rence, and  about  1-10%  post-operatively.  We 
see,  therefore,  that  our  operability  rate  should 
run  50-60%,  our  survival  rate  50+%  and  our 
post-operative  mortality  1-10%. 

SUMMARY 

In  summary  I merely  wish  to  again  impress 
the  necessity  of  digital  and  proctoscopic  exam- 
ination for  any  patient  who  complains  of  rectal 
bleeding,  discomfort  or  change  of  bowel  habit. 
It  is  also  necessary  to  keep  in  mind  that  many 
early  benign  lesions  can  be  diagnosed  and  re- 
moved, preventing  formation  in  a certain  per 
cent  of  cases  of  malignant  lesions.  I speak  of 
polypi  and  adenomata.  The  opportunity  to  at- 
tack the  problem  of  carcinoma  of  the  rectum  by 
the  early  discovery  of  such  pre-malignant  le- 
sions and  their  removal  through  the  proctoscope 
should  be  and  is  stressed.  One  of  the  most  im- 
portant things  to  remember  is  the  fact  that  one 
needs  to  be  aware  that  life  with  a colostomy  in 
a patient  cured  of  cancer  is  a much  more  satis- 
factory condition  than  life  with  a palliative  col- 
ostomy for  inoperable  carcinoma.  This  very  im- 
portant and  generally  unrealized  truth  has  been 
stressed  by  Frank  Lahey,  who  makes  the  inter- 
esting observation  that  failure  to  realize  the 
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change  that  has  taken  place  in  the  sequelae  fol- 
lowing colostomy  is  still  holding  people  back 
from  being  cured  of  carcinoma  of  the  rectum. 
The  mortality  in  this  surgical  procedure  should 
not  be  over  10%,  in  hands  who  understand  the 
disease  and  its  surgical  approach.  The  percent- 
age of  non-recurrence  at  the  end  of  five  years 
should  average  between  40  to  50%.  It  should 
also  be  remembered  that  palliative  resection  is 
justifiable  and  often  advantageous  if  it  can  he 
done  with  mortality  which  is  not  too  prohibitive. 

I feel  that  increasing  the  percentage  of  opera- 
bility is  the  scope  of  our  interest  in  this  disease. 
As  each  surgeon’s  experience  increases,  the  per 
cent  of  operability  will  increase  and  result  in 
more  frequent  cures  upon  patients  who  have 
been  felt  incurable.  It  would  be  a very  fortu- 
nate thing  if  the  surgeon  could  see  the  time 
arrive  when  we  could  treat  cases  as  benign 
polyps  or  as  very  early  mucosal  carcinomata 
and  use  coagulation  and  radium.  This  would 
produce  a tremendous  high  percentage  of  cures, 
and  it  depends  entirely  upon  early  diagnosis. 


It  is  so  easy  to  examine  a patient,  talk  to  him, 
prescribe  for  his  ills  and  fail  to  do  a digital 
examination.  A great  many  carcinomas  of  the 
rectum  would  he  discovered  daily  if  digital  ex- 
amination was  done  upon  every  patient  who 
enters  a physician’s  office  throughout  this 
United  States.  Dr.  Payne  Palmer  recently  stated 
that  there  are  50,000  undiagnosed  carcinomas 
of  the  colon  and  rectum  in  this  country. 

I feel  that  at  the  end  of  our  index  finger 
lies  the  answer  to  the  increasing  curability  rate 
of  malignancy  of  the  area  under  discussion,  and 
I feel  quite  sure  that  all  of  us  can  by  the  use 
of  this  digit  aid  in  the  approach  to  this  problem. 
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The  Blue  Cross  and  Blue  Shield  Plan 


ADDRESS  BY  ROY  E.  LARSEN, 
President,  Time,  Inc. 

Dinner  Meeting,  Blue  Cross  Commission  and 
Blue  Shield  Commission 
Washington,  I).  C.,  January  10,  1048 
General  Gray,  General  Hawley, 

Distinguished  Guests : 

It  is  an  honor  to  be  your  toastmaster  tonight 
for  this  big  occasion,  which  marks  an  important 
development  in  the  history  of  a great  and  unique- 
ly American  project  and  in  the  career  of  a 
great  American. 

1 hope  you  here  tonight  who  have  been  so 
largely  responsible  for  the  development  of  the 
Blue  Cross  and  Blue  Shield  Plans  in  the  many 
regions  of  our  country  can  put  out  of  your 
minds  for  a few  minutes  all  the  myriad  of  prob- 
lems which  are  always  confronting  pioneers 
while  an  outside  observer  tries  to  describe  what 
you  have  accomplished.  If  you  could  stand  far 
enough  aside  to  get  a perspective  on  what  you 
have  been  doing  on  the  national  scene,  I think 
it  would  look,  in  broad  outline,  something  like 
this : 

Nine  years  ago,  when  Federal  Health  Insur- 
ance legislation  was  first  introduced  in  Congress 


in  the  Wagner  Bill,  there  was  no  sufficient  an- 
swer to  the  declaration  by  the  sponsors  of  the 
proposed  compulsory  health  insurance  that  “vol- 
untary plans  just  won’t  meet  the  need.”  The 
Blue  Cross  Plans  for  voluntary  prepaid  hospital 
insurance  were  just  beginning  to  show  their 
rapid  growth. 

By  January  1987,  there  were  28  Blue  Cross 
Plans  in  the  U.  S.,  with  534,000  participants. 

Today,  eleven  years  later,  there  are  85  Blue 
Cross  Plans  in  the  United  States  and,  in  addi- 
tion, five  in  Canada  and  one  in  Puerto  Rico.  In 
all,  there  are  nearly  30  million  subscribers!  To 
he  exact:  29,250,000. 

But  the  significance  of  these  figures  today  is 
not  in  their  present  numbers,  but  in  what  they 
portend  for  the  very  near  future.  For  this  is 
the  method  a large  majority  of  American  citi- 
zens will  have  chosen  freely  and  spontaneously 
to  avail  themselves  of  the  best  hospital  and  med- 
ical care  in  the  world  and  to  provide  for  its  cost. 

The  businessman’s  question  is:  What  is  the 
potential  market  for  the  Blue  Cross  and  how 
long  will  it  take  to  (“over  it  completely?  This 
is  a fair  question  and  an  important  one,  if  the 
Blue  Cross  method  is  to  he  considered  as  the 
voluntary  answer  to  all-embracing  compulsory 
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Federal  insurance.  For  critics  of  the  voluntary 
movement  still  say,  “The  Blue  Cross  Plans  are 
fine,  but  they  do  not  go  far  enough.  There  are,” 
they  point  out,  “97  million  people,  or  69%  of  all 
American  families,  with  incomes  of  less  than 
$3,000  a year,  who  need  health  protection.”  Few 
will  dispute  their  premise  or  their  figures. 

A manufacturer  often  tries  out  a new  prod- 
uct in  one  small  section  of  the  country  to  de- 
termine its  acceptance  and  its  market.  He  then 
projects  his  findings  to  a national  scale.  Let 
us  do  that  with  some  of  the  Blue  Cross  figures. 

In  Rhode  Island  today  (January  1,  1948)  65% 
of  the  entire  population  of  the  state  are  enrolled 
in  the  Blue  Cross  Plan. 

Projected  nationally  to  our  140  million  popu- 
lation, that  means  91  million  members.  But  per- 
haps Rhode  Island  is  too  small  a sample  on  which 
to  base  such  a projection. 

Let  us  take  the  three  states  which  now  lead  in 
percentage  of  enrollments:  Rhode  Island,  Massa- 
chusetts and  Delaware.  52%  of  the  entire  popu- 
ation  of  these  three  states  are  already  enrolled 
in  Blue  Cross.  Projected  nationally  that  means 
over  70  million. 

Such  projected  national  figures  may  seem  fan- 
tastic and  unrealistic,  unattainable  by  any  one 
voluntary  project.  But  the  fact  is  that  such 
coverage  has  already  been  attained  in  three  states 
and  the  saturation  point  has  not  yet  been  reached. 

Each  year  the  skeptics  have  predicted  the 
near  end  of  the  incredible  rate  of  growth  of 
these  plans.  Each  year  to  date  they  have  been 
wrong.  In  the  past  three  years,  enrollments  have 
nearly  doubled,  going  from  16  million  to  the  pres- 
ent approximate  30  million.  And  at  the  15% 
national  average  rate  of  increase  of  the  past 
.year,  it  would  take  only  five  years  to  double  the 
present  30  million  figure,  and  eight  to  approach 
the  100  milion  mark.  It  should  be  noted  that, 
in  addition  to  the  present  30  million  Blue  Cross 
members,  there  are  some  10  million  people  cov- 
ered by  commercial  insurance  policies.  In  other 
words,  40  million  people  are  covered  today  by 
some  form  of  hospital  insurance. 

Consider  that  the  Blue  Cross  enrollments  to 
date  have  been  achieved  in  the  face  of  imminent 
possible  action  by  the  Congress  and  by  certain 
states  on  legislation  for  compulsory  insurance. 
In  recent  years,  250  different  bills  have  been  in- 
troduced in  Federal  and  State  legislatures  pro- 
posing to  nationalize  or  socialize  the  administra- 
tion of  medical  care.  The  Wagner-Murray -Ding- 
ell  Bill,  which  would  finance  medical  care  by 
universal  compulsory  insurance,  is  still  alive. 

With  such  an  unprecedented  record  of  accept- 
ance by  the  public  and  with  good  reason  to  be- 
lieve that  an  enrollment  approaching  100  mil- 
lion is  an  attainable  future  prospect,  surely  Blue 
Cross  sponsors  can  justly  ask  the  government 
for  encouragement  of  this  voluntary  movement 
rather  than  precipitous  legislative  compulsion. 
I have  one  suggestion  for  Government  encour- 
agement which  I shall  mention  later. 


Hospitalization  is,  of  course,  but  part  of  the 
individual’s  health  cost  problem.  For  many  un- 
derstandable reasons,  the  problem  of  the  doc- 
tor’s bills  has  been  harder  to  solve  by  the  insur- 
ance method.  To  work  out.  an  insurance  plan 
with  3,800  U.  S.  hospitals  is  relatively  a simple 
matter  compared  with  the  problem  of  making 
satisfactory  and  uniform  financial  arrangements 
with  tens  of  thousands  of  individual  U.  S.  doc- 
tors. But  many  thousands  of  doctors  have  and 
thousands  more  are  working  it  out  in  one  com- 
munity after  another. 

Under  the  Blue  Shield  Plans  for  voluntary 
prepaid  medical  care  insurance,  full  protection 
against  medical  bills  is  now  being  offered  to 
those  earning  up  to  $2,500  a year,  and  part  pro- 
tection for  those  with  higher  incomes.  The  cost 
is  only  slightly  higher  than  for  the  hospital  plan 
and  the  subscriber  has  completely  free  choice  of 
his  doctor.  And,  as  with  the  hospital  plan,  he 
receives  his  benefits  in  service  rendered. 

The  Blue  Shield  movement  is  relatively  new 
and  relatively  unknown.  Two  years  ago  there 
were  but  31  Plans  in  the  U.  S.,  with  2,840,000 
subscribers.  Today  there  are  48  Plans  through- 
out the  country,  with  more  than  seven  million 
subscribers.  Again  we  are  confronted  with 
growth  figures  which  challenge  credulity.  And 
yet  here  projections  can  be  made  with  a cer- 
tainty that  has  never  been  possible  for  the  pi- 
oneering Blue  Cross. 

Already,  six  states  have  more  than  15%  of 
their  population  protected  by  Medical-Surgical 
plans.  Delaware  leads  with  41%  of  its  popula- 
tion enrolled. 

The  fact  is  that  Blue  Shield  Plans  and  enroll- 
ments are  developing  at  a rate  even  faster  than 
the  astounding  record  of  Blue  Cross.  With  ex- 
perience and  the  increasing  sponsorship  of  indi- 
vidual doctors  have  come  additional  benefits, 
and  increasingly  attractive  policies  have  in  turn 
speeded  the  enrollments. 

At  the  present  rate  of  Blue  Shield  enrollments, 
the  30  million  mark  would  be  passed  by  1951. 
Thereafter,  they  should  catch  up  with  the  ever- 
mounting  Blue  Cross  memberships. 

Never  in  the  history  of  this  or  any  other  coun- 
try has  there  been  such  a voluntary  development 
affecting,  in  such  a personal  and  important  way, 
the  everyday  lives  of  so  many  million  people. 

Never  has  a movement  held  so  much  promise 
for  the  future — a promise  almost  assured  by  its 
record  of  the  present  and  past. 

T have  over-simplified  my  description  of  the 
record  and  forecasts  of  the  future,  because  I 
wanted  to  put  into  bold  relief  a ground  swell 
which,  through  lack  of  all  the  usual  good  old 
American  ballyhoo,  has  developed — and  is  con- 
tinuing to  develop — relatively  unnoticed,  right 
under  our  eyes. 

While  the  social  planners  have  called  for  im- 
mediate medical  protection  for  all  by  the  Fed- 
eral government  no  matter  how  unblazed  the 
trail,  no  matter  what  the  cost  in  dollars  or  in 
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risk  to  the  quality  of  our  still  independent  med- 
ical and  hospital  services,  30  million  people  have 
ensured  for  themselves  the  highest  quality  hos- 
pital care  when  they  need  it,  and  have  protect- 
ed themselves  in  their  own  free  way  against 
this  most  serious  and  uncertain  of  personal  and 
family  financial  risks. 

As  a businessman,  I am  proud  of  the  fact 
that  one  of  the  important  reasons  for  the  phe- 
nomenal success  of  this  movement  has  been  the 
co-operation  given  it  by  the  managers  of  U.  S. 
business.  Five  hundred  thousand  employers  in 
the  U.  S.  have  been  interested  enough  in  the 
health  of  their  employees  to  offer  them  these 
prepaid  health  plans,  either  free,  by  sharing  the 
cost,  or  by  allowing  payroll  deductions  in  order 
to  make  premium  payments  convenient  for  them. 

Missing  from  the  list  of  co-operating  employ- 
ers is  the  biggest  employer  of  all — the  Federal 
Government.  If  it  is  true  that  actions  speak 
louder  than  words,  I cannot  resist  pointing  out 
that  in  this  important  instance  the  much- 
maligned  American  business  manager  is  way 
ahead  of  a Federal  Administration  which  has 
preached  medical  protection  for  the  low-income- 
group  wage-earner  for  the  past  15  years.  Only 
300,000  of  the  two  million  Federal  employees 
now  participate  in  Blue  Cross  Plans  because  of 
the  difficulties  of  handling  subscription  pay- 
ments without  the  co-operation  of  the  employer. 
There  are  3,500,000  additional  Federal  employ- 
ees and  dependents  who  should  be  allowed  the 
same  privilege  in  this  connection  as  the  employ- 
ees of  500,000  private  employers.  Such  action 
by  the  nation’s  largest  employer  would  stimu- 
late similar  action  by  many  State  and  municipal 
employers  not  now  co-operating. 

In  my  over-simplification  of  the  history  of 
the  development  of  these  voluntary  health  plans 
and  my  projections  of  their  enrollment  figures, 
I may  have  given  the  impression  that,  to  me, 
continued  success  seems  easy  and  inevitable. 
My  confidence  in  their  future  is  tempered  by 
my  knowledge  of  just  a few  of  their  current  and 
potential  problems. 

I,  too,  have  questioned  my  own  projections  as 
to  the  future  possibility  of  100  million  enroll- 
ments in  these  Voluntary  Health  Plans.  But  I 
have  recently  analyzed  some  of  the  other  things 
which  Americans  have  secured  for  themselves 
and  their  families  in  an  almost  universal  and 
certainly  completely  voluntary  manner.  I find 
that  there  are  176  million  life  insurance  policies 
in  force  in  the  U.  S. ; that  120  million  people 
have  73  million  radio  receiving  sets  in  their 
homes ; that  90  million  have  telephones ; and  that 
22  million  families  (some  90  million  people) 
have  at  least  one  automobile.  I find  that  the 
registration  fees  for  these  cars  alone  are  550 
million  dollars  a year,  anil  just  the  taxes  on  the 
gasoline  used  to  operate  them  totaled  over  a bil- 
lion dollars  in  1946.  Certainly  the  demand  for 
these  Health  Plans  should  be  as  great  as  for 
life  insurance,  automobiles,  radios,  and  tele- 


phones. And  there  should  be  no  question  as  to 
the  ability  of  100  million  people  to  avail  them- 
selves of  them. 

The  question  is  whether  the  Blue  Cross  and 
Blue  Shield  Plans  are  organized  to  reach  and 
cover  all  their  prospects. 

The  time  has  come  when  these  150  different 
hospital  and  medical  plans  must  be  co-ordinated 
to  represent  a single  national  voluntary  health 
movement.  Certain  conflicts  of  interest  in  the 
two  fields  must  be  overcome  to  this  end.  The 
individual  community  plans  must  always  be 
geared  to  local  needs  and  conditions.  However, 
a unity  and  co-ordination  between  plans  must 
be  achieved  and  a national  organization  estab- 
lished which  can  provide  nation-wide  business 
with  a more  uniform  and  widespread  coverage 
than  is  available  at  present.  The  plans  for  such 
an  organization  now  under  way  should  have  a 
high  priority  in  the  future  program. 

As  the  voluntary  National  Health  Movement, 
the  Blue  Cross  and  Blue  Shield  Commissions 
owe  it  to  all  their  many  million  members  to 
keep  the  entire  country  regularly  informed  of 
its  nation-wide  progress. 

My  confidence  that  the  future’s  problems  of 
co-ordination  will  be  solved — that  progress  to 
date  will  be  consolidated — that  standards  will 
be  maintained  and  improved — that  enrollments 
will  continue  to  increase — stems  from  the  im- 
portant news  of  this  meeting. 

That  news  is  the  announcement  which  I have 
the  honor  of  making:  That  General  Paul  R. 
Hawley  has  accepted  the  top  responsibility  in 
this  great  movement  as  Chief  Executive  Officer 
of  the  Blue  Cross  and  the  Blue  Shield  Commis- 
sions. It  will  be  to  him,  from  here  out,  that 
the  country  will  look  for  the  leadership  of  these 
Voluntary  Health  Plans. 

His  new  associates  of  the  Blue  Cross  and  Blue 
Shield  Plans  are  here  tonight  to  welcome  him. 

They  could  have  no  abler,  no  finer  leader. 


EXPERIMENTS  IN  MEDICAL  INSURANCE 

Prepared  for  Presentation  by  Doctor  Bortz 
at  the  Washington  Dinner  Announcing  General 
Hawley’s  Acceptance  of  the  Blue  Cross 
A.  M.  C.  P.  Position 

Mr.  Chairman,  General  Hawley,  and 
Distinguished  Guests : 

The  meeting  this  evening  is  a significant 
milestone  in  the  history  of  medical  service.  I 
have  been  directed  by  the  Officers  and  The 
House  of  Delegates  of  the  American  Medical 
Association  to  bring  you  their  best  wishes  and 
congratulations. 

Among  the  major  objectives  of  organized  med- 
icine are  t he  encouragement  of  medical  educa- 
tion for  the  profession,  health  education  for  the 
public,  and  research  in  the  various  fields  bear- 
ing on  medical  science  and  medical  service  to 
the  nation.  Advances  in  medicine  have  extended 
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the  life  span  approximately  twenty-eight  years 
during  the  past  century.  Significant  discoveries 
are  occurring  with  increasing  frequency  as  the 
scientific  method  is  being  applied  to  more  and 
more  of  the  problems. 

As  costs  of  modern  medical  care  are  increas- 
ing, one  of  the  major  interests  of  the  American 
Medical  Association  is  in  the  field  of  vol- 
untary prepayment  plans  for  hospital  and 
Medical  care.  This  is  a field  of  recent 
origin.  It  has  developed  because  of  the  variety 
Medical  Association  is  in  the  field  of  recent 
of  new  and  ofttimes  expensive  procedures  essen- 
tial to  the  utilization  of  modern  medical  serv- 
ices. Since  no  sufficient  actuarial  figures  are 
available,  various  approaches  which  offer  some 
promise  must  be  examined  and  their  possibilities 
explored.  The  first  essential  in  the  creation  of 
an  insurance  program  is  the  selection  of  criteria 
on  which  such  a program  is  to  be  based.  Prin- 
ciples must,  perforce,  be  established.  These 
should  be  agreed  on  and  accepted  by  all  interest- 
ed parties.  The  American  Medical  Association, 
through  its  Council  on  Medical  Service,  believes 
that  these  principles  should  be  suffciently  broad 
and  promising  as  to  guarantee  a continuing  high 
level  of  efficient  medical  care  for  the  insured. 
V oluntary  prepayment  plans  for  hospital  and 
medical  care  within  the  American  system  of  in- 
dividual initiative  and  freedom  of  enterprse  in- 
clude the  creation  of  voluntary,  non-profit  pre- 
payment plans  for  the  costs  of  hospitalization, 
such  as  the  Blue  Cross  plans,  and  voluntary  non- 
profit prepayment  plans  for  medical  care  such 
as  those  developed  by  many  state  and  county 
medical  societies.  The  utilization  of  private 
sickness  insurance  plans  which  comply  with  the 
state  regulatory  statutes  and  the  standards  of 
the  Council  on  Medical  Service  of  the  American 
Medical  Association  is  to  be  encouraged. 

It  is  important  to  keep  in  mnd  that  we  are 
blazing  new  trails  in  the  field  of  medical  service, 
and,  likewise,  in  the  insurance  field.  Certainly 
many  visionary  suggestions,  impractical  of  ap- 
plication, need  to  be  critically  surveyed  before 
they  are  approved.  Also,  modifications  of  plans 
which  have  been  accepted  will  appear  advisable 
as  time  goes  on.  As  experience  is  gained  in 
various  areas  of  the  country  and  data  is  accumu- 
lated, better  methods  of  meeting  the  costs  of  med- 
ical care  through  voluntary  prepayment  plans 
will  appear.  As  a result  of  this  experimentation 
and  accumulated  data,  commercial  carriers  have 
become  interested  in  the  field  and  should  be  able 
to  make  a definite  contribution.  The  primary 
interest  of  the  American  Medical  Association 
is  in  guaranteeing  a high  quality  of  professional 
service.  It  is  necessary  that  the  Council  on  Med- 
ical Service  examine  various  plans ; those  found 
acceptable  are  given  the  ‘ ‘ Seal  of  Approval  ’ ’ if 
they  meet  the  Council’s  standards. 

An  all-time  high  in  the  number  of  persons 
covered  in  the  United  States  under  programs 
designed  to  meet  the  costs  of  accidents  and  ill- 


nesses is  certain  according  to  preliminary  results 
of  a current  survey  of  our  Council  on  Medical 
Service.  A comprehensve  study  is  now  nearing 
completion  by  a subcommittee  of  the  Conference 
Committee  on  Health  Insurance.  Preliminary 
information  delevoped  by  the  study  indicates 
that  as  of  December  31,  1946 : 

1.  More  than  half  of  the  total  working  popu- 
lation was  covered  against  loss  of  income 
due  to  accident  or  sickness — approximate- 
ly 30,000,000. 

2.  Over  40,000,000  agreements  were  in  effect 
providing  protection  against  the  costs  of 
hospitalization. 

3.  Over  17,000,000  agreements  were  in  effect 
providing  benefits  for  the  costs  of  surgi- 
cal care. 

4.  Over  six  million  agreements  provided  med- 
ical benefits  (other  than  hospital  or  surgi- 
cal). 

Even  more  impressive  totals  are  evident  if  the 
true  figures  were  all  up-to-date.  During  the  first 
nine  months  of  1947,  medical  care  plans  spon- 
sored or  approved  by  the  medical  profession  in- 
creased enrollment  by  2,000,000.  Blue  Cross  en- 
rollment increased  more  than  3,000,000  during 
the  same  period.  In  addition,  many  insurance 
companies  and  insurance  associations  are  report- 
ing encouraging  sales  increases  over  previous 
years. 

In  enumerating  some  of  the  strength  of  non- 
governmental medical  care  plans,  Mr.  W.  R. 
Williamson,  one-time  advisor  to  the  Social  Se- 
curity Board,  recently  stated  . . . “The  plans 
stress  personal  recognition  of  responsibilities  and 
the  development  of  sound  facilities  to  meet 
them.  They  avoid  the  negative  and  demoralizing 
pretense  that  the  citizen  ‘is  unable  to  see  his 
duty  and  meet  it.  ’ They  give  the  potential  mem- 
ber credit  for  basic  competence  and  reliability 
and  the  wish  to  care  for  his  responsibilities. 
These  plans  can  build  character  and  reliance.” 

Mr.  Williamson  emphasized,  in  addition  to 
other  strengths  of  the  voluntary  plans,  “Facili- 
ties for  sound  administration  have  more  of  a 
chance  to  keep  pace  with  the  requirements  than 
is  possible  when  a backward  nation  adopts  a 
medical  care  plan  before  it  possesses  the  facili- 
ties to  make  it  work.  This  possession  of  facili- 
ties avoids  the  protests  over  failing  to  live  up  to 
premature  promises.  ‘Let  us  pass  a law’  is  bad 
advice,  when  the  laws  do  not  represent  broad 
public  opinion.” 

The  meeting  this  evening  is  one  of  the  high- 
lights in  this  important  field  of  medical  insur- 
ance. The  appearance  of  Dr.  Paul  R.  Hawley 
as  director  of  the  dual  program  for  medical 
service  and  for  hospital  care  augurs  well  for  the 
future.  General  Hawley  has  the  support  and 
confidence  of  American  medicine.  He  has  won 
his  spurs  the  hard  way ; his  interests  are  broad ; 
his  philosophy  is  sound,  and  he  is  “one  of  us,” 
so  to  speak. 

General  Hawley,  let  me  assure  you  that  you 


60 


Arizona  Medicine 


March,  1948 


have  the  militant  support  of  the  American  Medi- 
cal Association  and  its  Council  on  Medical  Serv- 
ice in  your  hope  to  develop  within  the  American 
system  of  individual  initiative  a voluntary  pre- 
payment program  for  hospital  and  medical  care 
that  will  extend  the  benefits  of  modern  scientific 
medicine  to  all  elements  of  our  population.  The 
doors  of  our  Association  are  open  to  you  at  all 
times.  Our  Officials  are  yours  to  call  on  ; indeed, 
you  are  a member — one  of  the  most  distinguish- 
ed members — of  the  medical  family  of  our  land. 
In  view  of  your  past  accomplishments,  it  is  not 
too  much  to  say  that  our  hopes  are  high  as  we 
anticipate  the  future. 

Edward  L.  Bortz,  M.  I).,  President, 
American  Medical  Association. 


ADDRESS  MADE  AT  BLUE  CROSS  AND 
BLUE  SHIELD  DINNER  BY 
DR.  PAUL  R.  HAWLEY 
Hotel  Statler,  January  10,  1948, 

South  American  Room 

I have  accepted  this  position  solely  because  it 
offers  an  exceptional  opportunity  to  contribute 
to  the  improvement  of  the  medical  care  of  our 
people.  From  a financial  point  of  view  it  is 
far  from  being  the  most  attractive  position  of- 
fered me  since  my  resignation  from  the  Veter- 
ans Administration. 

I am  not  at  all  sure  that  I can  measure  up  to 
this  challenge.  But  what  T lack  in  ability  I shall 
try  earnestly  to  make  up  in  enthusiasm  and  de- 
votion to  this  task. 

I have  been  told  by  so-called  experts  that  pri- 
vately operated  prepaid  health  service  can  never 
be  successful  in  this  country — that  the  costs  of 
the  “fee  for  service”  type  of  operation  are  pro- 
hibitive, and  that  prepayment  for  medical  care 
can  be  placed  on  a sound  actuarial  basis  only 
through  the  operation  of  clinics  staffed  by  sal- 
aried physicians.  This  I do  not  believe ; but, 
if  it  should  prove  to  be  true,  my  position  would 
be  that  it  is  the  type  of  operation  that  must  be 
changed  rather  than  the  quality  of  medical  care 
offered  to  subscribers.  I say  this  with  confidence 
because  the  leaders  of  these  two  organizations 
have  impressed  me  with  their  complete  sincerity 
of  purpose.  They  have  fully  convincd  me  that 
they  are  committed  to  providing  a real  public 
service.  They  would  never  have  considered  me 
for  this  position  had  I held  any  different  views, 
nor  would  I have  accepted  the  position  upon 
any  other  conditions. 

I have  further  been  told  by  so-called  experts 
that  this  undertaking  is  too  gigantic  for  a pri- 
vate, voluntary  agency,  and  that  only  the  Gov- 
ernment is  in  a position  to  make  it  successful. 
I would  have  no  quarrel  with  this  point  of  view 
except  that  it  is  invariably  coupled  with  the 
provision  that,  to  make  it  successful,  the  Gov- 
ernment woud  have  to  control  medical  practice. 
Nor  would  1 object  to  the  Government  control 
of  medicine  if  this  would  elevate  the  standard 


of  medical  practice  in  this  country.  But  I have 
seen  Government  medicine  in  operation  in  other 
countries,  and  I know  what  Government  control 
does  to  medicine.  I want  no  part  of  it  for  our 
people. 

Recently  I was  taken  to  task  by  a well-known 
columnist  for  my  convictions  upon  this  subject. 
He  said  that,  in  elevating  the  standards  of  med- 
ical practice  in  veterans’  hospitals,  I had  my- 
self proved  the  case  for  Government  medicine. 
But  he  missed  the  critical  point — the  fact  that 
ihe  principal  reason  for  poor  medical  practice 
in  veterans'  hospitals  was  tnat  it  was  done  by 
a full-time,  salaried  staff,  isolated  from  the  rest 
of  American  medicine;  and  that  the  principal 
reason  for  the  improvement  of  the  past  two  years 
is  that  we  brought  into  our  veterans’  hospitals, 
as  consultants  and  part-time  physicians,  the 
better  medical  men  of  the  country,  who  are  en- 
gaged in  private  practice. 

Blue  Cross  and  Blue  Shield  have  only  one  ob- 
jective— that  of  offering  the  best  in  prepaid 
health  service  at  the  lowest  possible  cost.  These 
organizations  have  been  operated  for  the  bene- 
fit of  the  patient — not  for  the  benefit  of  the 
doctor  or  the  hospital.  And,  so  long  as  I am  in 
any  way  connected  with  these  organizations, 
there  will  be  no  deviation  from  this  fixed  policy. 


ARIZONA  BLUE  CROSS  AND 
BLUE  SHIELD 

Enrollment  in  Arizona’s  Blue  Cross  Plan  to- 
taled 68,723  members  at  the  end  of  1947,  an 
increase  of  84  per  cent  over  the  enrollment  on 
December  31,  1946,  according  to  the  annual  re- 
port presented  to  the  board  of  directors  on  Feb- 
ruary 15,  by  L.  Donald  Lau,  Executive  Director. 

Case  records  show,  Lau  reported,  that  Arizona 
Blue  Cross  paid  to  hospitals  during  1947,  a total 
of  $337,974.14  for  5,922  cases  representing 
38,092  patient  days.  Payments  to  hospitals 
amounted  to  81.2  per  cent  of  gross  income. 

The  report,  which  covered  the  third  full  year 
of  Arizona  Blue  Cross  operation,  revealed  that 
of  the  sum  paid  to  hospitals,  $313,296.17  went 
to  the  sixteen  member  hospitals  in  Arizona  for 
5,342  cases  representing  33,731  patient  days.  In 
addition  to  Blue  Cross  payments,  subscribers 
paid  an  additional  $60,257.64,  making  a total 
of  $373,553.81  or  $11.07  per  patient  day  (in- 
cluding out-patients)  received  by  member  hos- 
pitals for  services  rendered  to  Blue  Cross  mem- 
ber patients. 

Obstetrical  cases  totaled  13.9  per  cent  and 
out-patient  cases  amounted  to  14.55  per  cent  of 
all  cases' in  member  hospitals. 

Payments  to  non-member  hospitals  during 
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1917  totaled  $21,678.21  for  580  cases  represent- 
ing 1,361  patient  days. 

The  1917  figures  indicate  an  increase  over 
1916  of  170.1  per  cent  in  payments  to  hospitals. 
Cases  increased  132.5  per  cent  and  patient  days 
111.3  per  cent  while  enrollment  increased  81  per 
cent  over  1916.  The  high  rate  of  increase  in 
hospital  payments  is  primarily  explained  by 
two  successive  increases  in  the  Blue  Cross  per 
diem  payments  to  hospitals  during  1917.  The 
increase  in  number  of  cases  Avas  expected  since 
it  has  been  demonstrated  by  national  experience 
that  subscriber  utilization  increases  after  the 
second  year  of  Blue  Cross  membership. 

The  average  length  of  stay  per  case  in  mem- 
ber hospitals  Avas  6.31  days  and  in  non-member 
hospitals  7.52  days. 

Since  its  inception  in  Arizona,  Blue  Cross  has 
paid  to  hospitals  $503,011,03  for  9,368  cases  rep- 
resenting 62,707  patient  days.  1,035  obstetrical 
cases  are  included  in  these  figures. 

During  the  last  three  months  of  1917,  132  hos- 
pital admissions  were  rejected  out  of  1622  re- 
ceded. Percentage  rejected  was  8.11  per  cent. 

Three  general  hospitals  entered  into  partici- 
pation agreements  during  1917,  bringing  to  six- 
teen the  total  number  of  Member  hospitals  of 
the  Arizona  Plan. 

The  new  Member  Hospitals  Avere  Pinal  Gen- 
eral at  Florence,  whose  contract  was  signed  dur- 
ing Febrbuary ; Mohave  General  at  Kingman, 
whose  participation  began  during  April ; and 
Yuma  General,  a member  hospital  since  August. 

The  inclusion  of  these  hospitals  is  significant, 
because  it  extends  Blue  Cross  service  into  areas 
where  previously  subscribers  could  receive  only 
non-member  benefits  unless  they  left  their  own 
communities  to  obtain  hospital  care. 

As  a result  of  the  general  inflationary  trend 
in  the  national  economy,  Blue  Cross  in  the  year 
1947  Avas  faced  with  the  problem  of  maintain- 
ing maximum  services  to  subscribers  without  a 
drastic  increase  in  membership  dues,  and  at  the 
same  time  augmenting  payments  to  member  hos- 
pitals to  offset  the  rising  cost  of  operations.  Be- 
ginning 1947  another  increase  in  per  diem  pay- 
ments to  Member  Hospitals  was  made. 

The  schedule  adopted  as  of  January  1,  1947, 
was  a graduated  scale,  taking  into  account  the 
relatively  high  cost  of  the  first  feAv  days  of  hos- 
pitalization as  compared  to  the  convalescent 
days  in  longer  hospital  stays. 


In  addition  to  this  increase,  a special  adjust- 
ment in  the  amount  of  $10,305.41  Avas  prorated 
among  all  member  hospitals  at  the  rate  of 
$1,345  per  patient  day  for  the  period  January 
1 to  May  1,  1947. 

On  August  1,  1947,  a new  schedule  of  sub- 
scriber dues  went  into  effect,  representing  an 
increase  of  approximately  17  per  cent. 

At  the  same  time,  per  diem  payments  to  Mem- 
ber Hospitals  were  again  increased  on  the  basis 
of  full  hospital  costs  plus  depreciation. 

Plan  groAvth  during  1947  made  possible  the 
inauguration  of  a full  time  hospital  case  depart- 
ment. This  department,  composing  two  em- 
ployees and  supervisor,  was  assigned  the  respon- 
sibility for  carrying  out  policies  regarding  our 
relations  with  the  hospitals. 

Procedures  were  rewritten,  operations  Avere 
charged,  case  records  Avere  converted  to  an  I.B.M. 
basis,  a rejected  case  register  initiated  and  a 
concentrated  effort  was  made  to  improve  hospi- 
tal and  subscriber  relations  by  prompt  handling 
and  follow  up  of  all  cases. 

The  Case  Department  initiated  an  “opinion 
Poll”  of  hospitalized  subscribers  to  determine 
the  extent  of  the  community  service  rendered 
and  what  the  subscriber  thinks  about  Blue  Cross. 
(See  Chart  I). 

Progressive  planning  for  the  coming  year  in- 
clude the  publication  of  a periodic  newsletter 
and  visits  to  the  Blue  Cross  offices  by  key  hos- 
pital personnel . 

Enrollment  growth  during  the  year  1947  con- 
tinued to  sIioav  a steady  and  healthy  increase. 
There  were  no  spectacular  or  spotty  gains. 
Special  enrollment  campaigns  Avere  conducted 
in  Winslow,  Kingman  and  Yuma.  These  were 
held  coincident  with  the  inclusion  of  the  hos- 
pitals in  those  areas  as  Member  Hospitals.  Im- 
mediate results  of  these  campaigns  were  not 
great  since  efforts  were  more  of  a missionary 
nature.  However,  considerable  interest  Avas  gen- 
erated as  shown  by  an  increase  in  inquiries  and 
actual  enrollment  from  these  areas. 

During  the  year  1947,  several  large  groups 
were  enrolled.  Included  among  these  Avere  such 
firms  as  Reynolds  Metals,  Diamonds  Boston 
Store,  Dorris-Heyman,  Palmer  Manufacturing 
Company,  Bagdad  Copper  Company,  Metropoli- 
tan Bus  Lines,  Goodyear  Wingfoot  Homes,  Inc., 
and  the  Cudahy  Packing  Company. 

Community  enrollment  in  Arizona  Blue  Cross 
is  in  its  infancy  and  little  specific  data  can  be 
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offered  at  this  time.  In  April  1947,  the  city  of 
Wiekenburg,  Arizona  was  enrolled  on  a commun- 
ity wide  basis.  Excellent  cooperation  was  re- 
ceived from  the  eleven  civic  and  religious  organ- 
izations who  sponsored  the  Plan.  Solicitation 
of  subscribers  was  undertaken  by  fifty-five  vol- 
unteer workers  from  these  organizations  and 
the  results  exceeded  expectations.  Approximate- 
ly 75  per  cent  of  the  residents  of  Wiekenburg 
were  enrolled  and  during  a one  day  enrollment 
campaign  on  Wiekenburg  Hospital  Day,  Octo- 
ber 22,  1947,  forty-four  additional  applications 
were  received. 

The  latest  published  figures  (October  1947) 
show  an  estimated  state  population  of  635,000. 
Based  on  this  figure  we  have  enrolled  11  per 
cent  of  our  total  population  or  approximately 
one  out  of  every  nine  residents  of  the  state. 
This  compares  very  favorably  with  the  national 
average  of  one  out  of  every  five  persons,  since 
the  latter  has  been  built  up  over  a period  of 
sixteen  years  as  against  three  years  of  operation 
by  Arizona’s  Plan. 

The  Blue  Shield  Surgical  and  Obstetrical  Plan 
was  launched  November  1,  1947  and  was  offered 
to  eligible  groups  beginning  November  6,  1947. 
Since  there  were  only  two  effective  dates  pos- 
sible in  1947 — December  1st  and  December  15th, 
enrollment  was  naturally  limited.  Nevertheless, 
during  the  twenty-four  day  period  from  Novem- 
ber 6th  to  November  30,  1947,  1,514  participants 
were  enrolled,  billed  and  paid  their  dues. 

The  only  major  difficulty  encountered  to  date 
in  the  sale  of  Blue  Shield  is  a general  misunder- 
standing of  the  income  limitations.  The  impres- 
sion seems  to  be  that  anyone  earning  in  excess 
of  these  limitations  is  not  eligible  to  enroll.  Let- 
ters were  sent  to  all  Blue  Cross  Groups  clarify- 
ing this  point  and  the  situation  has  been  some- 
what improved. 

The  inflation  experienced  during  1947  had  a 
decided  effect  on  the  financial  status,  but  we 
made  progress  and  our  position  remains  sound. 

A percentage  comparison  based  on  income  for 
our  three  years’  operation  is  as  follows: 


As  part  of  the  pattern  of  growth  of  Arizona 
Blue  Cross — and  in  anticipation  of  the  estab- 
lishment of  Blue  Shield — a definite  program  of 
public  relations  and  public  education  was  inau- 
gurated in  March  1947. 

The  overall  public  relations  program  has  a 
three-fold  purpose:  (1)  to  promote  and  main- 
tain intelligent  public  understanding  of  the  Blue 
Cross  and  Blue  Shield  Plans  and  their  relation 
to  the  hospital  and  medical  fields,  (2)  to  main- 
tain good  working  relations — including  the  free 
exchange  of  experiences  and  ideas  with  other 
Blue  Cross  and  Blue  Shield  Plans  and  (3)  to 
assist  in  establishing  and  maintaining  good  re- 
lations within  the  Blue  Cross  and  Blue  Shield 
Staff. 

Our  present  staff  of  twenty-six  employees  rep- 
resents an  increase  of  53  per  cent  over  1946.  The 
personnel  increase  was  31  per  cent  less  than  the 
increase  in  enrollment  and  indicates  that  we  are 
encountering  the  law  of  diminishing  costs.  Dur- 
ing 1947,  our  entire  staff  was  reorganized  and 
a closely  integrated  system  of  departmental  op- 
erations was  instituted.  Ned  F.  Parish  was  pro- 
moted to  Assistant  1 )i rector  and  G.  0.  Bengtson 
became  Comptroller.  Due  to  continued  growth, 
four  additional  offices  were  added  to  the  pre- 
vious six,  giving  the  Plan  a total  floor  space  of 
1800  square  feet,  which  at  present  is  inadequate. 
Furniture  and  equipment  purchases  have  been 
held  to  a minimum  due  to  increased  costs. 

During  1947,  the  increased  volume  with  its 
attendant  problems  necessitated  greater  demands 
than  ever  before  on  the  time  and  services  of  the 
members  of  the  Board.  The  Executive  Director 
contacted  many  of  them  personally  and  all  of 
them  by  mail  and  received  the  utmost  -coopera- 
tion. During  1947  Medical  and  Hospital  Com- 
mittees were  appointed  and  these  two  commit- 
tees, together  with  the  Executive  Committee,  la- 
bored long  and  well.  The  willingness  and  co- 
operation of  the  Board  members  was,  perhaps, 
the  greatest  single  factor  in  providing  one  out 
of  every  nine  persons  in  the  State  of  Arizona 
with  the  means  of  protecting  themselves  against 


1945  1946  1947 

Income  $83,610.94  $203,286.99  $449,310.82 

Payments  to  Hospitals  54.1%  61.5%  81.2% 

Operating  Expense  27.0%  20.9%  17.3% 

Added  to  Reserves  18.9%  17.6%  1.5% 

* Assets  $40,307.70  $108,341.40  $159,203.24 


(*Assets  are  shown  in  actual  dollars  and  cents.) 
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the  costs  of  unexpected  hospitalization.  Their 
contribution  of  time  and  effort,  without  remuner- 
ation, to  the  welfare  of  the  community  is  in 
tlie  best  American  tradition. 

The  Blue  Shield  Plan  for  surgical  and  ob- 
stetrical care  began  actual  operations  as  of 
November  15,  1917.  By  means  of  a duly  execut- 
ed Operating  Agreement  Arizona  Blue  Cross  pro- 
vides the  administrative  facilities  for  Blue  Shield. 
The  Operating  Agreement  makes  provisions 
whereby  Blue  Shield  has  reimbursed  Blue  Cross 


for  the  organizational  expenses  and  contributes 
its  share  of  operating  expenses  on  a prorated 
basis. 

The  joint  administration  of  Blue  Cross  - Blue 
Shield  provides  mutual  advantages.  Blue  Shield 
receives  the  benefit  of  established  administrative 
machinery  with  corresponding  low  operating 
cost  and  Blue  Cross  is  enabled  to  fulfill  the  pub- 
lic’s growing  demand  of  a more  comprehensive 
health  plan  in  ‘ ‘ one  package.  ’ ’ 


CHART  I — HOSPITALIZATION  QUESTIONNAIRE 
(Questions  1 through  5 for  statistical  purposes  only.) 

1.  Would  you  have  gone  to  the  hospital  if  you  had  not  been  a 
Blue  Cross  subscriber? 

2.  Were  you  able  to  enjoy  better  accommodations  because  you  were 
covered  by  Blue  Cross? 

3.  If  you  had  not  been  a subscriber  would  you  have  been  forced  to 
seek  a loan  in  order  to  pay  your  hospital  bill?  (Do  not  answer 
this  question  unless  you  so  desire.) 

4.  Because  Blue  Cross  may  have  relieved  you  of  financial  worry,  do  you 
believe  it  contributed  to  a more  rapid  convalescence? 

5.  Did  the  help  of  Blue  Cross  in  payment  of  your  hospital  bill  make 
it  easier  for  you  to  pay  your  physician’s  charges? 

6.  Where  did  you  first  learn  about  Blue  Cross?  Place  of  employment 

Newspaper  or  magazine 
Friend  or  neighbor 
Other 

(7%  checked  more  than 

7.  General  comments,  or  suggestions  for  the  improvement  of  the  op- 
eration of  the  Blue  Cross  Plan: 

56% 

12% 

42% 

8.  You  may  use  my  name.  Yes  79%  No  10% 


Made  comments 


Favorable  in  nature 
No  reply  11% 


Yes 

No 

No  reply 

96% 

4% 

68% 

29% 

3% 

32% 

53% 

15% 

74% 

16% 

10% 

92% 

one) 

2% 

6% 

79% 

8% 

15% 

5% 

doctor’s  bills 

CHART  II  — BALANCE  SHEET — As  at  December  31,  1947 

ASSETS 

Cash  on  Hand  and  in  Banks 
Receivables 

U.  S.  Government  Bonds: 

Deposited  with  Treasurer,  State  of  Arizona 
Deposited  with  Valley  National  Bank,  Phoenix,  Arizona 


Furniture  and  Equipment: 

Cost  7,784.52 

Less  Reserve  for  Depreciation  1,136.30 


Deposit  with  State  Industrial  Commission 
Prepaid  Rent 

Total  Assets 


$10,000.00 

76,130.00 


LIABILITIES  AND  RESERVES 
Hospital  Accounts  Payable: 

Claims  Received  $27,668.93 

Reserve  for  Claims  in  Transit  1,301.54 


Accrued  Liablities 
Unearned  Subscriber  Payments 


Total  Liabilities 
Reserves: 

Legally  Required  Reserve 
Contingency  Reserve 
Surplus  Reserve 
Total  Reserves 


$10,000.00 

13,185.53 

44,116.71 


$ 69,698.01 
2,647.13 


86,130.00 


6,648.22 

60.00 

668.10 

$165,851.46 


$ 28,970.47 

247.06 

69,331.69 

98,549.22 


67,302.24 


Total  Liabilities  and  Reserves 


$165,851.46 
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Dr.  Lloyd  D.  Swasey  and  Charles  I).  McCarty, 
assistant  attorney  general,  both  of  Phoenix,  were 
elected  to  the  Board  of  Directors  of  Arizona’s 
Blue  Cross  Plan  at  the  annual  meeting  on  Feb- 
ruary 15,  it  was  announced  by  L.  Donald  Lau, 
executive  director.  Both  were  elected  for  full 
three-year  terms. 

Andrew  Gibbons  of  Yuma  was  elected  to  serve 
out  the  term  of  the  late  M.  J.  Hackett,  also  of 
Yuma. 


Re-elected  for  full  terms  on  the  Board  of  Di- 
rectors were  Robert  A.  McFarlane,  Phoenix ; 
Sister  Mary  Eucharia,  St.  Joseph’s  Hospital, 


Phoenix;  H.  C.  Henrie,  Bisbee ; Dr.  Harold  Kohl, 
Tucson,  and  Andrew  Martin,  Tucson. 

Other  directors  are:  Dr.  Florence  B.  Yount, 
Prescott ; A.  M.  Crawford  of  Prescott  Commun- 
ity Hospital;  Dr.  Frank  J.  Milloy,  Phoenix;  Dr. 
W.  Roy  Hewitt,  Tucson;  .J.  O.  Sexson,  Good 
Samaritan  Hospital,  Phoenix  ; Emmett  McLough- 
I in,  OFM,  St.  Monica’s  Hospital,  Phoenix;  Dr. 
Jesse  D.  Hamer,  Phoenix;  William  H.  Passey, 
Mesa,  and  Clyde  W.  Fox,  Tucson  Medical  Center. 

The  full  roster  of  officers  was  re-elected.  The 
officers  are : Charles  Korrick,  president ; Dr. 
Preston  Brown,  vice  president ; Glenn  Taylor, 
treasurer,  and  William  J.  Wasson,  secretary. 


Schedule  of  Blue  Shield  Benefits 


The  amounts  listed  in  this  Schedule  of  Bene- 
fits are  set  up  for  payment  of  physicians  provid- 
ing service  to  Blue  Shield  members  as  provided 
in  the  Subscription  Agreement,  in  which  service 
in  full  is  provided  for  those  within  the  income 
limitations  or  indemnity  benefits  to  those  of 
higher  incomes.  They  do  not  represent  average 
fees  nor  do  they  constitute  an  established  fee 
schedule.  Fees  for  all  services  are  not  listed. 
They  will  be  determined  by  experience.  All  fees 
are  subject  to  change  as  experience  dictates. 


All  fees  for  surgery  shall  include  the  usual 

after  care. 

HEAD: 

Simple  trephine  100.00 

Ventricular  puncture  for  encepha- 
lography   75.00 

Epidural  lesions  100.00 

Subdural  lesions  (hematoma  or  abscess). .150. 00 
Any  operation  involving  invasion  of 

brain  structure  .200.00 

Brain  tumors  and  elective  brain  surgery 
by  special  arrangement. 

THORAX: 

Excision  of  breast  tumor  50.00 

Excision  of  breast  100.00 

Excision  of  breast  with  axillary  glands.. ..150.00 

Resection  of  rib  75.00 

Thoroscoplasty,  per  stage  (not  to 

exceed  $200.00)  75.00 

Lobectomies  and  pneumonectomy  by 
special  arrangement. 

ABDOMEN: 

Exploratory  laparotomy  100.00 

Appendectomy  .100.00 

Bowel  Resection  150.00 

Cholecystectomy  150.00 

Cholecystotomy  150.00 

Hernia,  radical  operation  and 

examinations  100.00 

(Same  for  inguinal,  femoral,  umbilical 
or  ventral) 

Bi-lateral  hernia,  radical  operation  and 

examinations  ...150.00 

Gastro-enterostomies  150.00 

Partial  Gastrectomies 150.00 

Spleeneetomy  200.00 

SPINE: 

Spinal  fusion  200.00 

Laminectomy,  to  include  casts  175.00 


Extrusion  of  intervertebral  disc,  includ- 
ing laminectomy  and  spinal  fusion,  to 


include  casts  250.00 

Laminectomy,  with  spinal  fusion, 

to  include  casts  250.00 

EXTREMITIES: 

Amputations: 

Finger  or  toe  30.00 

Arm  or  forearm  75.00 

Shoulder  disarticulation  100.00 

Leg  (at  or  below  knee)  75.00 

Thigh  100.00 

Hip  disarticulation  175.00 


In  case  of  more  than  one  amputation  of  the 
same  member,  the  fee  shall  be  the  major  one, 
plus  an  additional  30  per  cent;  if  of  other  mem- 
bers, an  additional  50  per  cent. 

Cuts,  contusion,  etc.,  of  other  members  will  be 
considered  a part  of  major  injury,  and  treatment 
thereof  shall  not  be  charged  for  separately. 


GENITO-URINARY: 

Nephrectomy 200.00 

Nephrotomy 175.00 

Nephropexy  125.00 

External  urethrotomy  100.00 

Repair  of  ruptured  urethra 100.00 

Perirenal  abscess  100.00 

Prostatectomy 175.00 

Cystotomy  100.00 

Amputation  of  penis 100.00 

Orchidectomy  75.00 

Hydrocele,  radical  operation  75.00 

Varicocele,  radical  operation  50.00 

SKIN  GRAFT: 

Thiersch  or  Riverdin: 

Small  (approximately  1 to  3 sq.  in.) 25.00 

Medium  (approximately  4 to  25  sq.  in.)....  50.00 

Large  (over  25  sq.  in.) 100.00 

Full  thickness:  Twice  the  above  fee 
Tube  pedicle  by  special  arrangement 
BURSAE: 

Excision  of  subdeltoid  bursa 75.00 

Excision  of  prepatella  bursa 50.00 

Excision  of  olecranon  bursa 35.00 

Removal  of  ganglion  35.00 

Excision  of  nail,  finger  or  toe 5.00 

ARTHROTOMIES  AND  RESECTIONS: 

Corpal,  torsal,  wrist  or  ankle 75.00 

Elbow,  shoulder  or  hip 175.00 

Subtalar  arthrodesis  150.00 

Removal  of  semilunar  cartilage 150.00 
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MISCELLANEOUS 

Fistula  in  ano  35.00 

Excision  of  pilonidal  cyst 75.00 

Excision  of  ischio-rectal  abscess 75.00 

Hemorrhoidectomy  75.00 

GENERAL  SURGICAL  PROCEDURE 
WOUND  REPAIR: 

Simple  Repair 10.00 

TENDON  REPAIR: 

When  severed,  first  35.00 

Each  additional  15.00 

NERVE  REPAIR: 

When  severed,  first  50.00 

Each  additional  25.00 


(When  there  are  multiple  nerve  and 
tendon  injuries  in  the  same  wound,  the 
fee  for  the  first  nerve  repair  shall  pre- 
vail, and  additional  nerve  and  tendon  re- 
pairs shall  be  at  the  lesser  fee.  In  such 
cases  no  extra  charge  shall  be  made  for 
muscle,  fascia  or  skin  repair  of  this 
wound.) 

INCISION  AND  DRAINAGE: 

Incision  for  superficial  abscess,  as 

furuncle  or  boil  

Incision  for  deep  abscess,  requiring 

general  anesthetic  

Paronychia  

FOREIGN  BODIES: 

Foreign  body  extraction,  subcutaneous 

with  anesthetic 

Foreign  body  extraction,  deep  

Note:  above  extractions  do  not  include 
removal  of  foreign  body  from  eye  or 
orbit  or  body  cavities. 


5.00 

25.00 

5.00 


10.00 

25.00 


MANIPULATIONS,  ASPIRATIONS  AND 


INJECTIONS 

MANIPULATIONS: 

Manipulation  of  the  spine  under 

anesthetic  25.00 

Manipulation  of  large  joints,  such  as 
ankle,  knee,  hip,  wrist,  elbow  or 

shoulder  15.00 

All  other  manipulations  under  anesthetic  10.00 
ASPIRATION: 

Elbow,  knee  or  ankle  joint 15.00 

Bursa,  subdeltoid  or  Subacromial,  first 10.00 

Subsequent 5.00 

Bursa,  olecranon  or  prepatella,  first 5.00 

Subsequent  3.00 

Thorax,  diagnostic  10.00 

Therapeutic  20.00 

Pericardium 25.00 

Abdomen 15.00 

Hydrocele  10.00 

Injection: 

Injection  of  brusa,  same  as  for  aspiration 
Paravertebral,  sacral  or  introspinal  in- 
jections, first  10.00 

Subsequent 5.00 

FRACTURES: 

Skull: 

Without  depression  50.00 

Operation  without  the  dura  100.00 

Operation  within  the  dura  150.00 

Facial: 

Maxilla,  malar  or  zygoma,  open  surgery....  75.00 

Mandible,  uni-lateral  50.00 

Mandible,  bi-lateral  100.00 

Nasal  25.00 

Thorax: 

Ribs,  one  15.00 

Each  additional  add  50%-maximum 30.00 


(if  lung  injury  involved,  special  rates 
to  apply) 


Sternum  25.00 

(if  cartilage  injury  involved,  special 
rates  to  apply) 

Spine: 

Vertebral  body  with  definite  compres- 
sion of  body  or  neural  arch 100.00 

Compression  or  dislocation  with  cord 

injury 150.00 

Transverse,  spinous  or  articular  process, 

one  or  more  50.00 

Pelvis  75.00 

Sacrum  50.00 

Coccyx  50.00 

Upper  Extremities: 

Finger,  simple  reduction  and  immobili- 
zation   15.00 

Finger,  with  displacement  requiring  re- 
duction   25.00 

With  complicating  lacerations  of  the  soft 

tissues  30.00 

(For  each  additional  finger  add  30%  of 
the  specified  fee) 

Metacarpal,  without  displacement  20.00 

Metacarpal,  with  displacement 30.00 

(For  each  additional  metacarpal  add 
30%  of  the  specified  fee) 

Carpal,  closed  25.00 

Carpal,  open  75.00 

Radius  or  ulna  50.00 

Radius  and  ulna  shaft  75.00 

Bone  graft,  forearm  175.00 

Colles’s  fracture  50.00 

Humerus,  closed  * 75.00 

Humerus,  open  150.00 

Bone  graft,  humerus  200.00 

Scapula  50.00 

Clavicle  50.00 

Lower  Extremities: 

Great  toe,  simple  reduction  and  im- 
mobilization   15.00 

With  displacement  requiring  reduction  25.00 
With  complicating  lacerations  of  the 

soft  tissue  30.00 

Other  toes  10.00 

With  complicating  lacerations  of  the 

soft  tissues  25.00 

(For  each  additional  toe  add  30%  to  the 
specified  fee) 

Metatarsal,  without  displacement  20.00 

Metatarsal,  with  displacement  30.00 

(For  each  additional  metatarsal  add 
30%  of  the  specified  fee) 

Astragalus  35.00 

Os  calcis,  without  displacement  40.00 

Os  calcis,  with  displacement  requiring 

fraction  75.00 

Other  tarsal  bones  25.00 

Tibia  75.00 

Bone  graft,  tibia  175.00 

Fibula  25.00 

Tibia  and  fibula,  shaft  100.00 

Potts  fracture  75.00 

Internal  malleolus  35.00 

Patella,  closed  50.00 

Patella,  open  100.00 

Femur  100.00 

Bone  graft,  femur  175.00 


When  skeletal  traction  is  required,  add  25%  of 
the  usual  fee. 

For  open  reduction  add  50%  of  the  usual  fee, 
except  as  otherwise  specified. 

Chip  fractures  incomplete  fractures,  or  frac- 
tures with  no  significant  change  in  position  or 
alignment,  and  requiring  onlv  immobilization 
shall  be  charged  at  50%  of  the  usual  fee,  except 
as  otherwise  specified. 

In  all  cases  the  condition  of  the  fracture  is  to 
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be  shown  by  x-ray  both  before  and  after  reduc- 
tion. 

When  closed  reduction  is  unsuccessful  and  skel- 
etal traction  or  open  reduction  is  required,  the 
total  charge,  when  all  procedures  are  carried  out 


by  the  same  surgeon,  shall  be  75%  of  the  com- 
bined fees. 

DISLOCATIONS: 

Mandible  15.00 

Spine,  follow  fracture  fees. 

Finger  10.00 

Wrist  25.00 

Elbow  35.00 

Shoulder,  primary  40.00 

Shoulder,  recurrent  10.00 

Acromioclavicular  25.00 

Sternoclavicular  25.00 

Toe  10.00 

Ankle  40.00 

Knee 50.00 

Patella  25.00 

Hip  75.00 

In  case  of  fracture-dislocation,  the  major  fee 
will  apply. 

CASTS: 

Wrist  (elbow  to  hand)  5.00 

Upper  extremity  (shoulder  to  hand) 10.00 

Body  spica,  one  shoulder  15.00 

Body  spica,  including  both  shoulders 20.00 

Ankles  (knee  to  toes)  5.00 

Lower  extremity  (hip  to  toes) 10.00 

For  walking  iron,  add 5.00 

Unilateral  spica,  including  hip  15.00 

Spica,  including  both  hips  20.00 

'•’runk  cast  15.00 

Trunk  cast,  including  neck  and  head 25.00 


The  above  fees  are  to  be  in  addition  to  the 
actual  cost  of  materials  used,  and  apply  to  casts 
subsequent  to  the  first. 

When  supplies  are  furnished  by  the  attending 
physician,  see  hospital  schedule  for  fees  for  ma- 


terials. 

EYE  SPECIALTY: 

Removal  of  foreign  body,  unembedded 3.00 

Removal  of  foreign  body  embedded  in 

cornea  or  sclera  5.00 

Removel  of  intra-ocular  foreign  body 100.00 

Iridectomy  75.00 

Excision  of  prolapsed  iris 60.00 

Cataract  extraction  150.00 

Cataract  discission  (needling)  35.00 

Enucleation  75.00 

Evisceration 100.00 

Primary  suture  of  lid  wound  15.00 

Chalazion  10.00 

Operation  for  ectropion,  traumatic 50.00 

Operation  for  entropion,  traumatic 50.00 

Dacryocystectomy  75.00 

Pterygium  35.00 

Conjunctivoplasty  35.00 

NOSE,  EAR  AND  THROAT: 

Nose: 

Removal  of  foreign  body  5.00 

Epistaxis  with  electro  coagulation 10.00 

Submucous  resection  75.00 

Turbinectomy  50.00 

Antrotomy: 

Puncture  with  irrigation  10.00 

Window 50.00 

Subsequent  5.00 

Ear: 

Removal  of  foreign  body  from  external 

canal  5.00 

Primary  repair  of  auricle  involving 

cartilage  15.00 

Myringotomy  5.00 


Mastoidectomy: 

Simple  100.00 

Radical  150.00 

Catheterization  of  eustachian  tube 5.00 

Bi-lateral  7.50 

Throat: 

Removal  of  foreign  body  from  throat 5.00 

Removal  of  foreign  body  from  nasal 

pharynx 10.00 

Tonsillectomy,  including  local  anesthetic..  35.00 

Tracheotomy  75.00 

Intubation  25.00 

ANESTHETIST: 

Either,  minimum  fee  for  one  hour  or  less  12.00 

For  each  additional  15  minutes 2.50 

Gas,  minimum  fee  for  one  hour  or  less 12.00 

For  each  additional  15  minutes 3.00 

Intravenous,  for  one  hour  or  less 12.00 

For  each  additional  15  minutes 3.00 

Spinal  and  rectal — Same  as  for  intrave- 
nous 

Any  general  anesthetic  for  minor  opera- 
tions, 15  minutes  or  less 5.00 


Local  anesthetic  to  be  considered  part  of  the 
operative  fee. 

The  period  of  time  to  be  measured  from  the 
beginning  of  induction  of  anesthetic  to  recorded 
end  of  operation. 

SPECIAL  DIAGNOSTIC  AND  THERAPEUTIC 


PROCEDURE 

Esophagoscopy  50.00 

Gastroscopy  50.00 

Gastric  Lavage  10.00 

Laryngoscopy  25.00 

Bronchoscopy  50.00 

Spinal  puncture  10.00 

Spinal  puncture  with  manometric 

determination  15.00 

Combined  spinal  puncture  20.00 

Cisternal  puncture  25.00 

Cystoscopy,  including  catheterization: 

Without  x-ray  25.00 

GYNECOLOGY: 

Hysterectomy  150.00 

Dilation  and  curettage  50.00 

Perineorrhaphy 100.00 

Bartholin  Gland,  incision  10.00 

Bartholin  Gland,  excision  25.00 

Conization  of  cervix  25.00 

OBSTETRICS: 

Normal  Delivery  (includes  prenatal  and 

postnatal  care)  100.00 

Caesarean  section  150.00 

CONSULTATION  12.00 

The  services  of  a consultant  shall  be  made 


available  to  a subscriber  upon  certification  of  the 
need  therefor  by  subscriber’s  participating  physi- 
cian and  approval  by  the  Service. 

In  the  event  that  more  than  one  surgical  op- 
eration is  performed  at  the  same  time,  payment 
will  be  made  only  for  the  operation  for  which  the 
largest  amount  is  allowed  in  the  Schedule  of 
Benefits. 

For  any  operation  or  procedure  not  listed  in 
this  schedule,  Blue  Shield  reserves  the  right,  in 
its  sole  discretion,  to  determine  the  amount  of 
service  credit,  if  any,  to  be  allowed. 

For  any  Surgical  or  Obstetrical  Care  for  which 
no  benefits  are  listed  on  the  foregoing  schedule, 
or  in  the  more  complete  list  which  is  available 
for  inspection  in  the  offices  of  Arizona  Blue 
Shield,  the  SERVICE  reserves  the  right  in  its 
sole  discretion,  to  determine  the  amount  of  serv- 
ice credit,  if  any,  to  be  allowed. 
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Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consul" ant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


(The  CONSULTANT  for  this  case  is  Dr. 
Julius  Lane  Wilson,  Professor  of  Clinical  Medi- 
cine at  Tulane  University  Medical  School,  Med- 
ical Director  of  the  Ochsner  Clinic  in  New  Or- 
leans, member  of  the  American  Board  of  Inter- 
nal Medicine,  and  recent  president  of  the  Amer- 
ican Trudeau  Society.  He  is  the  author  of  sev- 
eral reports  on  diseases  of  the  chest,  including 
an  analysis  of  emphysema.) 


CASE  NUMBER  VI 

The  current  case  was  sent  in  for  analysis  be- 
cause, in  the  words  of  the  physician,  “I  have  had 
seven  similar  cases  in  my  care  during  the  past 
year  or  so,  and  most  of  them  do  not  regularly 
do  well.  I have  begun  to  wonder  if  I am  miss- 
ing something  in  the  diagnosis  or  treatment  of 
the  condition.” 

The  patient  is  a white  male,  57  years  of  age. 
He  was  first  seen  in  the  Spring  of  1945,  after  he 
had  been  a winter  visitor  in  Arizona  for  five 
years  and  a resident  for  two  years.  He  had  come 
from  the  Pacific  northwest,  but  had  worked  in 
many  parts  of  the  country  as  a field  geologist;  in 
recent  years  he  had  been  restricted  to  the  light- 
er tasks  of  a concessionaire,  and  for  the  past 
eight  months  he  had  not  worked  at  all. 

His  chief  complaints  were  “attacks  of  asthma 
at  night,”  and  similar  attacks  which  followed  ex- 
ertion during  the  day.  The  attacks  had  started 
about  eight  months  before,  after  he  had  worked 
too  hard  in  the  early  summer.  He  volunteered 
that  he  had  ‘chronic  asthma  with  heart  trouble,’ 
and  he  had  ‘gone  through  the  mill’  in  efforts  to 
arrive  at  a satisfactory  diagnosis  and  treatment. 
During  the  previous  year  he  had  tried  a moun- 
tain climate,  which  made  his  dyspnea  worse,  and 
a location  on  the  coast,  which  was  too  damp. 

The  nocturnal  attacks  usually  occurred  after 
about  four  hours  of  sleep,  wakened  him,  and  con- 
sisted of  dyspnea,  wheezing,  and  coughing.  His 
routine  of  treatment  consisted  of  the  use  of  an 
adrenalin  vaporizer,  a drink  of  whiskey,  and 
a cigarette.  After  coughing  up  a small  amount 
of  mucus,  he  was  relieved  and  could  return  to 
sleep.  During  the  previous  five  years  he  had  tried 


ephedrine  (it  caused  frequency  of  urination); 
aminophylin  by  mouth  (no  effect);  phenobarbitol 
at  night  (helped  a lot);  vitamin  B injections 
(helped  last  year,  no  good  this  year);  intrave- 
nous calcium  (maybe  it  helped  a lttle);  “hypos” 
of  adrenalin  (not  convenient);  and  half  a dozen 
varieties  of  sprays  and  inhalers.  He  was  using 
none  of  these  when  first  seen. 

The  patient  had  noted  that  several  things  were 
irritating  to  his  lungs, — smoke  and  gases;  cold 
air;  dampness  and  fog;  exercise;  lying  on  his  back 
at  night;  dust;  and  pollens.  The  pollens  which 
produced  hay-fever  were  ragweed,  cottonweecl, 
zinnias,  certain  unidentified  trees,  and  possibly 
bermuda  grass.  “Colds”  had  not  been  frequent, 
but  always  increased  the  asthma,  turning  his 
scanty,  clear  sputum  purulent,  and  accentuating 
a mild  nasal  catarrh.  He  had  removed  all  rugs 
from  his  house,  given  away  his  dog,  and  had  no 
other  pets.  He  had  had  complete  skin  tests  to 
all  common  allergens  except  bacteria  and  fungi; 
his  reactions  were  3 or  4 plus  to  horse  and  cat 
dander,  canary  and  pigeon  feathers,  rabbit  fur, 
tobacco,  house  dust,  henna,  and  flax-seed,  but 
negative  to  orris.  He  also  reacted  strongly  to 
twenty  common  foods,  including  wheat  and  milk, 
but  not  to  egg  or  beef. 

Symptoms  by  systems — There  were  no  eye, 
ear,  nose  or  throat  complaints.  The  only  heart 
symptom  was  palpitation  during  attacks.  His 
appetite,  digestion,  and  elimination  were  good, 
and  he  felt  better  and  had  less  asthma  while 
on  a simple  exclusion  diet.  There  were  symp- 
toms of  a mild  prostatic  obstruction,  present  for 
several  years,  but  his  libido  and  potency  had  dis- 
appeared only  four  months  ago.  His  strength 
had  decreased  in  the  past  year,  but  his  weight 
had  increased  10  pounds  to  170.  In  general  he 
had  been  emotionally  stable,  had  had  no  vascular 
symptoms  except  “a  tension  in  the  fingers”  and 
a vertigo  on  stooping,  and  there  had  been  no 
headaches. 

He  had  had  scarlet  fever  and  diphtheria  as  a 
child,  but  not  anything  to  suggest  rheumatic 
fever.  He  had  had  migraine,  hives,  or  other  al- 
lergic conditions.  He  had  had  a G.  C.  infection 
as  a youth,  but  his  blood  serology  had  always 
been  negative.  There  was  no  family  history  of 
allergy  or  other  ailments.  The  patient  smoked 
a pack  of  cigarettes  a day,  drank  a half  pint  of 
whiskey,  and  noted  no  effect  from  these  except 
mental  discomfort  if  he  did  without. 

Physical  examination — The  skin  was  deeply 
tanned,  but  a low-grade  general  cyanosis  could 
be  noted.  There  was  a mild  injection  of  the  con- 
junctival, nose,  and  throat  membranes.  The  low- 
er teeth  were  carious,  the  uppers  replaced  by  a 
denture.  The  B/P  was  155/95,  and  the  venous 
pressure  (indirect)  was  about  15  cm.  of  water. 
The  chest  was  emphysematous  in  shape  and  mo- 
bility; no  rales  or  rhonchi  could  be  heard.  The 
pulse  rate  was  76-80,  and  all  of  the  heart  sounds 
were  almost  inaudible.  The  abdomen  was  slight- 
ly obese,  and  the  liver  was  slightly  low  to  per- 
cussion. There  was  no  edema.  The  prostate  was 
generally,  moderately,  enlarged.  The  patient  was 
slightly  dyspneic  during  the  examination. 

Fluoroscopy  confirmed  the  shape  of  the  chest, 
low  and  poorly  mobile  diaphragm,  and  “thin 
lungs.”  The  heart  position  was  normal;  the  left 
ventricular  area  seemed  slightly  prominent,  and 
the  aortic  knob  was  definitely  prominent.  A 
urinalysis  was  normal. 
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The  tentative  impressions  were  chronic  bron- 
chial asthma  (extrinsic),  chronic  pulmonary  em- 
physema, chronic  hypoxemia,  possible  mild  hy- 
pertensive heart  disease  with  aortic  sclerosis, 
chronic  prostatitis,  and  dental  caries.  It  was  de- 
cided to  keep  him  at  rest,  and  to  observe  him 
through  a series  of  trials  of  various  drugs  until 
an  ideal  routine  could  be  established. 

Progress — Within  two  weeks,  and  before  stud- 
ies were  under  way,  he  caught  a cold  which  de- 
veloped into  a bronchitis.  Orthopnea  was  pres- 
ent, there  was  a mild  pitting  edema  of  his  an- 
kles, but  there  were  no  abnormal  lung  signs. 
Sulfadiazine  was  used  for  the  bronchitis,  seda- 
tives and  expectorants  for  the  cough,  a nebulizer 
and  ephedrine  for  the  asthma,  and  digitalis  for 
cardiac  support. 

The  bronchitis  cleared  after  a week  of  treat- 
ment, and  several  drugs  were  then  omitted.  Digi- 
talis caused  only  peripheral  scotomata,  but  the 
edema  remained  the  same.  Moderate  sized  doses 
of  ammonium  chloride  were  given,  and  in  three 
days  the  edema  began  to  subside. 

During  the  next  year  the  condition  changed 
only  in  minor  degrees;  there  were  recurrent  at- 
tacks of  asthma,  and  evidences  of  decompensa- 
tion. Numerous  drugs  and  routines  were  used 
with  varying  effect.  The  patient  and  his  wife 
learned  the  significance  of  symptoms  and  signs, 
and  how  to  decide  on  the  need  for  different  or 
emergency  treatment. 

In  general  the  asthma  and  other  lung  symp- 
toms were  the  same  although  they  were  some- 
what modified  by  the  weather.  The  adrenalin 
nebulizer  was  used  for  “tightness”  or  attacks; 
intravenous  aminophyllin  was  used  if  the  attack 
persisted.  Ephedrine  compounds,  nitravenous 
Vitamin  B and  sodium  iodide,  “ethylene  disul- 
fonate,” etc.,  were  of  little  or  no  value.  “Theo- 
calein,”  given  for  the  heart  condition,  eased  the 
dyspnea  as  well. 

During  the  first  year  the  cardiac  findings  were 
not  much  changed.  The  fluoroscope  showed  the 
aorta  to  be  moderately  prominent  but  the  heart 
size  probably  was  not  abnormal.  The  pulse  was 
usually  80  to  90.  The  B/P  varied  between  128  to 
145/80  to  85,  so  that  hypertension  was  not  a fac- 
tor. It  did  not  seem  possible  to  decide  whether 
the  right  or  left  heart  was  responsible  for  fail- 
ure, whether  he  had  a cardiac  asthma,  or  how 
important  the  allergic  aspect  and  the  emphysema 
were.  The  edema  was  present  more  than  half  of 
the  time.  Fluid  intake  and  output  were  meas- 
ured whenever  the  edema  recurred.  Basic  sup- 
portive treatment  included  digitalis  (or  a lanato- 
side  substitute),  caffeine  sodium  benzoate  (by 
mouth)  for  “weak-spells,”  aminophyllin  or  theo- 
calcin  tablets.  This  was  augmented  by  other 
measures,  — ammonium  chloride  alone,  or  fol- 
lowed wrhen  necessary  by  intravenous  theophy- 
line-salyrgan.  On  one  occasion  the  edema  abrupt- 
ly increased  within  a few  hours  after  a salt- 
water purge.  On  one  occasion  he  developed  a 
fibrillation  with  a pulse  deficit  which  lasted 
24  hours.  An  electrocardiogram  several  days  lat- 
er showed  digitalization,  possible  coronary  scle- 
rosis and  myocardial  degeneration,  but  no  ven- 
tricular predominance. 

After  a year  and  a half  the  patient’s  course 
slowly  started  downhill.  He  took  a vacation  from 
therapy  for  several  weeks,  became  grossly  edema- 
tous and  improved  to  his  previous  level  only 
after  a hospitalization.  In  the  past  few  months 
he  has  become  thinner,  his  exhaustion  spells  are 
more  severe,  and  his  mental  function  becomes 
hazy  and  somnolent  at  times.  He  has  required 
another  period  in  the  hospital,  with  a more  strict 
routine  than  at  home,  to  keep  him  near  com- 


pensation. The  cyanosis  is  greater,  and  the  neck 
veins  and  venules  on  the  upper  chest  are  promi- 
nent. Attempts  to  control  his  salt  intake  have 
had  no  effect  except  to  ruin  the  appetite.  The 
edema  often  extends  to  the  upper  extremities. 
The  urine  is  clear;  there  is  a mild  polycythemia, 
and  the  heart  and  breath  sounds  are  still  very 
faint  and  clear. 

QUESTIONS 

1.  What  do  you  consider  to  be  the  major 
diagnoses  ? 

2.  How  do  you  apportion  the  responsibility 
for  the  cardiac  failure? 

3.  Is  there  a more  effective  therapy  for  cor 
pulmonale  ? 

4.  Is  digitalis  of  more  or  less  value  than  in 
most  decompensations? 

M.  D.,  Tucson 

CONSULTANT ’S  REPLY 

The  problem  presented  by  this  patient  arises 
in  practice  with  increasing  frequency.  Since 
pulmonary  emphysema  is  essentially  a concomi 
taut  of  the  aging  process,  the  survival  of  a larg- 
er segment  of  the  population  into  the  sixth  and 
seventh  decades  of  life  is  sufficient  to  explain 
this  fact.  In  the  majority  of  these  cases  pul- 
monary emphysema  develops  without  any  defi- 
nite history  of  occupational  strain,  residence 
in  high  altitudes,  or  repeated  attacks  of  bron- 
chial asthma,  which  might  reasonably  explain 
the  overdistention  of  the  lungs. 

The  patient  under  consideration  is  an  indi- 
vidual with  allergic  responses  of  the  respiratory 
type  to  many  inhaled  dusts  and  ingested  foods. 
We  are  not  informed  as  to  how  many  years  he 
had  suffered  from  hay  fever  and  bronchial  asth- 
ma before  reaching  the  age  of  57.  The  family 
and  past  histories  are  not  contributory.  Attacks 
of  dyspnea  at  night  and  after  exertion  have 
been  noticed  only  for  eight  months  before  he 
is  first  seen  and  we  must  assume  that  a change 
in  sypmptoms  at  that  time  marked  the  onset  of 
the  present  illness  as  distinct  from  the  previous 
allergic  episodes.  The  trial  of  multiple  remedies 
and  of  various  climatic  refuges  is  characteristic 
of  the  asthmatic  victim,  as  is  also  the  formula 
of  treatment  for  attacks  which  he  has  worked 
out  for  himself.  The  nocturnal  occurrence  of 
dyspnea  in  itself  suggests  that  there  is  an  ele- 
ment of  cardiac  insufficiency,  although  reaction 
to  various  allergens  might  occur  at  night.  The 
gain  of  ten  pounds  in  body  weight  might  be 
fluid  in  the  form  of  inapparent  edema  due  to 
beginning  cardiac  failure,  or  more  likely  this 
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might  have  been  the  result  of  his  idleness  for 
eight  months,  because  a physical  examination 
showed  abdominal  obesity. 

The  cyanosis  and  the  shape  of  the  thorax 
are  the  outstanding  physical  signs  on  examina- 
tion. There  is  no  objective  evidence  of  cardiac 
decompensation.  Hence,  the  cyanosis  is  due 
to  the  lack  of  blood  oxygenation  in  the  pulmo- 
nary parenchyma  rather  than  to  poor  circula- 
tion. This  is  characteristic  of  well  developed 
pulmonary  emphysema.  The  absence  of  rales  is 
evidence  against  both  bronchial  asthma  and  so- 
called  asthmatic  bronchitis  in  an  active  phase. 
The  tentative  impressions  as  to  the  diagnosis 
are  logical,  although  the  presence  of  hyperten- 
sive heart  disease  with  aortic  sclerosis  is  an  as- 
sumption based  upon  the  age  of  the  patient  and 
a prominent  aortic  knob  demonstrated  by  flu- 
oroscopy. Fluoroscopy  has  contributed  material- 
ly to  the  diagnosis  of  emphysema  by  the  observa- 
tion of  the  diaphragm’s  low  position  and  poor 
function,  but  the  determination  as  to  which 
ventricle  of  the  heart  may  be  hypertrophied  is 
notoriously  inaccurate  by  roentgenologic  tech- 
nics. 

An  acute  respiratory  infection  during  the 
first  period  of  study  upset  the  rather  delicate 
balance  of  his  cardiopulmonary  reserve  with  re- 
sulting cardiac  decompensation  as  shown  by 
the  appearance  of  orthopnea  and  demonstrable 
edema.  lie  was  then  kept  functioning  by  the 
greatest  care,  with  measures  to  get  rid  of  the 
edema  being  apparently  more  helpful  than  digi- 
talis. The  term  cardiac  asthma  only  serves  to 
confuse  the  picture  in  which  the  elements  are 
already  sufficiently  complex. 

After  eighteen  months  of  this  precarious  bal- 
ance, another  turning  point  is  reached  with 
gross  edema,  mental  haziness,  increased  cyano- 
sis and  observable  distention  of  the  veins  of  the 
neck.  Even  at  this  stage  the  physical  findings 
incident  to  edema,  indicate  no  edema  of  the  pul- 
monary bases.  Here  we  have  the  fully  devel- 
oped picture  of  right-sided  cardiac  failure,  the 
final  scene  of  the  drama.  The  overdistention 
and  almost  total  loss  of  the  elasticity  of  the 
lungs  has  resulted  in  irreversible  effects  upon 
the  respiration  and  upon  the  circulation.  The 
interference  with  normal  passive  expiration  has 
too  long  been  compensated  for  by  active  ex- 
piratory efforts,  but  the  residual  air  in  the  lungs 
has  gradually  encroached  upon  the  vital  capac- 
ity until  the  tidal  air  is  threatened.  The  over- 


distention, at  first  compensatory  in  itself,  has 
resulted  in  a breakdown  of  alveolar  walls  until 
the  surface  area  for  exchange  of  oxygen  within 
the  lung  has  been  reduced  to  the  danger  point. 
The  arterial  blood  oxygen  has  been  low  enough 
to  produce  cyanosis  for  the  past  eighteen  months. 
The  positive  pressure  in  the  alveoli  throughout 
much  of  the  respiratory  cycle  is  sufficient  to 
protect  against  pulmonary  edema  when  circula- 
tory failure  begins.  On  the  other  hand,  the  rel- 
ative anoxia  of  the  tissues  contributes  to  the  pro- 
duction of  generalized  edema. 

The  effect  of  pulmonary  emphysema  upon 
the  heart  is  generally  assumed  to  be  due  to  re- 
duction of  the  pulmonary  stream  bed,  although 
proof  of  this  is  lacking.  Certainly  many  pa- 
tients with  advanced  pulmonary  tuberculosis  die 
without  any  evidence  of  such  pressure  produc- 
ing right-sided  cardiac  hypertrophy.  It  is  pos- 
sible that  other  factors  due  to  the  overdistention 
of  the  lungs  by  emphysema  and  the  neutral  to 
positive  intrathoracic  pressures  play  a major 
role  in  causing  cardiac  hypertrophy  and  even- 
tual failure.  The  heart  cannot  fill  with  return- 
ing blood  readily  and  must  work  against  a tam- 
ponade of  pulmonary  pressures.  Finally,  the 
cardiac  muscle  itself  is  laboring  on  a supply  of 
poorly  oxygenated  blood,  muscular  insufficiency 
results  and  the  venous  pressure  rises,  adding 
hydrodynamic  pressure  to  the  formation  of  tis- 
sue edema.  The  cycle  of  pulmonary-cardiac 
breakdown  being  completed,  the  end  is  then  in 
sight. 

ANSWERS  TO  QUESTIONS 

1.  The  major  diagnoses  are  chronic  pulmo- 
nary emphysema,  obstructive  in  type,  and  car- 
diac failure  (cor  pulmonale). 

2.  The  cardiac  failure  is  due  almost  entire- 
ly to  the  pulmonary  emphysema.  The  age  of  the 
patient  contributes  an  element  of  possible  ar- 
teriosclerosis of  the  coronary  and  systemic  ar- 
teries which  would  have  been  insufficient  in  it- 
self to  cause  failure.  The  history  gives  no  clue 
to  possible  rheumatic  or  syphilitic  damage  which 
might  have  been  present. 

3.  Unless  the  underlying  condition  can  be 
treated  effectively  by  improving  intrathoracic 
mechanics  and  the  oxygenation  of  the  blood, 
there  is  no  hope  for  more  effective  therapy  for 
this  condition. 

4.  Digitalis  is  definitely  of  much  less  value 
in  treating  decompensation  due  to  cor  pulmonale 
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than  in  that  due  to  other  conditions — so  much 
so,  that  digitalis  is  given  to  patients  with  de- 
compensated cor  pulmonale  only  for  two  rea- 
sons: (1)  because  we  cannot  be  sure  that  there 
are  not  other  elements  playing  a part  in  the  de- 


compensation in  most  of  these  cases  and  (2)  to 
do  everything  possible  for  the  patient  in  such 
a desperate  situation. 

Julius  Lane  Wilson,  M.  D., 

Tulane  University  Medical  School 
New  Orleans,  La. 


Cancer  Current  Literature 


552.  Walsh,  Theo.  E.,  Washington  University 
School  of  Medicine,  St.  Louis,  Mo. 

THE  CLASSIFICATION  OF  CARCINOMA 
OF  THE  LARYNX.  Laryngoscope  57:414-418 
(June  1947). 

“A  classification  of  cancer  of  the  larynx  is 
suggested.  ” 

“Intrinsic  should  be  reserved  for  cancer  of 
the  true  vocal  chord  only.’’ 

“ Endolaryngeal  cancers  are  in  general  surgi- 
cal conditions  with  fair  prognosis.” 

‘ ‘ Subglottis  cancers  may  be  surgical ; their  ex- 
tent is  best  observed  by  Roentgenorams.  ” 
“Extrinsic  or  extralaryngeal  cancer  is  usually 
inoperable  and  is  best  treated  with  xray.  The 
prognosis  is  not  good.”  Author’s  Summary 


553.  Ward,  Robertson,  University  of  Califor- 
nia, Medical  School,  San  Francisco, California. 

MALIGNANT  GOITER:  LESSONS  TO  BE 
LEARNED  FROM  A 20  YEAR  FOLLOW-UP. 
West.  J.  Surg.,  Obst.  & Gynec.  55:  383-388  (July 
1947). 

Study  based  upon  179  cases  of  cancer  of  the 
thyroid  with  the  following  conclusions: 

1.  “Conclusions  based  upon  the  traditional 
five  year  follow-up  of  cancer  are  quite  inade- 
quate when  dealing  with  malignant  goiter.” 

2.  “Problem  of  malignant  goiter  is  insepar- 
able from  the  problem  of  nodular  goiter.” 

3.  “Adequate  and  early  surgery  is  still  best 
prospect  for  cure.  Radio  active  iodine  promises 
to  be  effective  only  in  rare  instances  of  a com- 
paratively rare  disease.  ’ ’ 


549.  Martin,  Charles  L.  & Wright,  Carleton, 
Dallas,  Texas. 

TREATMENT  OF  CANCER  OF  THE 
FACE,  MOUTH  AND  NECK  WITH  IRRADI- 
ATION. J.A.M.A.  134:861-867  (July  5,  1947). 

“Cancer  of  the  skin  is  common  in  the  south- 
western states,  where  it  constitutes  approximate- 


ly 30%  of  all  the  malignant  lesions  treated. 
The  incidence  of  cancer  of  the  month  is  also 
high.  The  absolute  three  year  cure  rate  in  an 
unselected  group  of  patients  with  advanced  can- 
cer of  the  face,  lip.  mouth  and  cervical  nodes 
treated  with  irradiation  was  found  to  be  approx- 
imately 25%.  The  relative  three  year  cure  rate 
in  a group  of  unselected  advanced  cases  was 
above  40%. ” Author’s  Summary. 


529.  Ryle,  John  A.  & Russell,  W.  T.,  Institute 
of  Social  Medicine,  Oxford,  England. 

SOCIAL  AND  OCCUPATIONAL  FACTORS 
IN  THE  AETIOLOGY  OF  CANCER  OF  THE 
SKIN.  Brit.  M.  J.  1:873-877  (June  21,  1947). 

“The  annual  number  of  deaths  from  cancer  of 
the  skin  is  approximately  1,000  per  annum  in 
England  and  Wales  and  the  mortality  in  males 
is  about  70%  in  excess  of  the  females. 

The  mortality  has  a definite  gradient  with 
social  groupings  for  the  wives  of  workers,  but 
for  the  males  it  would  seem  to  have  both  a social 
and  an  occupational  relationship  and  the  latter 
is  seemingly  the  more  important.” 

Author’s  Summary. 


532.  Thoma,  Kurt  II.  & Goldman,  H.  M., 
Harvard  University,  Cambridge,  Mass. 

CENTRAL  MYXOMA  OF  THE  JAW.  Am. 
J.  Orthodont.  33:  Oral  .Surg.  532-540  (July 
1947). 

“The  myxoma  of  the  jaw  is  seemingly  a be- 
nign tumor  as  evidenced  by  a study  of  11  cases, 
four  of  which  are  cited  in  the  case  reports.  The 
association  of  this  tumor  with  embedded  or  miss- 
ing teeth  is  striking,  especially  the  ease  in  which 
the  tumor  had  the  appearance  of  a dentigerous 
cyst.  Since  the  myxoma,  from  histologic  study 
is  derived  from  a degeneration  of  a connective 
tissue  tumor,  it  is  reasonable  to  suppose  that  the 
myxoma  of  the  jaw  is  in  reality  an  odontogenic 
fibroma  which  has  undergone  myxomatous  de- 
generation.” Author’s  Summary. 
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262.  Finn,  S.,  Korns,  R.  F.,  and  Balilke,  A. 
M.  (N.  Y.  State  Dept,  of  Health.) 

EXPOSED  DENTAL  PULP  AS  A PORTAL 
OF  ENTRY  FOR  THE  VIRUS  OF  POLIO- 
MYELITIS. Am.  J.  Hyg.  46:177-183  (Sept, 
1947). 

“The  published  literature  on  the  subject  of 
dental  pulp  exposure  in  poliomyelitis  has  been 
critically  reviewed.  A study  conducted  in  three 
cities  in  New  York  State  is  presented  in  which 
the  prevalence  of  dental  pulp  exposure  in  pa- 
tients with  poliomyelitis  was  compared  with  that 
in  sibling’s  of  these  patients.  Of  70  patients 
studied  45.7  per  cent  showed  pulp  exposure, 
while  among  the  119  siblings  of  these  patients 
45.4  per  cent  showed  pulp  exposure.  Special 
study  of  patients  with  bulbar  poliomyelitis  fail- 
ed to  show  any  significant  difference  in  the 
prevalence  of  pulp  exposure  in  this  group  as 
compared  to  their  siblings.  A survey  of  773 
school  children  in  a community  which  had  re- 
cently experienced  an  extensive  epidemic  of 
poliomyelitis  revealed  that  352  (45.5  per  cent) 
had  dental  pulp  exposure.  In  this  same  com- 
munity, 45.4  per  cent  of  22  poliomyelitis  patients 
studied  had  pulp  exposure.  In  the  study  pre- 
sented no  significant  difference  was  found  in 
the  prevalence  of  dental  pulp  exposure  in  per- 
sons who  acquire  clinical  poliomyelitis  as  com- 
pared to  those  in  the  same  households  who  es- 
cape the  disease.”  (Authors’  summary) 

14  references. 


263.  Fox,  Max  J.  and  Waisman,  Harry  A. 
(Marquette  Univ.  Sell.  Med.) 

FURTHER  OBSERVATIONS  ON  POLIO- 
MYELITIS IN  PREGNANCY.  Am.  J.  M.  Sc. 
214:148-152  (Aug.  1947). 

“The  total  number  of  recorded  instances  in 
which  pregnancy  complicated  poliomyelitis  or 
poliomyelitis  complicated  pregnancy  is  well  over 


175.  Data  from  the  1945  and  1946  epidemics 
indicate  that  of  24  married  women  admitted  to 
the  South  View  Isolation  Hospital  with  a diag- 
nosis of  poliomyelitis,  14  were  pregnant.  The 
incidence  of  poliomyelitis  appears  to  be  great- 
er in  pregnant  than  in  non-pregnant  women, 
though  it  has  not  been  feasible  to  confirm  our 
data  by  statistical  methods.  One  case  of  liema- 
tomyelia  is  cited  which  clinically  simulated  poli- 
omyelitis. Influence  of  the  glandular  changes 
of  pregnancy  which  affect  the  psysiologic  bal- 
ance of  the  patient  and,  therefore,  susceptibility 
to  poliomyelitis,  is  offered  as  a possible  explana- 
tion for  the  apparently  greater  incidence  in 
pregnant  women.  ’ ’ ( Authors  ’ summary ) 

18  references. 


264.  Fox,  Max  J.,  and  Sanders,  Donald  D. 
(Marquette  Univ.  Sell.  Med.) 

MANAGEMENT  OF  RESPIRATORY  EM- 
BARRASSMENT IN  POLIOMYELITIS.  Wis- 
consin M.  J.  46:885-894  (Sept.  1947). 

“The  mechanics  of  respiration  and  the  cough 
reflex  have  been  reviewed,  and  the  mechanism 
of  the  respirator  has  been  stressed.  A classifica- 
tion of  rspiratory  embarrassment  in  poliomye- 
litis has  been  presented.  The  successful  therapy 
of  respiratory  distress  in  poliomyelitis  is  de- 
pendent upon  the  determination  of  its  causes. 
A mechanical  respirator  is  indicated  only  if 
partial  or  complete  paralysis  of  the  muscles  of 
respiration  is  present.  The  proper  management 
of  other  causes  of  respiratory  embarrassment 
have  been  given.  Illustrative  cases  have  been 
presented.  Divergent  opinions  as  to  when  a pa- 
tient, with  respiratory  paralysis  should  be  placed 
in  a respirator  and  when  he  should  be  removed 
have  been  expressed.  The  supplementary  treat- 
ment of  respirator  cases  has  been  outlined.  The 
objective  and  importance  of  physical  therapy 
have  been  given.”  (Authors’  summary) 

17  references. 


Carrie  Ting-ley  Hospital 

For  Crippled  Children 
Hot  Springs,  New  Mexico 


BULBAR  FORM  OF  POLIOMYELITIS 
The  Minnesota  Poliomyelitis  Research 
Commission,  Minneapolis 
The  Journal  of  the  American  Medical  Associa- 
tion, Vol.  135,  No.  7,  Oct,  18,  1947. 

Studies  on  183  patients  with  bulbar  involve- 
ment during  the  1946  epidemic  of  poliomye- 


litis revealed  that  bulbar  poliomyelitis  is  not  a 
single  homogeneous  entity.  It  can  be  divided 
into  four  groups  of  symptom  complexes,  each 
pointing  toward  involvement  of  a specific  region 
of  the  nervous  system  requiring  varying  treat- 
ment. 

Although  there  is  considerable  overlapping 
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between  the  various  categories  in  individual 
rases,  the  following  classification  is  suggested : 

1.  Bulbar-cranial  nerve  nuclei  group. 

2.  Bulbar-respiratory  center  group. 

3.  Bulbar-circulatory  center  group. 

4.  Bulbar-encephalitis  group. 

5.  Combined  bulbar-cervical  cord  group. 
The  treatment  recommended  is  based  on  the 

pathologic  physiology  observed  in  the  183  cases. 
The  instances  of  overlap  are  recognized,  but 
treatment  is  discussed  for  each  group  separately. 

A summary  of  symptoms  and  treatment  in 
various  type  of  bulbar  poliomyelitis  is  given 
in  chart  form: 

Bulbar-Cranial  Nerve  Nuclei  Group 
Symptoms : 

1.  Difficulty  in  swa'low'ng 

2.  Regurgitation  of  food  and  fluids  through 
nose  (particularly  in  children) 

Treatment : 

Parenteral  feeding;  nasal  feeding 
Symptoms : 

3.  Pooling  of  secre  ions  in  throat  (salivation?) 

4.  Nasal  speech;  hoarseness;  inability  to  talk 
Treatment : 

Impending  obstruction  oi  airway 
Postural  drainage;  suction;  elective  trache- 
otomy 
Symptoms : 

5.  Stridor;  dyspnea;  cyanosis  (obstructed  air- 
way) 

Treatment : 

Emergency  intubation  and/or  traeheo  omy 
Symptoms : 

6.  Anxiety  and  restlessness  (hypoxia) 
Treatment : 

Oxygen  therapy,  tent,  mask,  etc.,  humidified 
Symptoms  : 

7.  Other  cranial  nerve  involvements ; ophthal- 
moplegias; facial  palsies 

Treatment : 

No  treatment  necessary 

Bulbar-Respiratorv  Center  Group 
Symptoms  : 

1.  Adequate  function  of  respiratory  muscles 

2.  Adequate  airway 
Treatment : 

No  treatment  necessary 
Symptoms  : 

3.  Variations  in  rate  and  depth  of  respirations 
(impending  failure;  observe  carefully) 

4.  Prolonged  intervals  between  respirations 
•5.  Anxiety,  restlessness,  increasing  pulse  ra  e 

(hypoxia) 

Treatment : 

Oxygen  t’  erapy  (elective  tracheotomy) 
Symptoms  : 

H.  Increasing  periods  of  apnea 

7.  Confusion,  delirium,  pulmonary  conges- 
tion (anoxia) 

8.  Cyanosis 


Treatment : 

Tracheotomy 

Respirator 

Intensive  oxygen  therapy  with  positive  pres- 
sure, if  possible;  sedation  with  extreme  can 

tion 

Bulbar-Circulatory  Center  Group 
Symptoms : 

1.  Dusky  red,  flushed,  florid  appearance 

2.  Rapid  (150-200)  pulse 

3.  Irregular,  threa  ly  pulse 

4.  Elevated  blood  pressure;  decreased  pulse 
pressure 

5.  Anxiety;  restlessness 

6.  Shocklike  state  (failing  blood  pressure,  im- 
perceptible pulse) 

7.  Cold,  clammy,  mottled  cyanosis 

8.  Hyperthermia,  delirium,  coma 
Treatment  : 

1.  Intensive  oxygen  therapy  (tracheotomy,  if 
indicated) 

2.  Supportive  measures 

Bulbar-Encephalitic  Group 
Symptoms: 

1.  Hyperexcitability 

2.  Restlessness  and  anxiety 

3.  Muscular  tremors  and  twitchings 

4.  Confusion  and  irritability 

5.  Lethargy,  somnolence  and  coma 

6.  Convulsions  (chiefly  in  children) 
Treatment : 

Intensive  oxygen  therapv 

1.  Mask 

2.  Tent 

3.  Intranasal  oxygen 

4.  By  tracheotomy,  if  indicated 

Bulbar-Cervical  Cord  Group 
Symptoms : 

1.  Cranial  nerve  palsies  (see  group  I) 

2.  Symptoms  of  cardiorespiratory  center  in- 
volvement (see  groups  II  and  III) 

3.  Diaphragm  and  intercostal  involvement 
Treatmen  t : 

1.  Early  tracheotomy 

2.  Intensive  oxygen  therapy 

3.  Respirator 

Drug  therapy  is  limited  largely  to  prohylae- 
tic  and  supportive  purposes.  Penicillin  as  intra- 
muscular injections  and  nebulized  into  the  tra- 
cheotomy tube  is  of  value. 

Whole  blood  transfusions,  plasma,  and  stim- 
ulants are  given  as  indicated.  Excessive  admin- 
istration of  intravenous  fluids  is  avoided  because 
of  danger  of  pulmonary  edema. 

Sedatives  should  not  be  used.  Nursing  care 
and  acetylsalicylic  acid  are  usually  sufficient  to 
keep  most  of  the  patients  reasonably  comfort- 
able. John  J.  Brennan,  M.  1). 

Resident  Physician 
Carrie  Tingley  Hospital 
Hot  Springs,  New  Mexico 
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HOMOLOGOUS  SERUM  HEPATITIS  FOL- 
LOWING TRANSFUSION  IN  AN  INFANT 
Lt.  Henry  B.  Bruyn  (J.  G.) 

Medical  Corps,  U.S.N.R.  (Inactive) 
Berkeley,  California 

The  Journal  of  Pediatrics,  Yol.  31,  No.  1,  July 
1947. 

The  occurrence  of  a fatal  case  of  homologous 
serum  hepatitis  in  an  infant,  following  transfu- 
sions for  erythroblastosis  fetalis,  has  prompted 
this  report.  It  is  believed  to  lie  the  first  report 
of  such  a case  in  this  age  group.  The  purpose 
was  to  stress  the  fact  that  the  condition  is  a 
pediatric  problem  as  well  as  a military  one,  and 
also  to  present  the  pathology  of  the  case. 

The  literature  on  the  subject  is  reviewed  and 
discussed.  The  case  report  and  autopsy  findings 
are  presented  in  detail. 

Jaundice  and  anemia  had  appeared  in  the  first 
day  of  life.  Clinically  erythroblastosis  fetalis 
was  diagnosed.  The  transfusions  were  given 
101,  66,  64,  and  61  days  before  onset  of  symp- 
toms. The  transfusions  were  all  with  whole 
citrated  blood  obtained  from  three  volunteer 
donors,  all  of  whom  had  been  on  active  duty 
in  the  Navy  and  none  of  whom  had  been  over- 
seas. 

Presenting  symptoms  were  lethargy,  loss  of 
appetite,  fever  and  vomiting.  In  three  days 
jaundice  was  apparent  and  petechiae  were  found 
over  the  whole  body.  Thus,  the  onset  was  veri- 
similar to  adult  cases. 

The  laboratory  findings,  viz.,  prothrombin 
deficiency,  increased  resistance  of  red  cells  to 
hypotonic  solutions  of  saline,  the  urine  and 
Van  den  Bergh  indicating  an  obstructive  type 
of  jaundice,  and  a blood  picture  of  macrocytic 
hyperchromic  anemia  illustrated  many  of  the 
important  features  of  acute  virus  hepatitis. 

The  post-mortem  findings  were  typical  of 
either  homologous  serum  hepatitis  or  infectious 
hepatitis. 

A review  of  the  measures  of  prevention 
stressed  the  careful  and  complete  history  from 
all  blood  donors.  Dry  heat,  of  160°  centigrade 
for  one  hour  is  advocated  of  all  possible  contam- 
inated equipment.  The  use  of  smaller  plasma 
pools  is  safer  than  the  use  of  large  pools.  The 
author  suggests  the  observation  of  the  recipient 
for  at  least  six  months  with  determinations  of 
serum  bilirubin  or  bilirubinuria.  He  suggests 


this  might  yield  earlier  diagnosis  and  expectant 
treatment. 

John  J.  Brennan,  M.  D. 
Resident  Physician 
Carrie  Tingley  Hospital 
Hot  Springs,  New  Mexico 


TUBERCULOSIS  OF  THE  HIP  IN 
CHILDREN 

Certain  Roentgenographic  Manifestations,  Sec- 
ondary Changes  in  the  Extremity,  and  Sug- 
gestions for  a Program  of  Therapy 
H.  R.  McCarroll,  M.  D.,  and 
R.  D.  Heath,  M.  D. 

St.  Louis,  Missouri 

The  Journal  of  Bone  and  Joint  Surgery,  Yol. 
29,  No.  4,  October  1947,  pg.  889. 

Results  and  conclusions  drawn  from  eighty- 
six  cases  of  tuberculosis  of  the  hip  in  children 
are  presented. 

In  the  authors’  experience  the  initial  osseous 
invasion  occurred  in  the  cancellous  bone  on  the 
acetabular  side  of  the  joint  more  frequently  than 
the  metaphyseal  region  of  the  femoral  neck. 
Phemister  and  Hatcher,  in  1933,  reported  the 
majority  of  casts  have  initial  osseoiis  invasion 
in  the  juxta-epiphyseal  region  of  the  neck  of  the 
femur.  The  authors  feel  that  this  is  of  little 
importance  since  total  destruction  of  the  joint 
almost  invariably  follows  either  type. 

Prior  to  1940  preliminary  immobilization  un- 
til the  age  of  eight  or  nine  was  employed.  Sur- 
gery was  postponed  until  destruction  had  reach- 
ed its  maximum,  and  an  area  of  increased  bone 
•tensity  was  present  above  the  defect.  Forty- 
three  cases  so  treated  had  thirty-one  satisfactory 
fusions.  Of  these,  six  cases  required  secondary 
fusions. 

The  authors  present  a series  of  seventy-two 
cases  in  all  with  follow-ups  from  three  years  to 
twelve  years.  Satisfactory  results  were  obtained 
in  75  per  cent. 

The  end-results  included  extremes  of  short- 
ening, atrophy,  instability  of  knees,  and  osteo- 
porosis with  spontaneous  fractures.  Roentgeno- 
grams revealed  premature  closure  of  epiphysis 
accounting  for  the  shortening.  These  secondary 
disabilities  were  so  severe  and  so  disabling  that 
the  authors  decided  it  was  unwise  to  continue 
this  plan  of  therapy. 

They  decided  to  use  earlier  operative  fixation 
whenever  the  condition  of  the  patient  would 
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permit.  Plaster  fixation  of  the  hips  was  used 
after  diagnosis  to  permit  acute  symptoms  to  sub- 
side and  the  patient’s  general  condition  to 
improve. 

Four  cases  were  treated  by  early  intra-articu- 
lar  arthrodesis.  Draining  sinuses  followed  in 
three  cases  and  dissolution  of  the  grafts  prompt- 
ly occurred.  Solid  fusion  resulted  in  only  one 
case.  The  method  was  abandoned. 

The  Brittain  arthrodesis  was  then  used.  The 
authors  found  the  placement  of  the  osteotome 
and  tibial  graft  into  the  ischium  without  enter- 
ing the  joint  or  obturator  foramen  difficult  in 
children.  The  displacement  of  the  distal  frag- 
ment medially  as  required  in  the  Brittain  arthro- 
desis is  also  difficult  in  children.  Their  results 
of  complete  follow-up  cases  are  not  available. 
Of  six  cases  performed,  two  had  absorption  of 
a portion  of  the  graft  in  one  year,  and  two 
others  had  union  of  grafts  at  each  end  and  were 
weight  bearing  with  crutches. 

An  important  point  in  selection  of  cases  suit- 
able for  Brittain’s  arthrodesis  is  to  make  sure 
that  the  portion  of  ischium  to  be  used  is  not  in- 


vaded by  the  tuberculosis.  Of  the  authors’ 

eighty-three  patients,  extension  of  the  disease 
* . * 
into  the  ischium  was  present  in  sixty-three 

cases  (76  per  cent). 

The  British  arthrodesis  seems  to  offer  as 
good  a possibility  for  successful  arthrodesis  as 
is  available.  This  they  accomplish  after  six 
months  immobilization.  If  the  Britain  arthro- 
desis is  not  applicable,  some  other  extra  articu- 
lar type  of  fixation  is  performed.  Immobiliza- 
tion is  maintained  for  six  to  twelve  months.  It 
is  then  discontinued  and  active  use  and  iveight 
bearing  started  to  insure  against  epiphyseal 
damage. 

In  those  cases  where  the  patient’s  general  con- 
dition is  not  suitable  for  surgery,  plaster  fixa- 
tion for  six  months  is  used  to  allow  the  acute 
phase  to  subside.  Then,  active  use  of  the  extrem- 
ity allowed  including  weight  bearing  if  possible. 

John  J.  Brennan,  M.  D. 
Resident  Physician 
Carrie  Tingley  Hospital 
Hot  Springs,  New  Mexico. 


A Report  on  the  Use  of  Pyribenzamine  Ointment 

GEORGE  K.  ROGERS,  M.  D. 

The  Lois  Grunow  Memorial 
Phoenix,  Arizona 


The  use  of  the  antihistamine  drug  pyribenza- 
mine (tripelennamine  hydrochloride)  has  met 
with  considerable  success  in  the  treatment  of 
allergic  manifestations.  The  current  literature 
having  numerous  reports  on  the  relief  they  af- 
ford in  cases  of  generalized  and  localized  pruri- 
tus, contact  dermatitis,  drug  eruptions,  erythema 
multiforme  and  allergic  dermatoses.  Friedlaen- 
der  and  Feinberg*  showed  that  in  cases  of  dermo- 
graphism the  application  of  a solution  of  anti- 
histaminic  substances  prevented  wheal  formation 
on  stroking  the  skin.  This  led  to  its  application 
on  the  sites  of  allergic  dermatoses  when  relief 
from  itching  was  pronounced  and  healing  speed- 
ed up.  Tli is  resulted  in  the  development  of  a 
two  per  cent  pyribenzamine  hydrochloride  oint- 
ment for  the  use  of  topical  application.  Two 
preparations  were  made,  the  first  utilized  a wa- 

*  Friedlaender,  S..  and  Feinberg.  S.  M.;  Histamine  Antago- 
nists; III.  The  Effect  of  Oral  and  Local  Use  of  B-Dimethvla- 
minoethyl  Benzhydryl  Ether  Hydrochloride  on  the  Whealing  Due 
to  Histamine,  Antigen-Antibody  Reactions,  and  Other  Whealing 
Mechanisms;  Therapeutic  Results  in  Allergic  Manifestations, 
J.  Allergy  17:  129,  1946. 

**  The  ointments  were  supplied  by  Ciba  Pharmaceutical  Prod- 
ucts, Inc. 


ter  soluble  base  (vanishing  cream  base)  and  the 
second  an  anhydrous  petrolatum  (grease)  base. 

These  ointments**  were  used  in  a series  of 
twenty-seven  cases  of  skin  disorders  noted  for 
their  refractoriness  to  the  usual  methods  of  treat- 
ment. The  choice  of  the  vanishing  cream  or 
grease  base  was  made  depending  upon  the  con- 
dition of  the  skin  when  seen.  In  most  of  the 
cases  the  vanishing  cream  base  was  used  except 
in  several  cases  where  the  skin  was  excessively 
dry  and  scaly.  Many  of  the  cases  in  this  series 
had  received  various  forms  of  topical  remedies 
including  X-ray  therapy.  Most  of  the  cases  were 
given  pyribenzamine  to  be  taken  internally  as 
well  as  in  the  ointment  form.  Some  cases  which 
had  not  previously  received  treatment  were  giv- 
en X-ray  therapy  with  or  without  wet  compress- 
es of  Burow’s  solution  in  conjunction  with  the 
ointment. 

The  first  group  consisted  of  seven  cases  of 
contact  dermatitis.  Three  cases  of  contact  derma- 
titis of  the  eyelids,  one  case  being  due  to  finger 
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nail  polish,  one  to  a “dry  skin’’  cream  and  the 
cause  of  the  third  being  unknown.  Two  eases 
were  given  the  ointment  alone  (vanishing  cream 
base).  The  itching  in  one  was  immediately  re- 
lieved and  the  dermatitis  subsided  in  the  course 
of  a few  days.  The  second  case  showed  no  im- 
provement after  several  days  and  the  treatment 
was  changed.  The  third  case  was  given  the  salve 
plus  wet  compresses.  Her  itching  was  relieved 
in  a few  hours  and  the  dermatitis  subsided  in 
the  course  of  a week.  A case  of  generalized 
dermatitis  due  to  Lantana  stated  that  this  oint- 
ment gave  him  immediate  relief  from  itching 
but  that  it  resulted  in  little  or  no  regression  of 
the  dermatitis.  A case  of  oil  dermatitis  of  the 
arms  responded  in  a matter  of  days.  A doctor 
with  a dermatitis  of  the  fingers  resulting  from 
contact  with  rubbing  alcohol  gained  relief  from 
itching  and  healing  slowly  took  place.  The  oint- 
ment was  used  in  conjunction  with  X-rav.  A 


contact  dermatitis  in  the  groin  of  a woman  was 
made  definitely  worse  by  the  use  of  this  oint- 
ment. 

The  second  group  was  of  atopic  dermatitis. 
The  eczema  in  two  babies  improved  slowly  but 
did  not  prevent  flare-ups.  The  ointment  had  no 
effect  in  two  cases  seen  in  adults  and  in  a third 
case  it  stopped  the  itching  for  a while  but  later 
had  an  irritating  effect ; a fourth  case  had  relief 
from  itching  with  temporary  improvement  of 
the  skin. 

The  response  in  five  cases  of  nummular  eczema 
was  quite  remarkable.  However,  it  is  to  be 
remembered  that  the  application  of  any  new 
drug  in  these  cases  may  result  in  a temporary 
improvement.  Three  cases  had  immediate  relief 
from  itching  and  rapid  healing,  one  had  tem- 
porary relief  from  itching,  the  skin  clearing 
temporarily  but  the  eczema  recurring  while  the 
patient  was  using  the  salve.  The  fifth  case 


USE  OF 

DISEASE 

OINTMENT 

RESULTS 

Contact  Dermatitis 

Eyelids  (3) 

4 - 10  days 

recovered  (2) 
no  improvement  (1) 

General  ( 1 ) 

2 weeks 

relief  from  itching 

Groin  (1) 

3 days 

flare-up 

Arms  (1) 

6 days 

well 

Fingers  (1) 

2 weeks 

almost  well 

Atopic  Eczema 

Infants  (2) 

3 weeks 

temporary  improvement 
with  exacerbations 

Adults  (4) 

2 - 6 weeks 

no  effect  (1) 
stopped  itching  tempor- 
arily, later  irritating 
effect  (1) 

itch  no  better,  skin 
improved  (1) 
some  relief  from  itching 
and  temporary  improvement 
of  skin  (1) 

Nummular  Eczema  (4) 

6 - 21  days 

Recovered  (3) 
itching  stopped,  skin 
improving  (1) 
temporary  relief  from 
itching  and  dermatitis. 
Exacerbation  while  using.  (1) 

Pruritus  Ani  (2) 

3 - 4 weeks 

some  relief 

Pustular  Psoriasis  (3) 

1 - 3 weeks 

no  improvement  (2) 

(Bacterid) 

flare-up  (1) 

Seborrhoeic  Dermatitis 

Nose  (2) 

3 - 4 weeks 

recovered  (1) 
improved  (1) 

Chronic  Dermatitis 

Lips  (1) 

2 weeks 

unimproved 

Exudative  Discoid 
Lichenoid  Chronic 
Dermatosis  (1) 

3 weeks 

temporary  improvement  in 
pruritus  and  skin 
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slated  that  the  itching:  stopped  and  there  was  a 
gradual  improvement  in  the  eczematous  process. 

Two  eases  of  pruritus  ani,  one  due  to  eczema 
and  one  of  unknown  etiology,  have  received  some 
relief,  X-radiation  being  used  in  conjunction 
with  the  ointment.  Three  cases  of  so-called  pus- 
tular psoriasis  of  the  extermities  showed  no  im- 
provement, one  having  a flare-up.  In  two  cases 
of  seborrhoeic  dermatitis  about  the  naso-labial 
fold,  one  healed  quickly  and  the  second  showed 
improvement.  A case  of  dermatitis  of  the  lips  of 
unknown  etiology  showed  no  improvement.  One 
case  of  exudative  discoid  lichenoid  chronic  derm- 
atosis which  had  received  numerous  forms  of 
treatment  stated  that  the  ointment  stopped  his 
itching  for  about  two  weeks  and  the  skin  showed 
definite  improvement.  However,  there  was  a 
flare-up  of  his  eruption  while  he  was  using  the 
salve. 

SUMMARY 

Two  per  cent  pyribenzamine  ointment  has 
been  a definite  help  both  in  the  relief  of  itching 
and  in  the  healing  of  dermatoses  which  are  usu- 
ally difficult  to  treat.  One  must  watch  for  pri- 
mary irritant  reactions  as  well  as  sensitization 
reactions. 


Cverybody  i 

PRESCRIPTION  DRUGGISTS 

The  REXALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


STAHLBERG 

LABORATORIES 

Specializing  in 

BA  CTERK  )L(  )GY  PARASITOLOGY 

HAEMATOLOGY 
BLOOD  CHEMISTRY 
URINE  CHEMISTRY 

129  \V.  McBowell  Road  Phone  4-3677 
Phoenix,  Arizona 


PERSONAL! 


THAT  A S S U R E D FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU. 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 


Let  us  take  your  order  for  a suit  that 
will  be  "Strictly  Personal." 

"Let  Thew  Suit  You" 

© 

CHAS.  H.  THEW  TAILORING 

216  N.  Central  Ave. 
PHOENIX,  ARIZONA 
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SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  EL  PASO 


PHOENIX  OPTICAL  DISPENSERS 

Announce 

The  opening  of  new  offices 

OPTICAL  DISPENSERS  OF  TUCSON 

36  East  Broadway,  Tucson 

Under  the  Management  of  Lawrence  Lewis, 

Capable  and  Well  Known  Optician  of  Tucson 

COMPLETE  PRESCRIPTION  SERVICE 
Accurate  Dispensing  - Contact  Lenses  - Equipment 

MONOPLEX  ALL-PLASTIC  EYES 
Precise  and  quick  service  now  for  all  Arizona 
Direct  or  by  mail 

An  Independent  - Arizona  Owned  and  Operated  - Serving  Arizona 

In  Phoenix  In  Tucson 

PHOENIX  OPTICAL  DISPENSERS  OPTICAL  DISPENSERS  OF  TUCSON 

Main  Office  Branch  36  E.  Broadway 

14  E.  Monroe  1512  N.  7th  St. 

Phone  4-8423  Phone  3-0897 
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qANNUAL  meeting 

ARIZONA  STATE  MEDICAL  ASSOCIATION 


Dates  and  Meeting  Places 

SHRINE  AUDITORIUM, 

Washington  at  15th  Ave. 

Registration 

Scientific  and  Business  Sessions 
Hall  of  Exhibits 

Scientific  Sessions 


May  19-21,  1948,  Phoenix,  Arizona 

WESTWARD  HO  HOTEL, 

Central  at  Fillmore 
Headquarters  for  rooms 
President’s  Dinner  Dance 
Auxiliary  Sessions 

SHRINE 


Guest  Speakers  .... 

1.  J.  DEWEY  BISGARD,  M.  D.,  Professor 

of  Surgery,  University  of  Nebraska, 
(will  present  three  lectures) 

a.  “The  Cancer-Ulcer  Problem  of  the 

Stomach” 

b.  “Intestinal  Obstruction” 

c.  “Surgical  Management  of  Lesions  of 

the  Gallbladder  and  Common  Duct” 

2.  J.  W.  CONN,  M.  D.,  Associate  Professor 

of  Medicine,  University  of  Michigan 
(will  present  three  lectures) 

Local  Speakers.  . . . 

1.  BRODA  O.  BARNES,  M.  D.  (Kingman) 
“Treatment  of  Mentsrual  Disorders  in 

General  Practice” 

2.  OTTO  L.  BENDHEIM,  M.  D.  (Phoenix) 
“Psychiatric  Aspects  of  the  Low  Back 

Problem;  the  Narcotherapeutic  Ap- 
proach” 

3.  WILLIAM  A.  BISHOP,  Jr.,  M.  D. 

(Phoenix) 

“Differential  Diagnosis  of  Radiating 
Pain  Into  the  Upper  Extremity” 

4.  ROBERT  S.  FLINN,  M.  D.  (Phoenix) 
“The  Care  of  the  Dying” 

5.  JOHN  RAYMOND  GREEN,  M.  D. 

(Phoenix) 

“Electro-encephalography:  Its  Place  in 
Neuro-Diagnosis” 

6.  J.  B.  LITTLEFIELD,  M.  D.  (Tucson) 
“Surgical  Treatment  of  Varicose  Veins” 

7.  D.  W.  MELICK,  M.  D.  (Phoenix) 
“Cardiac  Injuries” 


a.  “Management  of  Diabetic  Coma” 

b.  “Obesity,  Physiology  and  Manage- 

ment” 

c.  “Anti-thyroid  Drugs  in  Hyperthy- 

roidism” 

3.  IRVIN  E.  HENDRYSON,  M.  D„  Depart- 
ment of  Orthopedics,  University  of 
Colorado  (Auspices  of  National  Foun- 
dation for  Infantile  Paralysis) 

“The  Early  Diagnosis  of  Poliomyelitis” 


8.  JOHN  S.  MIKELL,  M.  D.  (Tucson) 
“The  Use  of  Radium  in  the  Nasophar- 
ynx, a Preliminary  Report” 

9.  A.  HARRY  NEFFSON,  M.  D.  (Tucson) 
“Acute  Obstructive  Laryngotracheo 

Bronchitis” 

10.  Z.  B.  NOON,  M.  D.  (Nogales) 

“Postoperative  Spinal  Punctures  and 
Reactions” 

11.  E.  PAYNE  PALMER,  M.  D.  (Phoenix) 
“Riedel’s  Struma — a Case  Report” 

12.  M.  JAMES  WHITELAW,  M.  D. 
(Phoenix) 

“A  New  Media  for  Hysterosalpingogra- 
phy  and  Its  Clinical  Evaluation” 

FLORENCE  B.  YOUNT,  M.  D. 
(Prescott) 

“Agenesis  of  the  Right  Lungs  in  Identi- 
cal Twins — a Case  Report” 


Mark  Off  the  Dates  May  19  - 21 
on  Your  Calendar  and  Attend  the  Annual  Meeting 

A Scientific  Treat  in  Lectures 
A Scientific  Education  in  Exhibits 
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c ANNUAL  ^MEETING 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
Hall  of  Exhibits shrine 

Space  is  a “sell-out”  with  little  possibility  of  additions.  The  mem- 
bership is  urged  to  peruse  the  following  list  of  exhibitors  in  order  to  appreciate 
the  educational  quality  of  the  exhibits  to  be  shown.  Each  firm  and  organization 
promises  its  best  exhibit.  The  Association  for  its  part  will  put  forth  every  effort 


to  provide  ample  time  for  viewing  the  v 

Abbott  Laboratories 
American  Cancer  Society 
Ames  Company,  Inc. 

Arizona  Society  Crippled  Children 
Audio  Development  Company 
Aunger  Arizona  Brace  Shop 
Ayerst,  McKenna  & Harrison 
Don  Baxter 

Blair  Surgical  Supply  Co. 

Blue  Shield  Service 
Borden  Prescription  Products 
Bower  Company 
Burroughs  - Wellcome 
Cameron  Surgical  Specialty  Co. 
Carnation  Company  - Los  Angeles 
Ciba  Pharmaceutical  Products 
Coca  Cola 
Cutter  Laboratories 
Doho  Chemical  Corporation 
C B Fleet  Company 
General  Electric  X-ray  Corp. 

Cerbers  Products  Company 
Holland-Rantos 

Infantile  Paralysis  Foundation 


arious  displays. 

Kelton  Audio  Equipment  Co. 
Lanteen  Laboratories 
Lederle  Laboratories 
Benton  M.  Lee  Investment  Co. 

Eli  Lilly  & Company 
•1  B Lippincott 
M & R Dietetic 
Maico  Southwest 
Mead  Johnson 
W.  S.  Merrell  Co. 

Ortho  Pharmaceutical  Co. 

P B S W Supply  & Equipment  Co. 
Parke-Davis 

Pet  Milk  Sales  Corporation 
Philip  Morris 
Phoenix  Limb  Shop 
Sandoz  Chemical  Works 
G D Searle  & Co. 

Smith-Dorsey  Company 
Sonotone 

Southwestern  Surgical  Supply  Co. 
Standard  Insurance  Agency 
Standard  Surgical  Supply 
Westinghouse  Electric 
Winthrop-Stearns,  Inc. 


Plan  Now  to  Attend:  Annual  Meeting, 
May  19-21,  Phoenix 
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6 OUT  OF  EVERY  10  \MEAS15Z\  CASES 
WILL  OCCUR  IN  THE  NEXT  3 MONTHS! 

ARE  YOU  READY? 


All  you  need  by  way  of  proof  that  measles  are  upon  you  is  the 
significant  10-year  graph  below! 

And  all  you  really  need  to  meet  the  emergency  is — plenty 
of  Immune  Serum  Globulin,  Cutter — to  make  measles  easier 
on  everyone  concerned.  Fractionated  from  normal  human  plasma 
pooled  from  fresh  venous  whole  blood,  Immune  Serum  Globulin 
offers  these  particular  advantages  for  the  prevention  or  modi- 
fication of  measles: 

160  mgm.  gamma  globulin  per  cc. 

In  measles  serum,  it’s  the  concentration  of  gamma 
globulin  that  counts.  The  known  and  constant  potency 
of  Immune  Serum  Globulin,  Cutter,  permits  low  vol- 
ume, adjustable  dosage. 

Contains  no  placental  material 

Immune  Serum  Globulin,  Cutter,  causes  no  side  re- 
actions, is  non-pyrogenic.  Easily  recognizable  — it  is 
water  clear;  hemolysis-free. 

Each  2 cc.  vial  of  this  concentrated  homologous  protein  contains 
antibodies  equal  to  40  cc.  original  normal  serum.  Dosage  is 
determined  as  follows: 


For  prevention — 

0.  i cc.  Immune  Serum  Globulin 

For  modification  — 

0.02  cc.  Immune  Serum  Globulin 


/ intramuscularly, 
V per  pound 

l body  weight 


For  more  complete  information  on  Immune  Serum  Globulin, 
Cutter,  write  Dept.  , Berkeley  1,  California. 


Percent  of  measles  cases  by  months  from 
U.S.  Public  Health  records,  total  cases 
1935-1945  = 100% 


CUTTER: 

Bit»l(»£teala  and 
Pharmuceoltcul  Specialties 


4% 


0 % 


IAN. 


APRIL 


JUNL 


7^1 


JULY 


AUC. 


wm  MB 

SIPT.  OCT. 


OK. 
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Editorial* 

Jaundice 

Accurate  appraisal  of  the  jaundiced  individual 
may  be  difficult  in  spite  of  the  host  of  available 
aids.  The  history  of  the  patient  with  particular 
regard  to  evidences  of  alcoholism,  of  exposure 
to  hepatotoxic  agents  or  plasma  infusions,  of 
hemolysis,  of  past  biliary  disease,  may  be  help- 
ful. Examination  to  show  hepatic  or  splenic  en- 
largement, gall  bladder  distension,  edema  or 
ascites,  and  signs  of  collateral  circulation,  with 
the  history  alone  may  enable  a diagnosis  to  be 
made. 

Laboratory  tests  sometimes  add  confusion, 
especially  when  prolonged  obstructive  jaundice 
has  produced  marked  liver  damage.  Evidences 
of  bile  obstruction  should  be  sought  after. 
Duodenal  intubation  is  notoriously  inaccurate. 
A negative  Schmidt  test  on  the  stool  for  bile 
may  be  present  with  a low  bilirubin  content  of  a 
bulky  stool  and  thus  mislead.  Urinary  and  fecal 
urobilinogen  studies  when  low  value  are  ob- 
tained show  complete  biliary  obstruction. 

A very  high  serum  bilirubin  level,  a reduced 
serum  protein  and  reversal  of  the  serum  albumin- 
globulin  ratio,  a lowering  of  the  plasma  choles- 
terol ester  fraction,  and  a failure  of  delayed 
prothrombin  time  to  respond  to  administration 
of  Vitamin  K,  all  may  indicate  serious  primary 
or  secondary  parenchymatous  hepatic  disease. 
Increased  venous  galactose  in  an  intravenous 
galactose  tolerance  test  and  reduced  synthesis 
of  hippuric  acid  also  usually  indicate  parenchy- 
matous liver  damage. 


Serologic  tests  of  ceplialin  flocculation  and 
thymol  turbidity  when  strongly  positive  usually 
indicate  cirrhosis  or  infectious  hepatitis. 

Roentgen  studies  of  the  gall  bladder  in  jaun- 
dice are  commonly  of  little  value,  but  barium 
ga&'o- intestinal  studies  may  show  varices  or 
suggest  pancreatic  tumefaction. 

Increased  alkaline  phosphatase  may  suggest 
obstructive  jaundice,  but  along  with  the  van  den 
Bergh  test  has  not  proven  to  be  as  helpful  gen- 
erally as  the  above  laboratory  aids. 

In  general,  accurate  history  and  examination 
of  the  jaundiced  patient  with  utilization  of  some 
of  the  laboratory  aids,  usually  enables  a work- 
ing diagnosis  to  be  made.  Rarely  exploration 
may  be  desirable  to  clarify  the  situation,  it  be- 
ing recalled  that  in  the  presence  of  infectious 
hepatitis,  or  acute  parenchymatous  liver  dis- 
ease the  employment  of  exploration  is  bad  treat- 
ment. 


THE  WESTERN  SOCIETY  OF  ELECTRO- 
ENCEPHALOGRAPHY 

The  Western  Society  of  Electroencephalogra- 
phy held  its  first  scientific  meeting  at  Toland 
Hall,  University  of  California  Hospital  in  San 
Francisco,  on  November  8,  1947. 

A constitution  was  adopted  which  offers  active 
membership  to  M.  D.  ’s  actively  engaged  in  the 
field  of  E.  E.  G.  Investigators  in  scientific  fields 
related  to  E.  E.  G.  are  eligible  for  associate 
membership. 

The  following  officers  were  elected : 

Chairman : Robert  B.  Aird,  M.  D. 

San  Francisco,  California 
Vice-Chairman : Knox  H.  Finley,  M.  D. 

San  Francisco,  California 
Secretary-Treasurer:  Nicholas  A.  Bercel,  M.D. 
Los  Angeles,  California 

Program  Committee: 

Chairman : Knox  H.  Finley,  M.  D. 

San  Francisco,  California 
Robert  B.  Aird,  M.  D. 

San  Francisco,  California 
Nicholas  A.  Bercel,  M.  D. 

Los  Angeles,  California 
Hale  Haven,  M.  D. 

Seattle,  Washington 
Robert  S.  Dow,  M.  D. 

Portland,  Oregon 

Membership  Committee : 

Chairman:  Henry  Newman,  M.  D. 

San  Francisco,  California 
(Continued  on  Page  83) 
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TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D. 

"Announcing  the  association  of  Dr.  James  H.  West 
formerly  of  Drs.  Osmond  and  West 
of  Cleveland,  Ohio 

trfSlI*  1 ■ ■ — . . --  ■■  1 ■ 1 . 1 ^-ii sv 

EMPHASIS  ON  ONCOLOGY 


721  North  4th  Ave. 

TUCSON,  ARIZONA 
Telephone  3671 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  WARNER  WATKINS,  M.  D„  Director 
R.  LEE  FOSTER,  M.  D„  Radiologist 
DOUGLAS  D.  GAIN,  M.  D„  Radiologist 
THOMAS  T.  FROST,  M.  D„  Pathologist 

TELEPHONE  3-4105 
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(Continued  from  Page  81) 
Vice-Chairman : John  Moriarty,  M.  D. 

Los  Angeles,  California 
Robert  B.  Aird,  M.  D. 

San  Francisco,  California 
Knox  H.  Finley,  M.  D. 

San  Francisco,  California 
Nicholas  A.  Bercel,  M.  D. 

Los  Angeles,  California 
The  next  meeting  will  he  held  in  San  Fran- 
cisco on  April  10,  11,  1948,  directly  preceding 
the  annual  meeting  of  the  California  Medical 
Association.  Those  wishing  to  contribute  pres- 
entations are  invited  to  contact  the  member  of 
the  program  committee  in  their  community. 
Those  interested  in  joining  the  Society  can  se- 
cure application  blanks  from  the  Secretary- 
Treasurer. 

Nichoas  A.  Bercel,  M D. 

Secretary-Treasurer 

Cedars  of  Lebanon  Hospital 

Los  Angeles,  California 


Office  Methods  and  Machines 

MR.  GORDON  GOODRICH,  Asst.  Director, 
Michigan  Medical  Service 

The  most  uninteresting  yet  necessary  function 
of  voluntary  prepaid  medical  plans  is  the  es- 
tablishment of  efficient  office  methods. 

The  subscriber  demands  prompt  payment  of 
his  claim  for  service.  Your  plan  may  fail,  and 
rightly  so,  without  proper  synchronization  of 
office  procedures ; or  your  plan  may  be  a"  least 
justifiably  criticized  for  poor  handling. 

The  best  operating  results  could  be  obtained 
if  one  plan  or  organization  could  handle  both 
hospital  and  medical-surgical  services.  Due  to 
various  factors,  this  is  not  always  possible. 

The  second  best  arrangement  would  be  for  a 
separate  organization  to  handle  public  relations, 
sales,  collections,  records,  jointly  for  both  hos- 
pital and  medical  plans. 

The  least  satisfactory  arrangement  is  for  the 
medical  plan  to  utilize  the  sales  force,  certificate 
issuance,  collection,  and  records  departments  of 
the  hospital  care  plan. 

This  method,  under  proper  supervision  and 
co-operation,  could  in  most  instances  work  quite 
satisfactorily. 

The  third  method  is  the  one  under  which  (Mich- 
igan Medical  Service  operates  at  the  present 
time.  We  utilize  the  Public  Relations,  Sales,  Cer- 
tificate Issuance,  Collections,  Records  Depart- 


ments, and  Business  Machines  Department  of 
the  hospital  plan ; but  have  our  own  Doctors 
Relations  Department,  Claim  Department,  Treas- 
urer’s Department,  Comptroller’s  Department, 
and  Statistical  Department. 

More  specifically,  the  joint  operations  agree- 
ment provides  that  Michigan  Hospital  Service 
shall : 

1.  Maintain  a Public  Relatons  Department. 

2.  Hire,  train,  and  maintain  adequate  sales 
personnel  to  offer  both  the  hospital  and  surgical 
plan  to  the  general  public  through  group  en- 
rollment. 

3.  Arrange  for  billing  and  collection  of  sub- 
scription fees  from  enrolled  groups. 

4.  Maintain  complete  enrollment  records  re- 
flecting the  current  status  of  subscribers. 

5.  Michigan  Hospital  Service  agrees  also  to 
provide  through  the  use  of  I.B.M.  Machines  such 
statistical  data  as  may  he  called  for  by  Michigan 
Medical  Service. 

The  agreement  just  discussed  was  entered  into 
by  Michigan  Medical  Service  to  avoid  duplica- 
tion of  effort  and  to  reduce  the  cost  of  opera- 
tions of  both  plans.  A complete  package  embody- 
ing both  hospital  and  surgical  benefits  is  there- 
by offered  the  public,  requiring  but  one  deduc- 
tion and  permitting  the  employer  to  remit  to  but 
one  organization. 

Michigan  Medical  Service  retains  its  own 
identity  as  to  executive  administration,  doc- 
tor’s relations,  and  payment  of  claims. 

At  this  point,  I will  explain  that  portion  of 
office  procedures  which  is  handled  directly  by 
Michigan  Medical  Service  and  later  on  outline 
the  International  Business  Machines  Procedure. 

Michigan  Medical  Service  furnishes  all  doc- 
tors who  are  licensed  to  practice  in  Michigan 
with  an  adequate  supply  of  doctor’s  service  re- 
ports. To  eliminate  paper  work  on  the  part  of 
the  doctor’s  office,  the  forms  are  concise  and 
flexible.  There  are  only  two  basic  forms.  One 
is  designed  for  reporting  medical  care  as  ren- 
dered while  the  subscriber  is  a bed  patient  in 
the  hospital ; the  other  for  reporting  surgical, 
obstetrical.  X-ray,  and  anesthesia  services.  Doc- 
tors are  instructed  to  submit  their  report  of 
service  immediately  following  the  discharge  of 
the  patient.  By  furnishing  the  doctor’s  office 
with  an  adequate  supply  of  service  reports,  any 
reason  for  an  exchange  of  correspondence  be- 
tween the  doctor,  subscriber,  and  Michigan  Med- 
(Continued  on  Page  85) 
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WESTERN  ASSOCIATION  OF  INDUSTRIAL 
PHYSICIANS  AND  SURGEONS 

Seventh  Annual  Meeting 

The  Gold  Room,  Fairmont  Hotel 
San  Francisco,  California 

Saturday,  April  10,  1948 

PROGRAM 

9 :00-9  :30  A.  M. 

President’s  Address,  Dr.  William  P.  Shepard,  Third  Vice  President, 
Metropolitan  Life  Insurance  Company,  San  Francisco,  California. 

9:30-10:00  A.  M. 

“INDUSTRIAL  HYGIENE  AND  MEDICINE,  TOMORROW  MEAS- 
URED BY  TODAY,”  Dr.  Richard  C.  Walmer,  Medical  Director,  Indus- 
trial Hygiene  Foundation,  Pittsburgh,  Pa. 

10:00-10:30  A.  M. 

“THE  CONTRIBUTION  OF  THE  SCIENCES  TO  INDUSTRIAL 
MEDICINE  AND  HYGIENE,”  Dr.  Francis  R.  Holden,  Research  As- 
sociate, Radiation  Laboratory,  U.  S.  Navy,  San  Francisco,  California, 
formerly  Chief  Chemist,  Industrial  Hygiene  Foundation. 

10:30-11  :00  A.  M. 

Discussion  period  for  previous  three  papers. 

1 1 :00- 1 2 :00  A.  M. 

“PROBLEMS  RELATIVE  TO  POSSIBLE  PHYSIOLOGICAL  EF- 
FECTS CAUSED  BY  RADIATION,”  Dr.  Fred  A.  Bryan,  associated 
with  the  Atomic  Energy  Project,  University  of  California  at  Los  Angeles, 
formerly  active  in  the  Medical  Division  of  the  Manhattan  Project.  (Ac- 
companied by  new  sound  color  film,  “OPERATION  CROSSROADS — 
RADIOLOGICAL  SAFETY  SECTION.”) 

2 :00-2 :30  P.  M. 

“THE  DOCTOR’S  OFFICE  IN  ACCIDENT  PREVENTION,”  II.  K. 
Larnbie,  El  Cerrito,  California,  Safety  Consultant. 

2:30-3:00  P.  M. 

“INDUSTRIAL  NURSING  TODAY,  AN  EVALUATION,”  Mrs. 
Roberta  McMahon,  R.  N.,  Eitel-McCullough  Company,  San  Bruno,  Cal- 
ifornia. 

3:00-5:00  P.  M. 

SYMPOSIUM,  A panel  with  audience  participation  discussing  the  State 
Compensation  Insurance  Law,  its  administration,  its  procedures,  and 
problems  connected  therewith. 


WILLIAM  P.  SHEPARD,  M.  D.,  President 
Metropolitan  Life  Insurance  Co. 

600  Stockton  Street 

San  Francisco  20,  California 


CHRISTOPHER  LEGGO,  M.  D„  Secretary 
C & H Sugar  Refining  Corp.,  Ltd. 

Crockett,  California 
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ieal  Service  is  held  to  a minimum.  The  above 
method  facilitates  prompt  payment  to  doctors 
for  services  rendered. 

All  such  service  reports  when  received  by 
Michigan  Medical  Service  are  referred  to  the 
Verification  Department,  whose  function  it  is 
to  confirm  the  enrollment  of  the  subscriber  and 
make  such  corrections  as  may  be  necessary  in 
the  subscriber’s  name,  group,  service,  and  cer- 
tificate number. 

After  having  confirmed  that  the  subscriber 
is  enrolled  in  Michigan  Medical  Service  and 
that  the  certificate  is  being  maintained  on  a cur- 
rent basis,  the  reports  are  referred  to  the  ex- 
perience file  where  a cross  file  index,  alphabeti- 
cally by  subscriber’s  name  and  also  by  contract 
number,  is  maintained  as  a reference  guide  to 
paid  and  pending  claim  files. 

The  alphabetical  file  is  referred  to  only  in 
the  absence  of  a subscriber’s  group,  service,  or 
certificate  number.  We  have  found  numerical 
filing  to  be  more  accurate  and  have  discontinued 
alphabetical  filing  other  than  as  a cross  index 
due  to  th  eproblems  it  presented  in  distinguish- 
ing the  correct  patient  because  of  the  many  sim- 
ilarities of  names  in  our  enrollment  records.  For 
example,  on  the  General  Motors  enrollment, 
there  are  over  4,000  subscribers  by  the  name 
of  Johnson. 

The  claim  experience  cards  are  carried  on 
eight  Cardineer  Wheel  Files.  Each  wheel  has 
a capacity  of  5,000  cards.  If  there  is  a record 
of  a previous  claim,  the  doctor’s  service  report 
is  indexed  as  to  the  existing  claim  number  and 
the  corresponding  file  is  requisitioned  from  the 
general  file  department  for  review  by  the  exam- 
ination department. 

If  there  is  no  record  of  a previous  service,  a 
file  must  be  established.  A suspense  record  of 
the  reported  service  is  immediately  prepared  and 
filed  so  a reference  will  be  available  during  the 
processing  of  the  claim  file.  This  suspense  rec- 
ord is  replaced  by  a permanent  record  card 
prepared  in  the  Business  Machines  Department 
from  information  obtained  from  a copy  of  the 
route  sheet.  The  preparation  and  purpose  of 
the  route  sheet  just  referred  to  will  be  discussed 
as  the  next  step  in  our  general  operation.  How- 
ever, before  going  on  to  the  next  step,  I should 
like  to  mention  that  our  adoption  of  the  Cardi- 
neer Wheel  File  method  of  filing  reduced  the 


number  of  employees  required  in  that  particu- 
lar department  one-third. 

Displaced  personnel  was  immediately  assigned 
to  other  departments,  eliminating  the  necessity 
of  going  outside  of  the  organization  at  that  time 
for  inexperienced  and  untrained  help. 

To  review  our  procedure  briefly  up  to  this 
point,  we  find  that  the  doctor ’s  report  of  service 
as  received  is  now  verified  as  to  the  eligibility 
of  the  subscriber,  and  a suspense  record  has  been 
prepared.  This  brings  us  back  to  the  point  of 
the  route  sheets. 

The  purpose  of  the  route  sheet  is  to  provide 
the  examination  department  with  a transcript 
of  the  enrollment  record  of  the  subscriber,  name 
of  the  hospital,  including  the  admittance  and 
discharge  dates,  as  well  as  a posting  medium 
to  serve  as  a check  requisition  to  the  Treasurer’s 
Department. 

The  route  sheet  is  prepared  in  duplicate,  re- 
cording complete  information  from  the  doctor’s 
service  report  and  enrollment  records.  A per- 
manent claim  number  is  then  assigned,  and  the 
carbon  copy  of  tbe  route  sheet  is  released  to  the 
Business  Machines  Department  where  a statisti- 
cal card  is  cut  setting  up  the  estimated  reserve 
for  the  claim  and  subsequent  printing  of  the 
claim  index  card  which  becomes  a part  of  tbe 
reference  index  of  the  experience  file. 

The  claim  file  is  then  ready  for  review  by  the 
examination  department. 

A filter  system  is  used  in  the  examination  of 
claims.  Junior  examiners  are  permitted  to  han- 
dle only  minor  surgery.  More  complicated  pro- 
cedures are  referred  to  experienced  examiners, 
who  are  responsible  to  a chief  medical  examiner 
for  counsel.  The  chief  medical  examiner  is  a lay- 
man. He  in  turn  is  responsible  to  the  medical 
director  who  is  a doctor  of  medicine.  Claims  in- 
volving unusual  procedures  or  new  operative 
technique  are  reviewed  by  a medical  advisory 
board  consisting  of  a panel  of  twelve  doctors 
who  convene  every  two  weeks  at  a luncheon 
meeting.  No  pay.  Not  necessarily  participat- 
ing doctors. 

Claim  files  as  approved  by  the  Examination 
Department  are  released  to  the  Accounting  De- 
partment for  preparation  of  checks.  Checks  are 
typed  on  electromatic  typewriters.  We  have 
found  that  the  use  of  the  electromatics  increased 
production  and  reduced  the  fatigue  of  the  op- 
erator, in  addition  to  providing  uniform  legible 
copies.  Prior  to  the  use  of  electromatics  the 
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Business  Machines  Department  experienced  dif- 
ficulty in  deciphering  the  statistical  coding  ap- 
pearing on  the  check  voucher  copies.  This  in 
turn  led  to  errors  in  statistical  data  and  record 
keeping. 

Checks  are  typed  so  as  to  provide  an  original 
and  four  copies.  Copies  are  distributed  as  fol- 
lows : (1)  two  copies  to  the  Business  Machines 
Department,  one  of  these  copies  for  statistical 
data  and  the  other  copy  as  notice  of  payment 
to  support  the  withdrawal  of  a pending  reserve 
punch  card;  (2)  third  copy  to  the  accounting 
department  to  be  filed  in  check  number  order; 
(3)  fourth  copy  to  be  filed  in  the  claim  jacket 
as  a record  of  payment. 

Claim  jackets  upon  which  a payment  has  been 
made  or  which  must  be  held  as  pending  due  to 
lack  of  complete  information  are  filed  numeri- 
cally by  claim  number  in  the  general  file  depart- 
ment. The  general  filing  procedure  is  divided 
into  two  classifications.  Pending  and  paid 
jackets  are  separately  filed. 

It  was  my  intention  at  this  point  to  explain 
in  detail  the  different  operations  handled  by 
the  Business  Machines  Department.  However, 
1 will  summarize  and  eliminate  the  details. 

Medical  and  hospital  service  records  are  of 
such  a nature  that  they  lend  themselves  admir- 
ably to  a punch  card  system  for  billing,  account- 
ing, and  statistics. 

The  numerous  records  produced  by  our  group 
billing  cards  before  they  become  a part  of  the 
billing  cycle  and  the  repeated  use  of  them  for 
billing  purposes,  with  simplicity  of  correction 
when  necessary,  makes  for  highly  economical 
operation. 

Volume  accounting  and  statistical  records  are 
always  a problem.  Punch  card  verification  is 
the  most  positive  check  for  accuracy  that  we 
know  of  and  speed  of  subsequent  operations  as 
well  as  the  availability  of  a variety  of  informa- 
tion from  the  one  verified  source  makes  for  fast, 
efficient,  and  flexible  performance. 

Perhaps  you  gather  from  the  foregoing  re- 
marks that  we  are  well  pleased  with  our  punch 
card  system.  We  are! 

I.  B.  M.  equipment  isusedforthefollowing : 

(a)  Processing  new  applications. 

(b)  Preparation  of  group  billings. 


(c)  Preparation  of  direct  payment  hillings. 

(d)  Preparation  of  direct  payment  accounts 
recievable  and  daily  cash  payment  reports, 
as  well  as  monthly  summarization  of  in- 
come. 

(e)  Claim  index  cards. 

(f)  Claims  paid  cards. 

(g)  Monthly  inventory  of  outstanding  claims. 

(h)  All  Accounting  Department  general  ledg- 
er accounts. 

(i)  A monthly  report  of  income  for  the  past 
four  months  is  tabulated  by  group. 

(j)  The  following  reports  are  prepared 
from  services  paid  cards : 

1.  Services  paid  by  date  of  service. 

2.  Group  experience  summary  of  services 
paid  by  group,  date  of  service,  and 
type  of  contract.  From  previous  and 
current  summary  cards  a group  experi- 
ence report  is  prepared  from  incep- 
tion to  date. 

3.  Itemized  listing  of  services  paid  by 
county  and  doctor,  cutting  summary 
cards.  Summary  cards  are  used  for 
annual  report  of  doctors’  payments. 

(k)  Periodic  reports  of  services  paid  by  re- 
lationship and  type  of  service  rendered 
are  prepared. 

We  have  prepared  two  I.  B.  M.  Flow  Cards 
which  I have  here  for  your  examination.  One 
indicates  how  new  applications  are  processed, 
and  the  second  shows  1.  B.  M.  procedure  in  hand- 
ling direct  payment  billing. 

These  remarks  cover  in  a general  way  the 
Michigan  Medical  Service  office  methods  and 
the  use  of  machines.  Each  plan  should  be  con- 
stantly striving  to  improve  its  office  procedures 
by  encouraging  its  employees  to  suggest  new 
methods.  It  should  keep  abreast  of  the  times  and 
utilize  time-saving  methods  and  new  machines 
wherever  adaptable.  New  office  machines  are 
in  process  of  development  throughout  the  coun- 
try, but  shortages  of  material  and  strikes  have 
held  up  their  release. 

If  all  plans  continually  attempt  to  render  bet- 
ter service  to  the  subscriber  and  to  the  doctor, 
then  there  will  be  no  reason  for  receiving  com- 
plaints and  we  can’t  help  hut  go  forward  and 
increase  enrollment. 
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Increasing 
recommendation 
for 

gold  therapy 

in  active  rheumatoid 


TO  QUOTE  FROM  RECENT  AUTHORITATIVE  SOURCES: 

. . we  have  not  found  any  therapy  other  than  gold  therapy 
which  will  consistently  and  in  a high  percentage  of  cases 
change  the  course  of  the  disease.”1 


“Gold  therapy  at  present  seems  to  be  the  only  drug 
which  shows  promise  of  checking  the  activity 
of  rheumatoid  arthritis;  . . . .”2 

REDUCED  TOXICITY 

“The  high  incidence  of  reactions  attributable 
to  the  formerly  employed  larger  doses  . . . has  been  largely 
obviated  by  the  use  of  more  conservative  doses.”3  Moreover, 
“therapeutic  results  are  quite  as  good  with  smaller  doses. . . .”4 


CAUTION 
Gold  Sodium  Thiosulfate 
must  be  used  with  extreme 
caution,  especially  in  the 
presence  of  tuberculosis 
and  diseases  of  the 


liver  and  kidneys. 


7 


V 


m@m  SODI PM  THIOSULFATE 

with  SODIUM  THIOSULFATE  and  BENZYL  ALCOHOL  2%  (Searle) 

Supplied  in  5 cc.  (50  mg.)  serum  type  ampuls;  packages  of  6,  25  and  100 


1.  Combined  Staff  Clinics  of  the  College 

of  Physicians  and  Surgeons,  Co- 
lumbia University:  Am.  J.  Med. 
1:675  (Dec.)  1946. 

2.  Comroe,  B.  I.:  J.A.M.A.  128 :848 

(July  21)  1945. 

3.  Council  of  Pharmacy  and  Chem- 


SEARLE 


istry:  New  and  Nonofficial  Rem- 
edies, 1947,  Philadelphia,  J.  B. 
Lippincott  Company,  19 47 , P ■ 417. 

4.  Freyberg,  R.  H.;  Block,  W.  D.,  and 
Levy,  S.:  J.  Clin.  Investigation 
20:401  (July)  1941. 
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2% 

Our  Current  Rate 


On  Your  Savings  or  Investments 

FEDERALLY  INSURED  • DIVIDENDS  PAID  SEMI-ANNUALLY 


. . . Oldest  and  Largest 


Savings  and  Loan  Association  in  Arizona 


30  WEST  ADAMS  • Phoenix  • PHONE  2-3434 


JOSEPH  e.  RICE,  PRESIDENT 


C.  AUSTIN  NELSON,  VICE-PRESIDENT 
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NEWS  NOTES 


INTERNATIONAL  SURGICAL  ASSEMBLY 
The  Sixth  International  Assembly  of  the  In- 
ternational College  of  Surgeons  will  be  held  in 
Rome,  Italy,  at  the  invitation  of  the  Italian  Gov- 
ernment, during  the  week  of  May  16-23,  1948, 
under  the  presidency  of  Professors  Raffaele 
Bastianelli  and  Raffaele  Paolucci  of  Rome,  and 
Mario  Dogliotti  of  Turin.  The  Secretary  of  the 
Assembly  is  Prof.  Giuseppe  Bendandi  of  Rome. 
Attendance  is  not  limited  to  the  membership  of 
the  College : all  surgeons  in  good  standing  in 
their  medical  organizations  are  invited.  Sci- 
entific meetings,  scientific  and  commercial  ex- 
hibits, visits  to  the  Universities  of  Turin  and 
Milan  have  been  arranged,  together  with  tours 
to  other  medical  centers  in  Europe.  A special 
exhibit  of  ancient  texts  on  surgery  is  being  ar- 
ranged by  Prof.  Davide  Giordano  of  Venice, 
Honorary  President,  under  the  active  presidency 
of  Prof.  Adalberto  Pazzini,  Professor  of  His- 
tory at  the  University  of  Rome.  This  extraor- 
dinary exhibit  dealing  with  ancient  surgery  will 
be  on  display  in  the  Vallicelliana  Library  in  one 
of  the  historical  buildings  of  the  Vatican.  De- 
tailed information  may  be  obtained  from  Dr. 
Max  Thorek,  General  Secretary,  850  Irving  Park 
Road,  Chicago  13.  For  travel  information,  ad- 
dress the  All  Nations  Travel  Bureau,  38  S.  Dear- 
born Street,  Chicago,  the  official  travel  repre- 
sentatives for  this  Assembly.  Those  desiring  to 
present  scientific  papers  address  Dr.  Karl  Mey- 
er, Cook  County  Hospital,  Chicago;  Dr.  Henry 
W.  Meyerding,  Mayo  Foundation,  Rochester, 
Minnesota;  or  Dr.  Herbert  Acuff,  Acuff  Clinic, 
514  W.  Church  Street,  Knoxville,  Tennessee. 
Those  from  Canada  should  direct  their  inquiries 
to  Dr.  Lyon  Appleby,  925  W.  Georgia  Street, 
Vancouver,  B.  C. 


THE  AMERICAN  BOARD  OF 
OPHTHALMOLOGY 
PRACTICAL  EX  AMIN  A TIONS— 1948 
Baltimore,  May  20  - 25th 
Chicago,  October  6 - 9th 

Written  Qualifying  Tests  will  be  held  annual- 
ly, probably  in  January  of  each  year.  Appli- 
cants for  the  January,  1949  Written  Qualifying 


Test  must  be  filed  with  the  Secretary  before 
July  1,  1948. 

A supplement  of  diplomates  from  January, 
1948  will  be  sent  gratis  to  all  purchasers  of  the 
Board’s  Directory.  This  supplement  is  arranged 
alphabetically  and  geographically.  No  biographi- 
cal material  is  included. 

IMPORTANT : Diplomates  are  urged  to  keep 
the  Board  office  informed  of  all  changes  of  ad- 
dress, so  that  the  files  can  be  kept  up-to-date. 

OFFICERS  FOR  1948 
Drs.  Goar,  Chairman 

Dunningt on , Vice- Ch a irma n 
Beach,  Secretary-Treasurer 
Dunphy,  Assistant  Secretary. 

EXECUTIVE  OFFICE  : Cape  Cottage,  Maine 


The  New  St.  Joseph’s  Hospital 

Progress  of  the  St.  Joseph’s  hospital  fund 
campaign  is  indicated  by  the  recent  announce- 
ment of  an  executive  committee  and  a citizen’s 
advisory  committee  by  Frank  C.  Brophv,  gen- 
eral chairman  for  the  drive. 

Those  serving  with  the  executive  group  are 
Robert  A.  Becker,  Frank  E.  Coles,  Ray  Cowden, 
Barry  Goldwater,  C.  E.  Gollwitzer,  Hugh  C. 
Gruwell,  John  M.  Jacobs,  Read  Mullan,  Edward 
V.  O’Malley,  Riney  B.  Salmon  and  Glenn  Taylor. 

The  citizen’s  advisory  committee  includes 
Walter  R.  Bimscn,  Richard  J.  Cullen,  Charles 
Korrick,  John  G.  O’Malley,  A.  R.  Staley,  P.  E. 
Tovrea  and  Dell  E.  Webb. 

In  making  known  the  appointments  Brophv 
said,  “It  is  most  encouraging  to  have  the  help 
of  a number  of  our  leading  citizens  as  we  pre- 
sent the  appeal  for  the  new  St.  Joseph’s  hos- 
pital. Business  and  civic  leaders  representing 
all  faiths  are  united  in  this  effort  to  help  pro- 
vide adequate  hospital  facilities  for  Phoenix 
and  Arizona. 

We  feel  sure  that  these  campaign  leaders 
will  have  the  active  support  of  thousands  Avho 
will  give  generously  of  their  time  and  their 
money  to  make  the  new  hospital  a reality.  An- 
nouncement will  be  made  soon  of  those  who  will 
present  our  appeal  throughout  the  state  of 
Arizona.  ’ ’ 

Present  hospital  accommodations  in  Phoenix 
are  44%  below  the  national  standard.  The  new 
institution  will  provide  an  additional  350  beds 
and  Avill  include  a School  of  Nursing,  as  Avell 
(Continued  on  Page  91) 
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LOIS  6RUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
James  M.  Ovens,  M.  D.,  F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  D.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D. 

UROLOGY 

M L Day,  M.  D,  F.A.C.S. 

L L.  Stolfa,  M.  D. 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D E.  Brinkerhoff,  M D.,  F A C S. 

0,  W.  Thoeny,  M.  D.,  F A C S. 

DERMATOLOGY 

George  K.  Rogers,  M.  D 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F.A.C.P. 
Leslie  B.  Smith,  M.  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F.  Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D 

DENTISTRY  AND  ORTHODONTIA 

Norton  J.  Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 

RADIOLOGY  CLINICAL  PATHOLOGY 

Audrey  Wilson,  M.  D.  Hugh  Wilson,  M.  D. 


DEPARTMENT  OF  MEDICAL  RESEARCH 

Carlos  A Tanturi,  M.  D. 
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(Continued  from  Page  89) 
as  many  new  features.  The  project,  said  to  be 
the  largest,  of  its  kind  ever  undertaken  in  the 
state,  will  cost  in  excess  of  $4,500,000.  The 
buildings  will  be  located  at  Thomas  Road  be 
tween  Third  and  Fifth  Avenues. 


Twentieth  Anniversary  Year  of 
Harofe  Haivri 

The  Hebrew  Medical  Journal 

The  attention  of  the  medical  profession  is 
directed  to  the  appearance  of  the  Fall  issue  of 
HAROFE  HAIVRI  (The  Hebrew  Medical 
Journal),  a semi-annual  bilingual  publication 
edited  by  Moses  Einhorn,  M.  I). 

In  the  medical  section,  the  following  subjects 
are  offered:  “The  Importance  of  the  Rh  Factor 
in  Clinical  Medicine,”  by  Philip  Levine,  M.  D., 
and  “Pharmacology  and  Toxicology  of  Strepto- 
mycin” by  Ernst  Pick,  M.  D. 

The  section  on  Palestine  and  Heal  h contains 
the  following  articles:  “The  Contribution  of 
Bacteriologists  for  the  Control  of  Infectious  Dis- 
eases in  Palestine”  by  L.  Olitzki,  M.  D.,  of  the 
Hebrew  University;  “The  Present  Status  of  Tu- 
berculosis in  Palestine”  by  A.  Wolowelsky,  M.  D. 
and  “Plastic  Surgery  in  Palestine”  by  Ernest 
Wodak,  M.  D. 

Under  the  heading  of  Historical  Medicine 
Dr.  Leon  Nemoy  of  Yale  University  writes  on 
the  great  philosopher  and  physician  of  the  13th 
century,  Ibn  Kammuna.  Dr.  Yom-Tov  Levinsky 
discusses  in  his  article  on  Folklore  Medicine,  the 
legends  surrounding  frogs  and  spiders  as  heal- 
ing agents. 

The  original  articles  are  summarized  in  Eng- 
lish to  make  them  available  to  those  who  are 
unable  to  read  Hebrew.  The  editorial  office 
of  THE  HEBREW  MEDICAL  JOURNAL,  983 
Park  Avenue,  New  York  28,  N.  Y.,  will  be  glad 
to  furnish  any  further  information  desired. 


ST.  JOSEPH’S  HOSPITAL 
507  N.  Fourth  St.,  Phoenix 
That  St.  Joseph’s  Hospital  in  Phoenix  serves 
not  only  the  immediate  area  but  the  entire  state 
as  well,  is  revealed  in  a report  of  the  Sisters 
of  Mercy  covering  the  60-day  period  ending 
November  26. 

The  report  discloses  there  was  a total  of  253 
patients  from  outside  the  Phoenix  metropolitan 


area.  Of  this  number  approximately  25  per  cent 
came  from  outside  Maricopa  County. 

Records  for  the  period  covered  in  the  report 
show  the  following  breakdown  by  counties : 
Apache,  two  patients ; Coconino,  seven ; Gra- 
ham, five ; Gila,  10 ; Mohave,  four ; Navajo, 
four;  Pima,  five;  Pinal,  11;  Yavapai,  14;  and 
Yuma,  four. 

Recent  reports  of  this  nature  have  brought 
to  light  an  increasing  demand  for  St.  Joseph’s 
facilities  on  the  part  of  those  residing  outside 
of  Maricopa  County. 

Hospital  officials  point  out  that  ibis  trend  is 
merely  one  of  the  many  justifications  for  the 
new  St.  Joseph’s  medical  center  planned  in 
Phoenix  at  a cost  of  $4,500,000..  A campaign 
for  funds  for  the  new  hospital  was  launched 
after  January  1,  the  exact  amount  of  which 
is  still  to  be  decided  upon. 


ABSTRACTS 


Tuberculosis  Abstracts 

A Review  for  Physicians 
The  diagnosis  of  active  pulmonary  tuberculo- 
sis rests  on  three  pillars — symptoms,  roentgen- 
ology, and  the  finding  of  the  tubercle  bacillus. 
Of  this  triad  the  first  two  are  not  specific  for 
the  disease ; X-ray  shadows  can  only  suggest  the 
diagnosis,  and  symptoms  may  be  vague  or  appear 
late  in  the  disease.  Physical  signs  and  tubercu- 
lin tests  have  definite  but  limited  diagnostic  sig- 
nificance. The  demonstration  of  tubercle  bacilli, 
however,  establishes  the  diagnosis  beyond  dispute. 
In  this  disease,  therefore,  the  laboratory  can  ren- 
der a unique  service  to  the  physician.  It  may  be 
more  fully  utilized  if  the  possibilities  and  limita- 
tions of  bacteriological  methods  are  understood. 

THE  BACTERIOLOGICAL  DIAGNOSIS 
OF  PULMONARY  TUBERCULOSIS 
Diagnostic  significance  of  bacteriologic  find- 
ings. The  culturing  of  sputum  and/or  gastric 
contents  is  of  paramount  importance  if  a com- 
plete diagnostic  picture  is  desired.  If  frequent 
and  technically  expert  studies  are  made  both 
positive  and  negative  results  have  a diagnostic 
importance  equalled  by  few  laboratory  proce- 
dures in  any  disease.  Under  the  conditions  just 
stated,  the  diagnostic  significance  of  bacteriologic 
findings  may  be  described  as  follows : 

(1)  Tubercle  bacilli  are  demonstrable  in  prac- 
tically 100  per  cent  of  patients  with  frankly 
active  pulmonary  tuberculosis.  Exceptions  to 
this  dictum  are:  In  a considerable  percentage  of 
patients  with  hematogenous  disseminations  and 
(Continued  on  Page  93) 
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without  cavities,  tubercle  bacilli  cannot  be  dem- 
onstrated for  long  periods  of  time.  In  about  20 
to  30  per  cent  of  patients  with  minimal,  asymp- 
tomatic tuberculosis,  tubercle  bacilli  cannot  be 
demonstrated  with  the  methods  at  present  avail- 
able. 

(2)  Failure  to  find  tubercle  bacilli  on  frequent 
subsequent  examinations  in  patients  who  previ- 
ously had  positive  findings,  strongly  suggests 
that  the  process  has  become  arrested. 

(3)  Failure  to  find  tubercle  bacilli  on  at  least 
ten  specimens,  if  all  available  methods  have  been 
used,  practically  excludes  the  diagnosis  of  active 
pulmonary  tuberculosis  with  the  exceptions  not- 
ed above. 

(4)  Demonstration  of  tubercle  bacilli  in  spu- 
tum or  gastric  contents  proves,  for  all  practical 
purposes,  the  existence  of  active  pulmonary  tu- 
berculosis. In  lare  cases,  however,  tuberculous 
lesions  occur  in  the  upper  respiratory  tract  (in- 
cluding trachea  and  large  bronchi  which  may 
shed  bacilli  in  the  absence  of  demonstrable  pul- 
monary tuberculosis.  Nonpathogenic,  acid-fast 
bacilli,  which  resemble  but  are  not  tubercle  bacil- 
li, have  occasionally  been  observed  and  cultured 
from  human  secretions.  In  case  of  doubt,  acid- 
fast  bacilli  must  be  identified  by  animal  inocu- 
lation. 

The  diagnostic  significance  of  negative  bacteri- 
ologic  findings  depends  on  the  clinical  and  roent- 
genological picture : In  patients  with  moderate 
or  large  amounts  of  purulent  sputum,  with  obvi- 
ously active  pulmonary  lesions,  even  three  or  four 
negative  smears  and  concentrates  are  a strong 
argument  against  the  diagnosis  of  pulmonary  tu- 
berculosis. On  the  other  hand,  in  patients  with 
minimal  or  no  sputum  and  in  whom  the  pul- 
monary lesions  are  small,  without  cavitation 
and  of  questionable  activity,  negative  baeterio- 
logic  findings  assume  diagnostic  importance  only 
after  many  cultures  have  remained  negative. 

Prognostic  significance  of  bacteriologic  find- 
ings. Disappearance  of  tubercle  bacilli  from  pre- 
viously bacilliferous  secretions  suggests  that  the 
process  has  become  arrested.  Absence  of  tuber- 
cle bacilli,  at  least  in  smears  and  concentrates,  is 
one  of  the  requirements  in  the  National  Tubercu- 
losis Association’s  Diagnostic  Standards  for  clas- 
sifying a patient  as  “apparently  arrested”  or 
‘ 1 arrested.  ’ ’ 

Fluctuations  in  the  number  of  tubercle  bacilli 
in  sputum  and  gastric  contents  are  frequent  and 
have  little  prognostic  significance.  Grading  of 
sputum  records  by  the  Gaffky  scale  should  be 
discouraged.  For  clinical  purposes  it  is  suffi- 
cient to  grade  reports  according  to  gross  distinc- 
tions, such  as  “many  bacilli,”  “few  bacilli”  and 
“very  rare”  on  direct  smear;  “bacilli  present 
only  in  concentrates ; ” “ sputum  or  gastric  posi- 
tive on  culture.” 

Methods  for  reasonably  accurate  estimation  of 
(Continued  on  Page  95) 
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the  number  of  bacilli  have  been  worked  out  but 
they  are  too  complicated  for  routine  use. 

An  irksome  problem  is  the  patient  who,  after 
adequate  treatment,  fulfills  the  requirements  for 
the  classification  “arrested"  but  from  whose 
sputum  or  gastric  contents  an  occasional  posi- 
tive culture  is  obtained.  Many  such  patients 
live  normal  lives  without  breakdown.  There  is, 
however,  some  evidence  that  such  patients  reacti- 
vate their  disease  more  frequently  than  those 
in  whom  all  cultures  are  negative. 

Evaluation  of  bacteriologic  methods.  Under 
the  assumption  that  competent  laboratory  work 
is  done,  one  may  expect  that  cultures  of  sputum 
and  gastric  contents  may  together  contribute  be- 
tween 30  and  40  per  cent  to  the  total  positive 
findings.  Between  60  and  70  per  cent  of  the 
new  admissions,  upon  whom  a positive  diagnosis 
will  be  established  by  the  examination  of  smears 
and  concentrates,  will  be  so  diagnosed  by  one 
of  the  first  three  examinations. 

These  figures  indicate  general  trends;  they 
are,  of  course,  largely  dependent  on  the  type  of 
patients  under  consderation. 

Even  with  tlm  best  available  methods  it  is  not 
possible  to  demonstrate  tubercle  bacilli  in  all 
patients  with  active  tuberculosis.  This  is  due  to 
technical  deficiencies  and  because  some  patients 
expel  bacilli  only  at  irregular  intervals. 

Collection  of  Specimens.  Sputum:  Sputum  is 


collected  in  sterile  wide-mouthed  bottles  with 
sterilizable  screw-tops.  At  least  15  cc.  should  be 
collected,  even  if  it  takes  several  days  to  do  so. 
Patients  must,  of  course,  be  instructed  to  collect 
only  sputum — that  is,  secretions  coming  up  from 
below  the  larynx,  and  not  saliva  or  postnasal 
discharge. 

Gastric  contents:  Fasting  gastric  contents 
must  be  examiend  in  all  patients  who  have  no 
sputum  and  those  in  which  sputum  examinations 
have  been  negative.  Such  specimens  must  be 
sent  to  the  laboratory  immediately  after  with- 
drawal and  must  be  promptly  prepared  for  cul- 
ture, since  prolonged  contact  with  gastric  juice 
seems  to  impair  the  viability  of  tubercle  bacilli. 

The  Bacteriological  Diagnosis  of  Pulmonary 
Tuberculosis,  Max  Pinner,  M.  D.,  Veterans  Ad - 
ministration  Techwiml  Bulletin,  October  10, 
1946.  (Original  paper  includes  laboratory  di- 
rections and  bibliography.) 

Arizona  Tuberculosis  and  Health 
Association 

408  Heard  Building,  Phoenix,  Arizona. 


NEW  YORK,  N.  Y„  Feb.  1.— Establishment 
of  a number  of  teaching  and  research  fellowships 
in  the  field  of  tuberculosis  by  the  National  Tu- 
berculosis Association  was  announced  today  by 
Dr.  Esmond  R.  Long,  director  of  the  NTA’s 
Division  of  Research.  The  action  was  recom- 
( Continued  on  Page  97) 
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mended  by  the  executive  committee  of  the  NTA’s 
medical  section,  the  American  Trudeau  Society. 

Annual  stipends  for  the  fellowships  will  range 
from  $2,400  to  $3,200,  according  to  Dr.  Long. 
Provision  will  a’so  be  made  for  laboratory  fees 
and  incidental  expenses  of  like  character. 

The  fellow  hips  will  be  limited  to  graduates 
of  American  schools  for  teaching  and  investiga- 
tion in  the  United  States.  While  preference  will 
be  given  to  applicants  with  a : octor  of  Philos- 
ophy or  Doctor  of  Medicine  degree,  fellowships 
will  not  be  restricted  to  the  holders  of  these  de- 
grees. 

Applications  will  be  considered  in  the  fields 
of  pathology  and  bacteriology,  clinical  medicine, 
epidemiology  and  social  and  statistical  research. 
Applicants  may  elect  the  institutions  in  which 
they  wish  to  study. 

Persons  interested  in  obtaining  a fellowship 
should  write  to  Dr.  James  E.  Perkins,  managing 
director,  National  Tuberculosis  Association,  1790 
Broadway,  New  York  19,  N.  Y.,  for  further  in- 
formation. 


NATIONAL  TUBERCULOSIS 
ASSOCIATION 

1790  Broadway,  New  York  19,  N.  Y. 

Plans  are  being  made  for  a scientific  exhibit 
to  be  held  in  connection  with  the  annual  meet- 
ing of  the  National  Tuberculosis  Association  at 
the  Hotel  Pennsylvania,  New  York,  N.  Y.,  June 
15  to  18,  1948,  according  to  an  announcement  by 
Dr.  William  H.  Roper,  chairman  of  the  Scien- 
tific Exhibit  Committee. 

Individuals  interested  in  exhibiting  material 
dealing  with  various  aspects  of  tuberculosis  and 
also  non-tuberculous  pulmonary  disease  are  in- 
vited to  submit,  not  later  than  March  1,  a pre- 
liminary description  of  the  proposed  exhibit. 
The  description  should  be  sent  to  Dr.  William  II. 
Roper,  director,  Research  Section,  Army  Medi- 
cal Research  and  Development  Board,  P.  O.  Box 
6027,  Fitzsimons  General  Hospital,  Denver  8, 
Colorado. 

Because  of  space  limitations,  the  committee 
has  stated  it  reserves  the  right  to  use  its  discre- 
tion in  the  final  selection  of  material. 
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The  Arizona  State  Medical 
Association 

Cleveland  Session,  January  5 to  9,  1948 
House  of  Delegates 
American  Medical  Association 

The  annual  interim  session  of  the  House  of 
Delegates  of  the  American  Medical  Association 
was  of  unusual  interest,  because  of  the  special 
scientific  and  technical  program  which  was 
developed  for  the  purpose  of  providing  post- 
graduate education  for  the  general  practitioners. 
Two  days  were  devoted  to  technical  and  com- 
mercial displays,  as  well  as  scientific  discussions 
by  outstanding  medical  authorities  in  phases  of 
practice  generally  encountered  by  the  general 
practitioner.  There  were  over  3000  physicians 
registered  for  this  meeting. 

Meetings  held  at  the  same  time,  besides  the 
House  of  Delegates,  included  the  8th  Annual 
Congress  of  the  Council  on  Industrial  Health, 
a “Grass  Roots”  Conference  for  County  Medi- 
cal Society  Officers,  and  a special  Midwest  Re- 
gional Conference  of  the  Council  on  Medical 
Service. 

The  meeting  arranged  by  the  Council  on  In- 
dustrial Health  was  constructed  also  with  the 
general  practitioner  in  mind,  and  included  dis- 
cussions on  physical  examinations  for  industrial 
workers,  administrative  practices,  applied  physi- 
ology, first  aid  in  emergency  services  in  indus- 
try, radiation  medicine,  management  of  occupa- 
tional diseases,  traumatic  surgery  and  rehabili- 
tation of  injured  workman. 

The  mid-western  conference  of  the  Council  on 
Medical  Service,  held  on  January  4,  devoted 
half  of  its  program  to  discussions  relating  to 
central  office  A.M.A.  relations  to  the  State  and 
County  Medical  Societies,  and  the  afternoon  por- 
tion of  the  program  was  devoted  to  discussions 
of  medical  public  relations  by  three  outstanding 
State  Medical  Association’s  public  relations  sec- 
retaries. 

The  “Grass  Roots”  Conference  of  Couiry 
Medical  Society  officers  was  devoted,  largely, 
too,  in  the  interest  of  the  general  practitioner. 
Papers  were  read  suggesting  methods  of  in- 
creasing the  number  of  G.  P.  ’s,  on  how  to  uphold 
(Continued  on  Page  101) 
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their  prestige,  and  their  role  as  leaders  in  their 
communities. 

On  Wednesday,  Jan.  7,  1918,  the  newly  creat- 
ed A.M.A.  gold  medal  award  was  presented  to 
Dr.  A.  C.  Sudan,  Kremmling,  Colo.,  at  an  open 
general  meeting  in  the  Cleveland  auditorium. 
The  presentation  was  made  to  Dr.  Sudan  by 
Mr.  Oscar  Ewing,  newly  appointed  administra- 
tor of  the  Social  Security  Agency  in  Washing- 
ton, appearing  on  the  program  with  Mr.  Clinton 
Anderson,  Secretary  of  Agriculture, in  the  Pres- 
ident’s Cabinet.  Dr.  Sudan  had  been  elected  to 
this  honor  by  the  members  of  the  House  of  Dele- 
gates the  first  day  of  the  Interim  Session  from 
a list  of  three,  selected  from  among  hundreds  of 
nominations,  by  the  Board  of  Trustees  of  the 
A.M.A. , and  the  executive  committee  of  the  Sec- 
tion on  General  Practice.  The  press  and  various 
national  periodicals  were  very  generous  in  their 
news  spread  of  this  event  throughout  the  nation. 

During  the  meetings  of  the  House  of  Delegates, 
frank  discussions  were  held  on  various  phases 
of  medicine’s  problems  in  America  today.  An- 
alyses of  several  of  our  procedures,  both  present 
and  future,  were  presented.  Among  the  im- 


portant resolutions  considered  seriously  and 
adopted  related  to 

1.  Nursing  Problems  : The  previously  appoint- 
ed Committee  on  Nursing  Problems  presented 
its  report  in  which  the  recommendation  was 
made  that  a permanent  conference  committee  be 
created.  The  committee  henceforth  will  consist 
of  fifteen  members,  five  from  the  A.M.A.,  five 
from  the  American  Nurses  Association,  and  five 
from  the  American  Hospital  Association. 

2.  The  House  adopted  the  report  of  the  Ref- 
erence Committee  on  Medical  Service.  In  this 
report,  the  House  of  Delegates  reinstructed  the 
Council  on  Medical  Service  to  continue  to  corre- 
late and  extend  voluntary  prepayment  medical 
care  plans  in  all  phases  as  rapidly  as  possible 
throughout  the  United  States,  to  cover  as  large 
a percentage  of  the  population  as  possible,  par- 
ticularly the  low  income  group,  in  the  shortest 
possible  time. 

3.  The  House  reaffirmed  its  approval  of  the 
Red-  Cross  Blood  Bank,  with  the  proviso  that 
the  local  county  or  state  medical  societies  be 
responsible  for  safety  to  recipients,  as  well  as 
providing  accurate  technical  details,  through 

(Continued  on  Page  103) 
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(Continued  from  Page  101) 
trained  personnel.  In  this  connection,  the  House 
voted  to  ask  the  American  Bed  Cross  to  accept 
a permanent  committee  from  the  Association  for 
the  purpose  of  helping  to  coordinate  the  medi- 
cal aspects  of  Red  Cross  activities. 

4.  Many  previous  resolutions  have  been  adopt- 
ed in  years  past  by  the  House,  relative  to  Hos- 
pitals exploiting  the  services  of  the  physicians, 
or  actually  entering  into  the  practice  of  medi- 
cine, particularly  in  the  fields  of  anesthesiology, 
radiology,  pathology  and  physical  therapy.  Res- 
olutions were  presented'  again  during  this  ses- 
sion, devoted  to  these  subjects.  The  House  adopt- 
ed the  report  of  the  reference  committee  wher- 
in  the  Board  of  Trustees  were  instructed  to 
name  a committee  of  five,  who  will  confer  with 
the  members  of  the  Specialty  Boards  committees, 
and  appropriate  hospital  authorities,  for  the 
purpose  of  “putting  into  effect”  the  resolutions 
previously  passed  by  this  House  of  Delegates 
relative  to  hospitals  who  continue  to  practice 
medicine  without  a license. 

5.  The  House  adopted  the  report  of  the  ref- 
erence committee  on  the  report  of  Dr.  E.  L.  Hen- 
derson, Chairman  of  the  Board  of  Trustees, 


relative  to  the  organization  of  the  World  Health 
Association,  and  commended  the  delegates  and 
alternates  for  the  part  which  they  displayed  in 
the  creation  of  this  important  international  med- 
ical society. 

6.  Through  acceptance  of  the  report  of  anoth- 
er reference  committee,  the  House  adopted  a 
resolution  calling  for  the  creation  of  the  Com- 
mittee of  Five,  two  of  whom  shall  be  general 
practitioners,  who  will  cooperate  with  the  Coun- 
cil on  Medical  Education  and  Hospitals,  the 
Association  of  American  Medical  Colleges,  and 
the  American  Hospital  Association  for  the  pur- 
pose of  studying  the  supply  and  distribution  of 
internes,  with  particular  interest  on  the  G.  P.  ’s, 
as  well  as  to  cooperate  with  these  and  other  in- 
terested agencies,  in  an  effort  to  arrive  at  a 
method  which  will  lead  to  a better  and  more 
equitable  distribution  of  internes  and  hospital 
residents. 

7.  At  this  meeting,  a special  committee  created 
last  year  presented  its  report,  with  respect  to 
streamlining  the  operations  of  the  House  of 
Delegates,  so  that  its  work  can  be  carried  on 
more  efficiently  without  eliminating  democratic 
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principles.  The  House  adopted  the  report  of 
this  committee,  which  will  change  entirely  the 
procedures,  in  many  respects,  of  the  orderly 
functioning  of  the  House  of  Delegates ; at  the 
same  time,  eliminating  lost  motion  and  wasted 
time. 

8.  The  House  of  Delegates  nodded  approval 
of  a resolution  raising  membership  dues,  after 
a lengthy  explanation  of  financial  losses  in- 
curred last  year.  Many  causes  were  exhibited 
for  this  loss  in  the  report  of  the  Chairman  of 
the  Board  of  Trustees,  and  subject  to  review 
by  any  critical  medical  analysist,  in  the  January 
17,  1948  issue  of  the  Journal  of  the  A.  M.  A., 
page  184,  titled  Association  Finances.  The  House 
accepted  the  suggestion  that  the  dues  this  year 
shall  be  $12.00,  and  in  subsequent  years,  the  rate 
to  be  fixed  by  the  Board  of  Trustees  not  to  be 
in  excess  of  $12.00.  Or  the  Board  may  charge 
less  for  the  traffic  if,  in  their  judgment,  dues 
can  he  set  at  a lesser  figure  without  incurring 
undue  losses. 

9.  The  House  again,  by  resolution,  expressed 
its  point  of  view  in  opposition  to  the  recent  mes- 
sage to  Congress  delivered  by  President  Truman, 
in  which  the  suggestion  was  made  by  innuendo 
that  a national  policy  of  compulsory  sickness 
insurance  be  adopted  by  the  Congress. 

10.  Again  a resolution  was  thrown  into  the 
session  hopper  dealing  with  the  term  of  office 
of  a Delegate  to  the  House  of  Delegates,  at- 
tempting to  limit  the  terms  of  constituent  state, 
sectional,  government  agencies,  or  territorial 
members.  The  House,  with  wisdom,  rejected  the 
resolution,  holding  that  it  was  the  function  of 
each  body  sending  delegates  to  determine  for 
themselves  whom  they  wished  to  elect,  for  what- 
ever tenure  of  office  in  point  of  years  of  serv- 
ice, each  of  their  delegates  was  to  sei-ve. 

Announcement  was  made  at.  this  session  of 
the  action  developed  by  the  combined  efforts  of 
the  A.  M.  P.  C.  and  Blue  Cross  Commissions  in 
securing  the  services  of  Dr.  Hawley,  recently 
resigned  as  Medical  Director  of  the  Veterans 
Administration.  General  Hawley  will  act  in  an 
executive  capacity  to  correlate  the  work,  and 
extend  the  purposes  of  Blue  Cross  and  Blue 
Shield.  Official  announcement  of  this  merger, 
with  General  Hawley  as  its  head,  was  made  at  a 
dinner  in  Washington,  D.  C.,  January  10,  1948, 
presided  over  by  the  President  of  Times,  Inc. 
Appearing  on  this  program  was  the  President  of 
the  American  Medical  Association,  and  the  Pres- 
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ident  of  the  American  Hospital  Association. 

In  connection  with  prepayment  medical  care 
plans,  A.  M.  C.  P.  announced  its  adoption  of  the 
name  Blue  Shield  as  an  appropriate  identifying 
symbol,  and  official  insignia  for  its  registered 
member  plans.  The  reason  for  this  action  was 
for  the  purpose  of  promotion  and  enrollment  of 
members,  believing  that  the  term  Blue  Shield 
will  have  a tremendous  assistance  in  promotion- 
al value  and  sales  of  prepayment  medical  care, 
the  same  as  Blue  Cross  insignia  has  promoted 
hospital  service  plans.  The  name  and  seal  of 
Blue  Shield  will  be  properly  registered  in  the  U. 
S.  Patent  Office. 

A.  M.  C.  P.  desires  to  let  it  be  known  that  the 
term  Blue  Shield  is  not  intended  to  serve  as  an 
indication  of  approval  of  any  medical  Service 
plan,  inasmuch  as  approval  of  any  plan  is  the 
right  function  of  each  County  or  State  Medical 
Association.  The  A.  M.  C.  P.,  however,  will  not 
accept  any  medical  plan,  nor  permit  the  use  of 
the  term  Blue  Shield,  which  does  not  meet  the 
minimum  standards  for  acceptance  set  up  by 
the  Council  on  Medical  Service  of  the  A.M.A. 

By  combined  agreement  between  the  Council 
on  Medical  Service  and  the  A.  M.  C.  P.,  the  Coun- 


cil will  continue  to  award  the  seal  of  acceptance 
to  any  type  of  prepayment  medical  care  plan 
approved  and  meeting  minimal  standards,  wheth- 
er that  plan  affiliates  with  A.  M.  C.  P.,  or  iden- 
tified as  a Blue  Shield  Plan.  In  other  words, 
only  plans  sponsored  and  nurtured  by  profes- 
sional medical  groups  are  eligible  for  Blue  Shield 
identification,  while  the  Council  on  Medical 
Service  can  and  will  accept  approved  plans,  not 
only  of  professional  medical  groups,  but  others 
sponsored  by  lay  groups,  private  insurance  car- 
riers, farm  or  urban  organizations,  or  even  by 
others  engaged  in  group  practice. 

For  two  days  preceding  the  Interim  meeting 
of  the  House  of  Delegates,  the  Council  on  Medi- 
cal Service,  with  all  members  present,  met  in 
regular  session.  Your  delegate,  having  been 
elected  a member  of  that  Council  by  the  House 
of  Delegates  last  -June  in  Atlantic  City,  attend- 
ed all  the  meetings  of  that  body.  He  was  ap- 
pointed, also,  a member  of  the  Reference  Com- 
mittee on  Amendments  to  the  Constitution  and 
By-Laws  of  the  A.M.A. , by  the  Speaker  of  the 
House  of  Delegates. 

Respectfully  submitted, 

Jesse  D.  Hamer,  Delegate , Phoenix 
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THE  PROFESSIONAL  BOARD  OF  THE 
ARIZONA  STATE  MEDICAL 
ASSOCIATION 

The  Professional  Board  of  the  Arizona  State 
Medical  Association  met  on  January  25,  1948. 
Attending  the  meeting,  which  was  held  at  the 
Westward  Ho,  were  Dr.  Hugh  Thompson  of 
Tucson,  chairman ; Dr.  B.  S.  Heywood  of  Hol- 
brook; Dr.  E.  A.  Born  of  Prescott  ; Dr.  E.  Payne 
Palmer,  Dr.  B.  L.  Snyder  and  Dr.  C.  B.  Warren- 
burg  of  Phoenix.  Present  also  were  Dr.  Frank 
J.  Milloy,  Secretary  of  the  Arizona  State  Medi- 
cal Association ; Mr.  Alan  Jackson,  Executive 
Secretary  of  the  Association,  and  Dr.  J.  P.  Ward, 
Superintendent  of  (he  State  Department  of 
Health. 

Dr.  Snyder  submitted  his  report  of  the  sub- 
committee on  Tuberculosis,  with  recommenda- 
tions to  the  Professional  Board  of  the  Arizona 
State  Medical  Association.  These  recommenda- 
tions included  the  establishment  of  a surgical 
room  at  the  State  Welfare  Santaorium,  proper- 
ly equipped  with  necessary  facilities ; an  increase 
of  from  100  to  200  beds,  improvement  of  physi- 
cal plant  to  provide  more  adequate  bathrooms, 
sterilizing  equipment,  utility  rooms  and  the  like ; 
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a resident  physician  should  be  added  to  the  staff  ; 
adequate  nursing  services  should  be  provided ; 
protection  of  personnel  and  patients  should  be 
considered,  including  the  cleaning  of  contam- 
inated areas,  teaching  facilities  for  ambulatory 
patients,  strengthening  of  patient  education  pro- 
gram, professional  libraries  and  adequate  quar- 
ters for  professional  and  non-professional  per- 
sonnel. Dr.  Snyder  recommended  that  the  Board 
support  proposed  legislation  to  come  before  the 
5th  special  session  of  the  current  legislature  re- 
garding the  appropriation  of  $42,000  for  the 
creation  of  a surgery  room  at  the  hospital.  The 
Board  moved  to  inform  the  Council  of  the  As- 
sociation of  its  approval  of  the  measure  so  that 
the  Council  might  take  positive  action  in  sup- 
port of  the  measure. 

The  sub-committee  indicated  its  accord  with 
the  program  of  developing  a tuberculosis  service 
for  the  patients  at  the  Arizona  State  Hospital. 
Here  the  patients  having  active  Tuberculosis 
have  been  segregated.  All  cases  are  to  be  re- 
viewed for  possible  therapy.  All  patients  except 
the  seriously  disturbed  have  been  x-rayed,  and 
all  new  cases  to  the  hospital  will  he  routinely 
x-rayed. 
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The  sub-committee  further  suggested  that  the 
medical  profession  should  cooperate  very  close- 
ly with  the  Veterans  Administration  in  the  con- 
trol of  Tuberculosis,  especially  where  veterans 
have  left  administration  hospitals  before  treat- 
ment is  completed  or  have  gone  A.  W.  0.  L. 

The  final  recommendation  of  the  sub-commit- 
tee was  that  the  Board  and  the  Council  support 
the  proposed  legislation  in  the  5th  special  ses- 
sion dealing  with  the  Hill-Burton  bill.  The  Hill- 
Burton  bill  would  allow  the  proper  authorities 
in  the  state  to  draw  from  the  Federal  Govern- 
ment as  much  as  $450,000  a year  for  the  next 
five  years  for  the  construction  of  much-needed 
hospital  facilities  in  the  various  communities  of 
the  state.  In  order  to  be  eligible  for  this  money 
the  state  must  first  make  a survey  of  the  exist- 
ing facilities  and  its  actual  needs  in  the  future. 
To  make  the  survey  a sum  of  $30,000  would  be 
required.  Arizona  is  the  only  state  except  one 
which  has  not  made  the  survey  and  become 
eligible  for  these  funds.  If  Arizona  does  not 
make  the  appropriation  at  this  time,  it  will  lose 
out,  for  the  opportunity  expires  in  June  of 
1948.  The  Board  voted  to  support  this  legisla- 


tion and  to  make  its  intention  known  lo  the 
Council. 

Other  items  relative  to  Tuberculosis  were  dis- 
cussed. It  was  voted,  with  J >r.  Ward  asking  for 
such  recommendations,  that  an  adequate  pro- 
gram for  the  detection  of  tuberculosis  in  chil- 
dren would  be  to  have  the  local  community  tu- 
berculin-test each  child  between  the  ages  of  12 
and  16,  and  then  have  the  state  follow  through 
with  its  program  of  chest  x-rays  on  these  same 
children.  Only  those  children  under  12  whose 
parents  or  physician  specifically  requested  a tu- 
berculin test  or  x-ray  would  be  so  served. 

The  subject  of  maternal  and  child  health  was 
discussed,  with  particular  reference  to  crippled 
children.  Dr.  Warrenburg  is  the  chairman  of 
the  sub-committee  on  Maternal  and  Child  Health. 
Dr.  Ward,  of  the  State  Department  of  Health, 
pointed  out  a distinct  need  for  an  administra- 
tive director  of  the  Maternal  and  Child  Health 
division  of  the  State  Department  of  Health. 
The  Professional  Board  recommended  that  the 
State  appoint  a full-time  director  of  the  Ma- 
ternal and  Child  Health  division  at  a salary  com- 
mensurate with  the  position,  and  that  the  ap- 
pointment be  made  as  soon  as  possible. 
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The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

o 

The  second  is  a safe  and  dependable 
regulator. 

Biological  Products  Always  Ready 
for  Instant  Delivery 

Third,  proper  administering  apparatus 

that  is  efficient  in  operation  and  sturdy 
in  construction. 

© 

Fourth,  and  most  important,  all  persons 

Parke-Davis  Biolog:cal  Depot 

concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

© 

Mail  and  Long  Distance  Phone  Orders 

All  the  above  are  as  near  to  you  as  your 

Receive  Immediate  Attention 

telephone,  call  3-2149. 

• 

^McCrary’*  Jbrug  Co. 

Phone  4-4171 

Professional  Bui'ding  Phoenix 

Central  Ave.  at  McDowell 
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The  sub-committee  on  Cancer  Control  under 
the  chairmanship  of  Dr.  E.  Payne  Palmer,  Sr., 
reported  that  it  may  soon  be  instrumental  in  the 
setting  up  of  Cancer  Detection  Centers  in  Yuma 
and  Prescott.  The  fact  was  emphasized  that 
many  doctors  were  not  sufficiently  familiar  with 
the  programs  and  policies  of  the  agencies  con- 
cerned with  cancer  control.  It  Avas  recommend- 
ed that  the  central  office  of  the  Association  dis- 
seminate the  information  in  such  a way  as  to 
make  it  appealing  to  {he  doctors  as  well  as  prop- 
erly informative. 

The  possibility  of  the  establishment  of  a men- 
tal hygiene  clinic  in  Phoenix  was  discussed. 
The  State  Department  of  Health  expects  to  have 
some  funds  available,  perhaps  as  much  as  $20,000 
obtained  from  the  Federal  Government,  for  men- 
tal hygiene  activities. 

A return  to  the  subject  of  child  health  was 
made  with  the  special  mention  of  the  program 
recently  undertaken  by  the  Arizona  Society  for 
Crippled  Children  for  aid  to  children  with  im- 
paired hearing.  Mention  was  made  of  Mrs. 
Newton,  a specialist  in  speech  and  hearing,  em- 
ployed by  the  Society  and  the  program  she  has 
been  conducting.  The  board  expressed  a desire 


FREE  DELIVERY 

Open  li  Department- 

Full  Line  of  All  11  Items 

• 

We  absolutely  guarantee  every  R filled 
as  written  and  priced  as  cheaply 
as  any  place  in  town. 

• 

POUND  S PHARMACY,  Inc. 

West  McDowell  at  Seventh  Avenue 
Phones  — 3-2888  - 3-9942 


to  have  more  details  on  the  program  and  to  lend 
its  support  when  it  acquired  further  information 
on  the  work  Mrs.  Newton  was  doing. 

The  Board  discussed  at  some  length  the  need 
for  acquainting  the  medical  profession  through- 
out, the  state  with  the  functions  and  facilities 
of  all  the  allied  private  and  public  agencies  ren- 
dering health  services  to  the  public.  The  Board 
as  a group  felt  that  the  manner  in  which  this 
type  of  information  was  distributed  should  be 
the  concern  of  the  central  office  and  the  Coun- 
cil, but  was  positive  in  its  attitude  that  the  in- 
formation should  be  made  available  as  soon  as 
possible.  Means  such  as  a bulletin  could  be  em- 
ployed, the  Journal  could  be  utilized,  or  a bro- 
chure prepared.  It  was  felt  that  the  same  gen- 
eral information  could  be  presented  with  vary- 
ing style  in  more  than  one  publication  so  that 
there  would  not  be  a tendency  for  the  profes- 
sion to  simply  scan  one  article  and  forget  its 
contents. 

The  meeting  was  adjourned  with  the  Board 
feeling  that  a great  deal  had  been  accomplished, 
but  that  there  were  a multitude  of  tasks  remain- 
ing for  the  board  to  tackle. 


Cooperating  with  the  Local 
Otologist  in  Audiometry  and 
Hearing  Correction 


Established  in  1935 


Mary  E.  Coles 

Fred  S.  Coles 

H.  Ashley  Ely 

William  L.  Fawcett 

425  Title  & Trust  Bldg.  139  S.  Scott  St. 

PHOENIX  TUCSON 
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DR.  MERRILL  HOLDS  DINNER  MEETING 

Dr.  Marriner  W.  Merrill,  chairman  of  the 
Health  Activities  Board  of  the  Arizona  State 
Medical  Association,  was  the  host  at  a dinner 
meeting  at  the  Westward  Ho  on  Friday  evening, 
January  30.  His  guests  included  Dr.  Preston 
Brown,  president  of  the  Association ; Dr.  Frank 
Milloy,  secretary  of  the  Association ; Mrs.  Olga 
Welch,  Public  Relations  Director  of  The  State 
Department  of  Social  Security  and  Welfare  and 
the  chairwoman  of  the  Health  Section  of  the 
Community  Council;  Dr.  H.  D.  Ketcherside, 
president  of  the  Maricopa  County  Medical  Soci- 
ety ; Mrs.  Erhardt,  secretary  of  the  State  Board 
of  Nurses  Examiners ; Dr.  Leslie  Kober,  Mari- 
copa County  Society  representative  to  the  Health 
Section  of  the  Community  Council ; 1 u\  W.  F. 
King,  representing  the  Maricopa  Dental  Society  ; 
Mr.  Guy  Hanner  of  Good  Samaritan  Hospital  ; 
Mr.  L.  Donald  Lau.  director  of  Blue  Cross-Blue 
Shield ; Mr.  Alan  S.  Jackson,  Executive  Secre- 
tary of  the  Arizona  Medical  Association,  and 
Mr.  H.  L.  Dunham  of  the  A7alley  Bank,  and  a 
member  of  the  Community  Council. 

The  purpose  of  this  dinner  meeting  was  to 


set  in  motion  the  development  of  a local  health 
council,  along  the  lines  outlined  by  the  Ameri- 
can Medical  Association.  This  council  would  be 
patterned  after  the  request  made  of  all  county 
societies  for  the  establishment  of  health  councils. 
The  consensus  of  opinion  at  the  dinner  meeting 
was  that  use  should  be  made  of  the  already  ex- 
isting facilities,  namely  the  resources  of  the 
Health  Section  of  the  Community  Council,  with 
certain  members  of  the  group  present  at  the  din- 
ner constituting  themselves  as  the  allied  profes- 
sional group  of  a local  health  council  which 
would  serve  in  an  advisory  capacity  to  the  Health 
Section  and  would  coordinate  its  activities  with 
those  of  the  Health  Section. 

Each  of  those  named  expressed  a desire  to  par- 
ticipate in  the  allied  group  and  to  carry  back 
to  the  agencies  they  represented  the  information 
gained  and  the  intent  of  the  meeting  as  outlined. 

Dr.  King  was  named  to  represent  the  dental 
profession.  Mrs.  Erhardt  was  asked  to  represent: 
the  nurses.  Mr.  Hanner  was  asked  to  be  the  hos- 
pital representative,  and  Dr.  Kober  was  named 
to  represent  the  medical  profession. 


Maternal  and  Child  Health  Services 


AVAILABLE  UNDER  THE  ARIZONA 
STATE  DEPARTMENT  OF  HEALTH  AND 
COUNTY  HEALTH  DEPARTMENTS 

This  is  the  first  intallment  of  information  con- 
cerning the  allied  health  agencies. 

It  is  the  intent  of  the  office  to  present  a sum- 
mary, in  each  issue  of  the  journal,  of  the  various 
health  agencies  which  stand  ready  to  assist  the 
medical  profession  in  community  health  prob- 
lems. 

The  first  installment  is  contributed  by  the  Ari- 
zona State  Department  of  Health  and  deals  with 
the  Maternal  and  Child  Health  Division. 

In  future  issues  further  activities  of  the  Health 
Department  will  be  outlined,  and  details  concern- 
ing the  activities  of  other  agencies  will  be  pub- 
lished. 


Prenatal  and  postpartal  clinics  and  medi- 
cal conferences  for  well  infants  and  pre-school 
children  are  conducted  under  the  auspices  of 
the  local  health  departments.  Prenatal  and  post- 
partal clinics  are  available  in  Cochise,  Maricopa, 
Pima  and  Yuma  counties  and  child  health  con- 
ferences in  Cochise,  Maricopa,  Pima,  Santa  Cruz 
and  Yuma  counties.  Medical  service  for  the 
clinics  and  conferences  is  provided  by  health  de- 
partment personnel  in  Pima  County  and  in  the 
other  counties  by  local  physicians  employed  by 
the  State  Department  of  Health  on  an  hourly 


fee  basis.  Nursing  service  is  provided  by  health 
department  personnel. 

A well  child  medical  conference  is  also  con- 
ducted in  Greenlee  County  through  the  coop- 
eration of  the  Morenci  School  and  the  State  de- 
partment of  health.  A local  physician  and  the 
school  nurse  serve  this  conference. 

Prenatal  and  Postnatal  Clinics 

Scope  and  content  of  services : Complete  med- 
ical examination  of  each  patient  on  initial  visit. 
Blood  test  for  syphilis  and  hemoglobin  determin- 
ation on  first  visit.  Medical  supervision  with 
diet  instruction,  blood  pressure  reading,  urinal- 
ysis, weight  at  regular  intervals  varying  from 
every  month  early  in  pregnancy  to  weekly  late 
in  pregnancy.  Pelvic  examination  at  six  weeks 
postpartum.  Public  health  nursing  service  is 
available  for  conferences  with  prenatal  and  post- 
natal patients  to  supplement  medical  supervision 
and  instruction. 

Child  Health  MecVcal  Conferences 

Scope  and  content  of  services:  Complete 

physical  examination  of  each  patieiU  on  first 
visit  and  continued  medical  supervision  with 
special  emphasis  on  diet  instructions,  evalua- 
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tion  of  growth  and  development,  analysis  of 
behavior  variations  from  normal,  and  provision 
of  immunization  against  small  pox,  diphtheria 
and  pertussis.  Public  health  nursing  service  is 
available  for  conferences  with  mother  to  supple- 
ment medical  supervision  and  instruction. 
Nursing  Service  in  the  Home 

Public  health  nursing  service  is  available  in 
the  home  when  indicated  to  patients  registered 
in  health  department  conferences,  or  on  request 
to  patients  under  the  care  of  private  physician. 
Specific  services  rendered  in  the  home  are : 

1.  Instruction  and  guidance  in  prenatal  and 
postnatal  hygiene. 

2.  Interpretation  of  the  physical  and  psycho- 
logical needs  of  normal  infants  and  pre- 
school children. 

3.  Preparation  for  delivery  when  a home  de- 
livery is  planned  and  plans  for  care  of 
mother  and  infant  following  delivery. 

4.  Preparation  of  the  home  for  the  return  of 
mother  and  infant  following  a hospital 
delivery. 

5.  Demonstration  of  the  care  of  the  infant, 
preparation  of  formula  if  infant  is  not 
breast  fed. 

6.  Demonstration  of  the  care  of  children  who 
are  ill  and  treatments  ordered  by  physician. 

Nursing  service  is  also  available  in  tbe  home 
for  supervision  of  crippled  children  and  rheu- 
matic fever  patients  carried  under  the  Crippled 
Children’s  program  of  the  State  Department  of 
Social  Security  and  Welfare  or  under  the  care 
of  private  physician. 

Service  to  the  School  Age  Child 

Service  is  available  to  this  group  through  the 
health  department  in  Cochise,  Coconino,  Mari- 
copa, Santa  Cruz  and  Yuma  County. 

The  service  is  carried  on  in  the  school  and  in 
follow-up  visits  to  the  home  by  public  health 
nurses. 

The  nurses  assist  teachers  in  screening  for 
visual  defects,  in  recognizing  deviations  from 
the  normal,  and  in  selecting  children  for  medi- 
cal follow-up.  In  Pima  County  the  examinations 
are  done  by  health  department  physicians.  In 
the  other  counties  children  in  need  of  medical 
examinations  are  referred  to  private  physicians. 
When  the  family  is  unable  to  provide  medical 
care,  an  attempt  is  made  to  arrange  for  such 
service  through  community  agencies  and  clubs. 

Immunization  programs  are  carried  on  through 
the  schools  or  in  the  health  department  office. 


In  cooperation  with  the  Arizona  Society  for 
Crippled  Children,  hearing  programs  have  been 
started  in  Cochise  and  Coconino  Counties  and 
will  be  available  in  other  counties  later. 

A dental  program  for  kindergarten  and  first 
grade  pupils  will  be  available  in  the  near  future 
in  Cochise  County  through  the  cooperation  of 
the  state  and  county  health  departments,  and 
the  local  dentists. 

The  objective  of  the  program  is  to  provide 
complete  dental  treatment  services  for  the  pre- 
school and  first  grade  pupils. 

The  following  services  will  be  covered : 

1.  Examination  and  diagnosis. 

2.  Prophylaxis. 

3.  Restoration  of  carious  or  injured  teeth. 

4.  Pulp  treatment. 

5.  Treatment  of  gingivitis  and  mouth  infec- 
tions. 

6.  Extractions. 

Children  of  families  found  to  he  unable  to 
purchase  dental  care  will  be  referred  to  the 
dentist  of  their  choice  who  will  be  paid  by  the 
State  Department  of  Health  on  a fee  basis 
agreed  upon  by  the  dentists  of  the  county  and 
the  State  Department  of  Health. 

Since  July  1,  1947,  eligibility  for  Emergency 
Maternity  and  Infant  Care  for  the  wives  and 
infants  of  servicemen  in  the  first  four  pay 
grades  include: 

1.  The  completion  of  all  maternity  and  infant 
care  for  wives  or  infants  for  whom  initial 
care  was  authorized  prior  to  June  30,  1947. 

2.  Maternity  care  authorized  after  June  30. 
1947,  if  the  mother  was  eligible  under  the 
program  as  of  June  30,  1947,  even  though 
she  mav  apply  for  care  subsequent  to  that 
date. 

3.  Infant  care  authorized  after  June  30,  1947, 
if  the  mother  or  infant  was  eligible  for  care 
under  the  program  as  of  June  30,  1947. 
For  example,  if  the  wife  of  an  enlisted 
man  in  the  eligible  pay  grades  became 
pregnant  before  June  30,  1947,  she  would 
be  eligibe  to  apply  for  and  receive  services 
under  the  EMIC  program  until  6 weeks 
postpartum,  and  her  infant  would  be  elig- 
ible for  service  provided  under  the  pro- 
gram until  1 year  of  age. 

Educational 

A.  Group  instruction. 

1.  Motherhood  classes 

2.  Midwife  classes 
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B.  Literature  available  for  distribution 

1.  Prenatal  care 

2.  Infant  care 

3.  The  Child  from  One  to  Six 

C.  Films  in  the  field  of  maternal  and  child 
health  are  available  for  loan  from  the 
State  Department  of  Health  to  schools 
and  interested  groups. 

Consultation 

Consultation  is  available  from  the  Maternal 
and  Child  Health  division  of  the  State  Depart- 
ment of  Health,  to  schools  on  planning  school 
health  programs  and  nursing  procedures  and 
nursing  techniques  and  to  institutions  on  stand- 
ards for  facilities  and  care  of  maternity  patients, 
full  term  and  premature  infant,  and  pediatric 
patients. 


Serving  Arizona  Since  1867 


Tucson  Casa  Grande 


The  Phoenix  Maternity  Home 

Invites  the  Medical  Profession 
To  Inspect  Their  New  Quarters 
At  3301  N.  Central  Ave. 

★ 

Medical  Staff  Open  Irene  Karicofe,  Supt. 


SUNNYSLOPE  DRUG  STORE 

Ethical  Pharmacists 

A Complete  Line  of  Ampuls,  Biologicals, 
and  Prescription  Stock 

PURITY  ACCURACY 

N.  7th  Street  and  Dunlap 
Phone  5-2062  Sunnyslope,  Arizona 


directory 


ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1893 

642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX.  ARIZONA 


OFFICERS  AND  COUNCIL 


Preston  T.  Brown  President 

15  E.  Monroe,  Phoenix 

Harold  W.  Kohl— President  Elect 

1811  E.  Speedway,  Tucson 

Robert  E.  Hastings Vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy .Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount Treasurer 

Prescott 

James  R.  Moore Speaker  of  House 

15  E.  Monroe,  Phoenix 

Jesse  D.  Hamer Delegate  to  A M. A. 

15  E.  Monroe,  Phoenix 

O.  E.  Utzinger Alternate-Delegate 

Ray 

D.  F.  Harbridge Medical  Defense 

15  E.  Monroe,  Phoenix 

DISTRICT  COUNCILORS 

Robert  S.  Flinn... Central  District 

15  E.  Monroe,  Phoenix 

Arthur  C.  Carlson Northern  District 

Cottonwood 

Hal  W.  Rice _ Southern  District 

Bisbee 

COUNCILORS  AT  LARGE 

George  O.  Bassett Prescott 

W.  Paul  Holbrook Tucson 

Dan  L.  Mahoney Tucson 


COMMITTEES 

STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings.  Tucson;  Dr.  Ira  E.  Harris,  Miami; 
Dr.  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harold  W.  Kohl,  Tucson;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth,  Prescott;  Dr. 
Robert  E.  Hastings.  Tucson. 

MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  Clyne,  Tucson;  Dr.  Joseph  M.  Greer.  Phoenix. 

MEDICAL  DEFENSE:  Dr.  D F.  Harbridge,  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood;  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 
Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

PUBLIC  POLICY  & LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoe- 

nix; Dr.  Walter  Brazie.  K.ngman;  Dr.  H.  G.  Cogswell, 
Tucson. 

HISTORY  & OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bisbee; 
Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tucson. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  B.  S.  Hey  wood,  Holbrook; 
Dr.  E.  A.  Born,  Prescott;  Dr.  C.  B.  Warrenburg.  Phoenix; 
Dr.  E.  Payne  Palmer.  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson: 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W.  Merrill.  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D.  E.  Nelson,  Safford;  Dr.  John  D.  Hamer,  Tiger;  Dr.  Paul 
W.  McCracken,  Phoenix;  Dr.  H.  H.  Brainard,  Tucson;  Dr. 
Broda  O.  Barnes,  Kingman. 
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ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM 
GARDEN  GROVE,  CALIFORNIA 


fiMP  . . 

KJarden  Grove  Sanitarium 
is  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  t)oe 
sanitarium  one  of  choice  to  the  discriminating. 

Internal  Medicine 
Nervous  Disorders 
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is  vertical  fluoroscope  is,  more  often  than  not,  the 
[first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 
Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 
judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 
standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 

Let  your  local  Picker  representative  tell  you  about  the  many 
advantages  this  new  model  offers. 

built  like  a line  watch. ..to  give 
years  of  dependable  service 


Completely  enclosed 


Wide  travel  range 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 

BLAIR  SURGICAL  SUPPLY 

24-28  East  Broadway,  Tucson,  Arizona  20  East  Monroe,  Phoenix,  Arizona 


One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


114 


Arizona  Medicine 


March,  1948 


PHYSICIANS'  DIRECTORY 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

BERTRAM  L.  SNYDER,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

AND  DISEASES  OF  THE  CHEST 

1118  Professional  Building 

910  Professional  Bldg. 

Phone  4-1078 

Phone  4-2174 

Phoenix,  Arizona 

Phoenix,  Arizona 

MONROE  H.  GREEN,  M.  D. 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 

Diplomate  of  the  American  Board 

Diplomate  of  the  American  Board 

of  Internal  Medicine 

of  Internal  Medicine 

CARD  10- VASCULAR  and  CHEST  DISEASE 

ROBERT  H.  STEVENS,  M.  D. 

1 137  West  McDowell  Road 

INTERNAL  MEDICINE 
ALLERGY 

Phone  4-0489  - 3-4189 

1006  Prefessional  Bldg. 

Phoenix,  Arizona 

Phone  3-8907 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 


THE  BENSEMA  - SHOUN  CLINIC 

] 800  East  Speedway 
Tucson,  Arizona 


Special  Attention  to  CARDIOLOGY 


ARTHRITIS  AND  INTERNAL  MEDICINE 


Suite  910 
1 5 E.  Monroe  St. 


Phoenix 

Arizona 


Complete  Laboratory,  X-ray  and  Physical  Therapy 
Facilities  Available 


FRANK  J.  MILLOY,  M.  D. 

O.  J.  FARNESS,  M.  D.,  F.A.C.P. 

F.  A.  C.  P. 

721  North  Fourth  Ave. 

INTERNAL  MEDICINE 

Phone  7749 

611  Professional  Building 
Phone  4-2171 

Certified  by  the  American  Board  of 
Internal  Medicine 

Phoenix,  Arizona 

Tucson,  Arizona 

ALL  MEMBERS  INVITED  TO  CANCER  SOCIETY  LUNCHEON 

Dr.  E.  Payne  Palmer,  Sr.,  on  behalf  of  the  Arizona  Division  of  the  American  Cancer 
Society,  extends  a cordial  invitation  to  all  members  of  the  Arizona  State  Medical  As- 
sociation to  attend  a luncheon  at  12:00  Noon,  May  18,  1948  in  the  Continental  Room  of 
Hotel  Westward  Ho,  honoring  Dr.  Charles  S.  Cameron,  Acting  Medical  and  Scientific 
Director  of  the  American  Cancer  Society  and  Dr.  E.  Cuyler  Hammond,  Director,  Sta- 
tistical Research  Department  of  the  American  Cancer  Society. 

The  Cancer  Society  hopes  that  all  physicians  will  attend  as  its  guests.  Please  make 
your  reservations  not  later  than  May  tenth  through  Dr.  E.  Payne  Palmer,  Sr.,  Chair- 
man of  the  Executive  Board  of  the  Arizona  Division  of  the  American  Cancer  Society, 
611  Professional  Building,  Phoenix,  Arizona. 
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INTERNAL  MEDICINE— (Cont'd.) 


STUART  SANGER,  M.  D. 

EVELYN  G.  WATKINS,  M.  D. 

1 23  S.  Stone  Avenue 

313  Valley  National  Bldg. 

Tucson,  Arizona 

Telephone  5178 
If  no  answer,  281 8 

Certified  by  American  Board 

Tucson,  Arizona 

of  Internal  Medicine 

HARRY  EDWARD  THOMPSON, 

M.  D.,  F.  A.  C.  P. 

435  N.  Tucson  Blvd. 

Tucson,  Arizona 
Telephone  7034  - 281  8 

INTERNAL  MEDICINE  AND 
RHEUMATIC  DISEASES 

Certified  by  American  Board  of  Internal  Medicine 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


CHILDREN'S  DISEASES 


TREVOR  G.  BROWNE,  M.  D. 

DISEASES  OF  CHILDREN 

Medical  Arts  Building 
543  East  McDowell  Road 
Phone  3-2901 
Phoenix,  Arizona 

MILTON  C.  F.  SEMOFF,  M.  D. 

2440  East  Sixth  Street 
Tucson,  Arizona 
Phone  5933 

Fellow  of  the 

American  Academy  of  Pediatrics 

CARL  A.  HOLMES,  M.  D. 

C.  MICHAEL  WITZBERGER,  M.  D. 

DISEASES  OF  INFANTS  and  CHILDREN 

Fellow  of  the  American  Academy 

of  Pediatrics 

1401  North  Seventh  Avenue 

Phone  4-9092 

522  N.  Tucson  Boulevard  Office  Phone  541  1 

! Phoenix,  Arizona 

TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 
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EYE,  EAR,  NOSE  and  THROAT 


WESLEY  G.  FORSTER,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

Medical  Arts  Building 
Ptione  3-1666 
Phoenix,  Arizona 

DENNIS  BERNSTEIN,  M.  D. 

OTOLARYNGOLOGY  AND 
PERORAL  ENDOSCOPY 
Certified  by  the 

American  Board  of  Otolaryngology 
415  East  Fifth  Street 

Telephones:  Office  6354  - Residence  1671 
TUCSON,  ARIZONA 

PHIL  H.  LOVELESS,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

DISEASES  AND  SURGERY  OF  THE  EYE 

1811  East  Speedway 

209  Medical  Arts  Building 
543  East  McDowell  Road 

Tucson,  Arizona 

Phone  2-3127  Phoenix,  Arizona 

Hours  by  appointment 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

Telephone  5584 

A.  HARRY  NEFFSON,  M.  D. 

EAR,  NOSE  AND  THROAT  AND 
BRONCHOSCOPY 

Certified  by  American  Board  of  Otolaryngology 

2510  East  Sixth  Street 
Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


ALLERGY 

Telephone  7505 

F.  B.  SHUTZBANK,  M.  D. 

MEMBER  OF  THE  AMERICAN 
ACADEMY  OF  ALLERGY 

4065  E.  Cooper  St.  Tucson,  Arizona 


E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

910  Profess;onal  Building 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


BERNARD  L.  MELTON,  M.  D.f 
F.  A.  C.  S. 

Diplcmate  of  American  Board  of  Ophthalmology 
Diplcmate  of  American  Board  of  Otolaryngology 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 
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PHYSICIANS  and  SURGEONS 


L.  D.  BECK,  M.  D.,  F.  A.  C.  S. 

1.  L.  GARRISON,  M.  D. 

D.  T.  MOATS,  M.  D. 

Physician  and  Surgeon 

PHYSICIAN  and  SURGEON 
1626  N.  Central  Phone  4-1620 

Office  Practice  Only 
GERIATRICS 

540  West  McKinley  St.  Phone  3-3001 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

S.  R.  CANIGLIA,  M.  D. 

CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

F.  A C.  S. 

PHYSICIAN  and  SURGEON 

General  Practice  with  Special  Attention  to 

543  East  McDowell  Road 

SURGERY  and  UROLOGY 

Phone  3-3641 

907  Professional  Bldg.  Phone  3-3193 

Phoenix,  Arizona 

Phoenix,  Arizona 

LUCILLE  M.  DAGRES,  M.  D. 

DELBERT  W.  HESS,  M.  D. 

GENERAL  PRACTICE 
210  Medical  Arts  6uilding 

General  Practice  of 
MEDICINE  AND  SURGERY 

543  East  McDowell  Road 

612  North  Fourth  Ave. 

Phone  4-5714 

Tucson,  Arizona 

Phoenix,  Arizona 

Phone  8788  Res.  8735 

J.  ALLEN  GINN,  Jr.,  M.  D. 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

General  Practice  with  Special  Attention  to 

write  to 

OBSTETRICS  and  GYNECOLOGY 

ARIZONA  MEDICINE 

1626  N.  Central  Avenue 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

LINCOLN 

MEMORIAL  HOSPITAL 

Specializing 

in  the  Treatment  of  Alcoholism 

Medical  Staff 

Referred  cases  only 

NILE  M.  ROBSON,  Supt. 

Casa  Grande,  Arizona 
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DERMATOLOGY 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Telephone  367  1 721  N.  Fourth  Ave. 

427  Heard  Bldg. 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS 


MAX  COSTIN,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
Phone  3366 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

614  N.  Fourth  Ave.  Tucson,  Arizona 


ORTHOPEDIC  SURGERY 


JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 


GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

GEORGE  L.  DIXON,  M.  D.,  F.A.C.S. 

LEO  L.  TUVESON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Practice  Limited  to 
ORTHOPAEDIC  SURGERY 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

800  North  First  Ave.  Telephone  2-2375 

2716  East  4th  Street  Telephone  4958 

PHOENIX,  ARIZONA 

TUCSON,  ARIZONA 

CLINIC 


BUTLER  CLINIC 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 


FRED  C.  JORDAN,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  PEDIATRICS 

1109  Professional  Building 
Phone  4-1379 
Phoenix,  Arizona 
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THOMAS  H.  BATE,  M.  D. 

Practice  Limited  to  Surgery 
Professional  Bldg.  Phone  4-3326 

Phoenix,  Arizona 

A.  1.  RAMENOFSKY,  M.  D. 

SURGERY  and  GYNECOLOGY 
39  West  Adams  Phone  3-1769 

Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

J.  B.  LITTLEFIELD,  M.  D.,  F.  A.  C.  S. 

2432  East  Sixth  St. 

Tucson,  Arizona 

Office  Phone  3245  Res.  Phone  8669 

Certified  by  the  American  Board 
of  Surgery 

LOUIS  P.  LUFTY,  M.  D. 

SURGERY  and  GYNECOLOGY 
301  West  McDowell  Rd  Phone  3 4200 

Phoenix,  Arizona 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

724  N.  Stone  Ave.  Phone  7411 

Tucson,  Arizona 

VICTOR  M.  GORE 

Diplomate  American  Board 
of  Surgery 

Phone  4500  123  Stone  St. 

TUCSON 

D.  E.  SCHELL,  M.  D. 

Practice  Limited  to 
PROCTOLOGY 

Phone  3432  721  N.  4th  Ave. 

TUPCSON 

NEUROLOGICAL  SURGERY 

NEUROLOGY  and  PSYCHIATRY 

JOHN  RAYMOND  GREEN,  M.  D. 

NEUROLOGICAL  SURGERY 

910  Professional  Building 
Telephone  4-2174 
Phoenix,  Arizona 

EDWARD  BLANK,  M.  D. 

PSYCHIATRY  AND  NEUROLOGY 

Telephone  2 2181  733  W.  McDowell  Road 

PHOENIX,  ARIZONA 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.  D. 

CHARLES  W.  SULT,  Jr.,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

ZACK  W.  SANDERS,  M.  D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

NEUROLOGY  AND  PSYCHIATRY 

Certified  by  American  Board  of 

710  Professional  Building 

Psychiatry  and  Neurology 

Phoenix,  Arizona 

PATHOLOGICAL  LABORATORIES 


PATHOLOGICAL  LABORATORIES 

G.  0.  HARTMAN,  M.  D. 

T21  No.  4th  Ave.  20  E.  Ochoa 

Phone  3671  Phone:  4779 

Tucson,  Arizona 


PATHOLOGICAL  LABORATORY 

507  Professional  Building 
Phoenix,  Arizona 

Telephone  3-4105 


UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 
F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

2448  East  Sixth  Street 
Tucson,  Arizona 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Tel.  4-3674  Phoenix 

Certified  by  American  Board 
of  Urology,  1937 

Phone  4864 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 
UROLOGY 

UROLOGY 

39  West  Adams  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 

RADIOLOGY 


PATHOLOGICAL  LABORATORY 

507  Professional  Building 
Phoenix,  Arizona 

W.  WARNER  WATKINS,  M.  D.,  Director 
R.  LEE  FOSTER,  M.  D.,  Radiologist 
DOUGLAS  D GAIN,  M.  D.,  Radiologist 
THOMAS  T.  FROST,  M.  D.,  Pathologist 

Telephone  3-4105 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 


125  West  Monroe  St. 
Phoenix 
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THEELIN: 


continuing 


Naturally  occurring 


THEELIN 


is  a naturally  occurring  estrogen.  It  is  well  tolerated  and 


can  be  administered  without  significant  side  reactions  or  untoward  effects. 


THEELIN  -s  a pUre  crystalline  estrogen.  Since  it  is  not  a mixture 
and  does  not  contain  extraneous  substances,  its  physiologic  effectiveness  is 
accurately  determined  by  weight. 

leadership 

in  estrogen  therapy 

THEELIN  js  a bighlij  potent  estrogen.  One  ten-thousandth  (0.0001) 
of  a milligram  is  equivalent  to  one  international  unit.  Because  of  THEELIN’s 
potency,  symptoms  of  the  menopause  and  other  estrogen-deficiency 
states  may  be  readily  and  effectively  relieved. 

THEELIIV  js  a dependable  estrogen.  It  has  stood  the  test  of  time. 

The  first  estrogenic  hormone  to  be  isolated  in  pure  crystalline  form  and  the 
first  to  assume  clinical  importance,  THEELIN  may  be  depended  on 
for  its  reliable  and  predictable  estrogenic  effects. 


THEELIN  is  available  as  theelin  aqueous  suspension  in  ampoules  of  1 mg.  ( 10,000  I.U.), 
2 mg.  ( 20,000  I.U. ) and  5 mg.  ( 50,000  I.U. ) , 

THEELIN  IN  oil  in  ampoules  of  0.1  mg.  (1000  I.U.),  0.2  mg.  (2000  I.U.), 

0.5  mg.  (5000  I.U.)  and  1 mg.  (10,000  I.U  ), 

steri-vial®  theelin  in  oil  in  vials  of  10  cc.,  each  cc.  containing  1 mg.  ( 10,000  I.U.);  and 
THEELIN  Vaginal  Suppositories,  containing  0.2  mg.  (2000  I.U.). 


C A Af 


’ARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


2 


Arizona  Medicine 


May,  1948 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


OlCAl  & 


HOW  MANY  LIKE  HIM 
ARE  YOUR  PATIENTS? 


FOR  EACH  OF  THEM 
7,500  HOGS  ARE  NEEDED 

It  takes  one  ounce  of  crystalline 
insulin  to  provide  40  units  per  day 
for  40  years.  To  make  one  ounce  of 
insulin,  the  pancreatic  glands  from 
7,500  hogs  or  1,500  cattle  are  needed. 
Insulin  and  other  glandular  medicinals 
are  available  to  your  patients  only 
because  the  meat  packers  of  America 
save  the  pancreatic  and  other  glands 
for  pharmaceutical  purposes.  Without 
an  adequate  livestock  population, 
serious  and  even  life  threatening  short- 
ages of  these  drugs  would  develop. 


AMERICAN  MEAT  INSTITUTE 


Main  Office.  Chicago  . . . Members  Throughout  The  United  States 


ARIZONA  MEDICINE 

MAY,  1948  Vol,  5,  No.  3 

Published  bi-monthly  by  Arizona  Medical  Association  at  142  South  Central  Avenue,  Phoenix,  Arizona.  Subscription  $1.50  per  year; 
single  copy  25  cents.  Entered  as  second  class  matter  March  1,  1921,  at  Postoffice  at  Phoenix,  Arizona,  act  of  March  3,  1879. 


QPRATT 


TICAL  CO. 


ANNOUNCEMENT 


w, 


E are  pleased  to  announce  that  on  April  26 
we  will  open  a new  office  in  Phoenix  at  105  EAST 
McDOWELL  ROAD.  From  this  convenient  location  we 
expect  to  be  in  a position  to  give  even  better  attention  and  optical  service 
to  you  and  your  pa.fients. 


21  WEST  MONROE  STREET  105  E.  McDOWELL 

Phone  4-3230  Phoenix,  Arizona  Phone  4-0434 


GYN  ERGEN..  .ergotamine  tartrate 

For  the  Effective  Treatment  of 

MIGRAINE 


DOSAGE : 0.5  cc.  intramuscularly  as  early  as  possible. 

In  resistant  cases  the  dosage  may  be  increased  to  1 cc. 

In  mild  attacks  2 to  6 tablets  praferably  sublingually — 
often  prove  effective. 

LITERATURE  ON  REQUEST 

SAN  DOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 
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Prom  the  day  that  powerful,  short-acting  Pentothal 
Sodium  was  first  introduced  hy  Ahhott  in  1934,  the 
index  of  reports  on  its  use  for  intravenous  anesthesia 
has  grown  rapidly.  Coining  from  every  corner  of  the 
glohe,  from  every  land  in  which  modern  surgery  is  prac- 
ticed, the  file  of  literature  on  Pentothal  Sodium  now 
lists  more  than  1070  reports,  90  of  which  were  published 
last  year.  This  worldwide  record — impressive  tribute 
to  an  anesthetic  developed  hy  a single  commercial  lab- 
oratory— covers  every  phase  of  the  use  of  Pentothal 
Sodium:  indications  and  contraindications,  advantages 
and  disadvantages,  techniques  of  administration  and 
precautions  to  be  observed.  With  such  a guide,  Pen- 
tothal Sodium  can  be  employed  for  intravenous  anes- 
thesia safely,  effectively  and  conveniently.  Interested  in 
more  information  about  this  product?  Just  drop  a line 
to  Abbott  Laboratories,  North  Chicago,  Illinois. 

FOR  INTRAVENOUS  ANESTHESIA 


Pentotharsodium 

(STERILE  THIOPENTAL  SODIUM,  ABBOTT) 


A NEW  MOTION  PICTURE  FILM  on  the  uses  and 
limitations  of  Pentothal  Sodium  anesthesia  in  ob- 
stetrical procedures  is  available  to  medical  groups. 
Write  to  Abbott  Laboratories,  North  Chicago,  III. 


ORAL  ESTROGEN 

ESTINYL 


( ethinyl  estradiol) 


“ specially  active  . . . giving 
extraordinarily  good  results 
by  oral  administration  . . 


IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 


Unrivaled  potency  permits  minute 
dosage — measured  in  hundredths 
of  a milligram — for  rapid 
alleviation  of  menopausal  distress 
and  other  estrogen-deficient  states. 
Rarity  of  side  reactions  is  noteworthy 
in  therapeutic  dosage.  Promotion  of 
a gratifying  sense  of  well-being  is  a 
conspicuous  feature  of  Estinyl  ther- 
apy. Low  cost  permits  the  prescription 
of  Estinyl*  to  any  office  patient  for 
potent,  highly  effective,  well-tolerated, 
oral  estrogen  therapy. 


DOSAGE: 

One  Estinyl  Tablet  of  0.02  mg. 
daily.  Severe  cases  two  to  three 
tablets  a day  or  0.05  mg.  as 
required;  the  dosage  being  re- 
duced as  symptoms  subside. 

ESTINYL  (ethinyl  estradiol) 
Tablets  of  0.02  mg.  (buff)  or 

0. 05  mg.  (pink),  in  bottles  of 
100,  250  and  1000.  Estinyl 
Liquid,  0.03  mg.  per  4 cc., 
bottles  of  4 and  16  oz. 

1.  Zondek,  H. : The  Diseases  of  The  Endoerine 
Clands,  ed.  4 (Second  English),  Baltimore, 
Williams  & Wilkins  Company,  1944,  p.  421. 


ESTINYL 
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Experience  is  the  Best  Teacher 


Camillo  Golgi  (1844-1926) 
proved  it  in  neurology 

Golgi  is  best  remembered  today  for  his  detailed  investi- 
gations of  the  finer  microscopic  structures  of  the  nervous 
system.  Golgi's  improved  methods  for  staining  nerve  cells 
and  fibres,  as  well  as  his  own  histologic 
experiences,  assisted  in  the  development 
of  the  clinical  study  of  neurology. 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  N.  C. 


Experience  is  the  best  teacher  in  cigarettes,  too! 

With  millions  of  smokers  who  have  tried  and  compared 
different  brands  of  cigarettes,  Camels  are  the  “choice  of 
experience.”  Try  Camels!  See  how  your  taste  welcomes 
t he  rich  flavor  of  Camel's  choice,  properly  aged,  expertly 
blended  tobaccos.  See  if  your  throat  doesn't  find  Camel’s 
cool  mildness  mighty  pleasing. 

Yes!  Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 


According  to  a Xntiontride  survey: 

Jtfore  Doctors  Smoke  f l %A¥PJBjS 

than  any  other  eiyarette 

Three  leading  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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SPRAY  DRIED 

LACTOGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

MILK  FAT 
LACTOSE 

Reinforced  with  IRON 


EVAPORATED 


DEXTROGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

DEXTRINS  • MALTOSE 
DEXTROSE 


No  advertising 


Reinforced  with  IRON 
or  feeding  directions  except  to  physicians 


ACIDIFIED  • SPRAY  DRIED 

PELARGON 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

GLUCOSE -SUCROSE 
STARCH 


l IRON 

Reinforced  with<  VITAMINS 
/ ABC&D 


NESTLE’S 

MILK  PRODUCTS,  IMC. 
155  East  44th  Street, 
New  York  17,  N.Y. 


^KTrEG-ILB  1 
PAT.  Off-  1 


Check  the  coupon  below  for  literature  and  samples  desired. 
LACTOGEN  [H|  DEXTROGEN  Q PELARGON  Q 


Dr.. 


Address- 


Cify. 


.Zone. 


.State. 


8 


Arizona  Medicine 


May,  194S 


DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Medical  Arts  Building,  543  E.  McDowell  Road,  Phoenix,  Arizona.  Phone  2-3114 


Have 
a Coke 


EYELID  DERMATITIS 

Frequent  symptom  of 
nail  lacquer  allergy 


AR-EX  HyPO-AlltRGtNIC  NAIL  POLISH 

In  clinical  tests  proved  SAFE  for  98%  / S EXCLUSIVELY  BY 

of  women  who  could  wear  no  other 
polish  used. 

At  last,  a nail  polish  for  your  allergic  patients. 

In  7 lustrous  shades.  Send  for  clinical  resume: , 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st.,  Chicago  7,  ill. 


AR-EX 

C&imTtci. 
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pleasurable 


Perhaps,  at  no  o the'  time  does  a woman  need  reassurance  so 

much  as  during  the  trying  period  of  the  meno- 
pause when  physical  and  emotional  instability 
threaten  her  feeling  of  security. 

Equanimity  of  spirit  and  body  may  often  be 
restored  with  " Premarin ."  This  naturally 
occurring,  orally  active  estrogen  offers 
many  advantages  but  undoubtedly  one  of 


the  most  gratifying  effects  of  therapy  is  the 
'sense  of  well-being " usually  expressed  by 
the  patient. ..the  "plus"  in  " Premarin " which 
gives  the  woman  in  the  climacterium  a new 
lease  on  pleasurable  living. 

To  adapt  estrogen  treatment  to  the  individual  needs 
of  the  patient  three  " Premarin " dosage  forms  are 
\M  available:  tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.; 
also  liquid  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
" Premarin other  equine  estrogens. . .estradiol,  equilin, 
equilenin,  hippulin . . .are  probably  also  present  in  varying 
amounts  as  wafer  soluble  conjugates , 


CONJUGATED  ESTROGENS  (equine) 


living 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  ( 3 ) when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365j 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor-- 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem” 
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PENDULOUS 


VISCERA  IN  OBESE  WOMAN  PLATE  LXXIII  FROM  CAMP 
ANATOMICAL  STUDIES  FOR  PHYSICIANS  AND  SURGEONS 

The  adjustment  of  the  Camp  Support  lays  a foundation  about  the 

major  portion  of  the  pelvic  girdle.  From  this  foundation,  the  upright 
sections  of  the  support  hold  the  load  up  and  back  and  give 

excellent  support  to  the  lumbar  and  lower  dorsal  regions. 
The  holding  of  the  load  furnishes  not  only  relief  to  the  spine 

but  also  lessens  the  drag  of  the  viscera  upon  the  diaphragm. 


ABDOMEN 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan  • World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  CHICAGO  • NEW  YORK  • WINDSOR,  ONTARIO  • LONDON,  ENGLAND 
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"the  substance 
from  which 
they  obtain  the 
greatest  comfort ” 


“Some  patients  are  relieved  of 
hot  flushes  by  synthetic  drugs, 
but  fail  to  obtain  quite  the  sense  of 
icell-being  they  experience  when  given 
natural  estrogens ; there  is  no  reason  to 
deny  these  patients  the  substance  from 
which  they  obtain  the  greatest  comfort.”* 1 


Amniotin,  Squibb  complex  of  nat- 
ural mixed  estrogens,  does  more  than 
relieve  climacteric  flushes  and  sweat- 
ing. The  patient  not  only  experiences 
a feeling  of  well-being,  but  increased 
strength  and  vigor  and  “a  greater 
sense  of  general  relief,  exclusive  of 
the  amelioration  of  hot  flashes.”2 
These  advantages,  long  attributed  to 
natural  estrogens,  are  attained  with 
Amniotin  therapy. 

Amniotin  is  well  tolerated.  It  is  read- 
ily metabolized  by  the  body,  and 


detoxified  by  the  liver.  Moreover, 
the  natural  estrogens  in  therapeutic 
doses  are  less  likely  to  induce  meno- 
pausal bleeding  or  hyperplasia  of 
the  endometrium.3 
Whether  symptoms  are  mild,  mod- 
erate or  severe,  oral  and  intramuscu- 
lar forms  of  Amniotin  in  a variety  of 
potencies  fulfill  every  need.  Capsule 
suppositories  are  also  available. 

BIBLIOGRAPHY: 

1.  Texas  State  J.  Med.  52:683  (Apr.)  1947. 

2.  ].  Clin.  Endo.  3:89  (Feb.)  1943. 

3.  J.A.M.A.  134:1141  (July  26)  1947. 


COMPLEX  OF  NATURAL  MIXED  ESTROGENS 


I 


B 


B 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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diets  that  are  usually  necessary  for  elderly 
patients.  It  is  axiomatic  that  advanced  age  and 
indig  ncy  frequently  go  hand  in  hand,  j 

Gerilac,  specifically  designed  for  the  aged,  is  a' 

fortified  powder  of  spray-dried  whole  milk  and 
skim  milk,  within  the  financial  reach  of  all.  At  a cost 
of  only  19c  a day,  one  reliquefied  pint  of  Gerilac 
provides  1/3  of  the  proteins,  a full  allowance  of  each  of 
the  necessary  vitamins*  and  minerals,  and  300 
calories  in  two  8-ounce  glasses  of  tasty  drink.  And 
remember,  Gerilac  is  economical  because  it 
doesn’t  have  to  be  mixed  with  milk. 

*as  recommended  by  the  National  Research  Council 


GERILAC 

the  pleasant  complete  nutritional 
supplement  for  the  aged 


Borden's  Prescription  Products  Division,  350  Madison  Avenue,  New  York  17,  N.  Y. 
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RS  OF  PROGRESS 


AND  NOW  FOR  THE  NEXT 

• t » 


FORTY 


9 a new  research  and  manu- 
facturing plant 

9 increased  research  grants 


added  research  personnel 


two  new  branch  offices 


shipping  warehouses 


# added  medical  service  rep- 
resentation 


9 a reaffirmed  pledge  to 
manufacture  the  best  in 
pharmaceuticals 


Progress  leaves  little  room  for  retro- 
spect. We  are  grateful  to  YOU— our 
friends  in  the  medical  profession. 

You  have  made  40  years  of 
progress  possible. 

We  have  appreciated  your  confidence 
in  the  past.  We  will  earn  YOUR 
CONTINUED  FAITH  in  our 
future. 

To  help  you  in  your  daily  practice- 
OUR  SOLE  PURPOSE. 


THE  SMITH-DORSEY  COMPANY 
LINCOLN,  NEBRASKA 

BRANCHES  AT  LOS  ANGELES  AND  DALLAS 


MANUFACTURERS  OF 

PURIFIED  SOLUTION  OF  UVER-DORSEY 
SOLUTION  OF  ESTROGENIC  SU8STANCES-DORSEY 
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THIS  SUGGESTION 
MAY  BE  OF  VALUE  FOR  YOUR 
THROAT  PATIENTS: 


When  cigarette  smoking  is  a factor  in  throat  irritation, 
many  leading  nose  and  throat  specialists  suggest* 
to  their  patients  a choice  of  3 alternatives: 

1 .  Stop  Smoking, 

2.  Smoke  less, 

3.  Change  to  Philip  Morris! 

• Philip  Morris  is  the  only  cigarette  proved  definitely  and  measurably 
less  irritating!**  Perhaps  you  too  will  find  it  worth  while  to  suggest 
" Change  to  Philip  Morris/'.  . . by  far  the  wisest  choice 
for  everyone  who  smokes. 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


DO  YOU  SMOKE  A PIPE?  We  suggest  an  unusually  fine 
blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Co mpletely  documented  evidence  on  file. 

**May  we  send  you  copies  of  these  published  studies: 

Laryngoscope , Feb.  1935,  Vo  I.  XLV,  No.  2,  I49-J54;  Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60 
Broc.  Soc.  Exp.  Biol,  and  Med.  1934,  32-241  N.  Y.  State  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II,  590-592. 
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. , „ on  one  page 


The  Book  of  Life 


" Each  person  in  the  world  creates  a Book 
of  Life.  This  book  starts  with  birth  and  ends 
with  death . . . has  many  pages  for  some  and 
js  but  a few  pages  in  length  for  others.”1 


A single  page  tells  the  life  story  of  those  infants  who  die  within  the 
first  30  days  after  birth.  It  is  during  this  fatal  first  month  that  62.1% 
of  all  infant  mortality  occurs  — an  increase  of  almost  10%  in  the  past 
20  years.  There  is  urgent  need  then  to  utilize  every  advantage  science 
offers  in  eliminating  the  hazards  of  neonatal  life.  A good  start  on  the 
right  feeding  can  do  much  to  minimize  the  gastrointestinal  hazards  of 
excessive  fermentation,  upset  digestion  and  diarrhea. 


'Dexin'  has  proved  an  excellent  "first  carbohydrate"  because  of  its  high 
dextrin  content.  It  (1)  resists  fermentation  by  the  usual  fhtestinal  or- 
ganisms; (2)  tends  to  hold  gas  formation,  distention  and  diarrhea  to  a 
minimum,  and  (3)  promotes  the  formation  of  soft,  flocculent,  easily  di- 
gested curds.  'Dexin'  does  make  a difference. 

I.  Dunn,  H.  L. : Am.  J.  Pub.  Health  36:1412  (Dec.)  1946. 


9 

HIGH  DEXTRIN  CARBOHYDRATE 

BRAND 

Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  Carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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Have  I got  good  news!  Hvnertussis  is  off  the 
short  sheet.  I can  talk  about  it  — and  what’s 
more  important,  you  can  get  it  when  you  need  it. 

Hypertussis,  our  concentrated  hyperimmune 
anti-pertussis  serum,  is  Cutter’s  specific  blood 
fraction  for  protection  of  the  non-immunized 
— or  treatment  of  youngsters  seriously  ill  with 
whooping  cough. 

Infants  are  hardest  hit  by  this  disease.  I read 
about  a typical  case  just  last  week  — 

This  baby  was  desperately  sick  when  first  seen 
— depleted  from  food  loss  and  the  exhaustion  of 
violent  coughing.  She  was  put  under  oxygen,  and 
although  it  looked  pretty  hopeless,  injections 
of  Hypertussis  were  given — with  remarkable 
results.  The  paroxysms  decreased  rapidly  and 
the  infant  began  to  respond  to  general  therapy. 

Cutter  fractionates  Hypertussis  from  the  serum 
of  hyperimmunized  human  donors.  Each  2.5  cc. 
vial  contains  the  therapeutic  equivalent  of  25  cc. 
hyperimmune  serum.  That  means  concentrated, 
potent  low  volume  dosage  — and  that  means 
easily  tolerated  injections  for  even  the  smallest 
infant. 

Just  in  case  you  think  I’m  too  prejudiced  — 
here  are  two  “quotes”  on  Hypertussis  from 
some  of  the  boys  who  know  their  clinical  facts. 

At  the  AM  A Section  on  Pediatrics,  an  outstand- 
ing paper  on  whooping  cough  serums  concluded 
with  this  statement:  “Our  results  suggest  that 
human  hyperimmune  serum  or  globulin  should 
be  used  in  the  treatment  of  all  infants  who  are 
seriously  ill  with  whooping  cough. ”(*) 

Another  study  on  the  use  of  Hypertussis  in  26 
uncomplicated  cases  reports:  “Results  of  treat- 
ment were  considered  excellent  in  14,  good  in  4, 
moderate  in  4,  and  equivocal  in  4.  No  patient 
became  worse  or  died.  Very  striking  was  the  fact 
that  no  patient  in  this  group  developed  pneumo- 
nia or  any  other  complication  of  pertussis...#/ 

If  you’d  like  to  read  the  complete  articles, 
write  for  reprints. 


/.  Kotin,  Fischer,  et  at.,  Am.  Jour.  Dis.  Child.  Sept.,  191,7 
Z.Braincrd,  Henry,  Jour.  Ped.  Jan.,  19!, 8 

CUTTER  LABORATORIES 
Berkeley  1,  California 


DISTRICT  NO.  1 

Arizona  state  nurses  Ass  n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES’  ASS'N) 

Nurses’  Professional  Registry 

2538  N.  lOTH  ST.  PHOENIX  4-4151 


ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  OENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  Indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOK  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200  000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 


400  First  National  Bank  Building 


Omaha  2,  Nebraska 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 


Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 
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For  More  Rapid  Desensitization  of  the  .Hay-Fever  Patient 


r~.~~ • 


PYRIBENZAMINE 

... 


The  prophylactic  administration  of  Pyribenzamine  hydro- 
chloride prior  to  a desensitizing  dose  of  allergen  has  proved 
successful  in  the  prevention  of  consiitutional  reactions.1  By 
using  Pyribenzamine  routinely  during  desensitization  therapy, 
it  is  possible  to  make  greater  increments  of  dosage,  thereby 
reducing  the  total  number  of  injections  required.2 

Likewise,  in  the  prophylaxis  and  treatment  of  allergic  reaction 
to  liver  extract,  penicillin,  the  sulfonamides  and  certain  other 
drugs,  Pyribenzamine  has  proved  efficacious.1-  3 

1.  Arbesman,  C.  E.  et  al.  Jl.  of  Allergy  17:275,  Sept.  1946. 

2.  Fuchs,  A.  M.  et  al.  Jl.  of  Allergy  18:385,  Nov.  1947. 

3.  Feinberg,  S.  M.  and  Friedlaender,  S.  Am.  J.  Med.  Sci.  213:58,  Jan.  1947. 


ISSUED:  Scored  tablets  50  mg.  • Elixir,  5 mg.  per  cc. 


PHA 


RMACEUTICAL 


PRODUCTS, 


INC.,  SUMMIT,  NEW  JERSEY 


2/13S4M 


PYRIBENZAMINE  (brand  of  tripelennamine)  • T.  M.  Reg.  U.  S.  Pat.  Off. 


20 


Arizona  Medicine; 


May,  194S 


ANGINA  PECTORIS 

and  other 
Manifestations  of 

CORONARY 

INSUFFICIENCY 


The  following  episodes  may  be  prevented 
by  appropriately  regulated  administra- 
tion of  a vasodilator  having  a sustained 
effect: 

FOR  THE  PERSON 

• who  is  compelled  to  stop  and  rest 
when  climbing  a flight  of  stairs. 

0 who  suffers  “indigestion”  and 
“gas”  on  exertion,  or  after  a heavy 
meal. 

0 who  is  stricken  with  precordial 
pain  on  unusual  exertion  or  emo- 
tion, or  when  exposed  to  cold. 

The  vasodilatation  produced  by  Ery- 
throl  Tetranitrate  Merck  begins  15  to 
20  minutes  after  administration,  and 
lasts  from  3 to  4 hours. 


It  is  generally  agreed  that  the  acute  attach  of  anginal  pain  is  most  readily  relieved  by  the  prompt  removal 
of  the  provocative  factor,  and  by  the  use  of  nitrites.  For  prophylactic  purposes — to  control  anticipated 
paroxysms — the  delayed  but  prolonged  action  of  erythrol  tetranitrate  is  effective.  Erythrol  tetranitrate, 
because  of  its  slower  and  more  prolonged  action,  is  also  considered  preferable  for  the  purpose  of  preventing 
nocturnal  attacks. 


ffcju/ice'/ 


MERCK  & CO.,  Inc. 


-jicce/itecl 


RAHWAY,  NEW  JERSEY 


ERYTHROL  TETRANITRATE 
MERCK 

(ERYTHRITYL  TETRANITRATE) 
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• J&j.?  • <Meds  “NITROFURAZONE . -Furacin ... 
possessing  bacteriostatic  and  bactericidal  properties  . . . effective  in  vitro  and  in  vivo  against  a variety  of 
gram  negative  and  gram  positive  bacteria  ...  is  useful  for  topical  application  in  the  prophylaxis  and  treatment 
of  superficial  mixed  infections  common  to  contaminated  wounds,  burns,  ulceration  and  certain  .diseases  of  the 
skin  . . . Variant  bacterial  strains  showing  induced  resistance  to  sulfathiazole,  penicillin  or  streptomycin  are 
as  susceptible  to  nitrofurazone  as  their  parent  strains  . . .”  Furacin  N.N.R.  is  available  in  the  form  of 
Furacin  Soluble  Dressing  containing  0.2  per  cent  Furacin.  This  preparation  is  indicated  for  topical  application 
in  the  prophylaxis  and  treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers, 
pyodermas  and  skin  grafts.  Literature  on  request.  £ at  0 N LABORATORIES,  INC. , NORWICH.  N.  Y.,- TORONTO,  CANADA 
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[SPECIALLY  DURING 


Following  recovery  from  severe  infec- 
tious disease,  acute  nutritional  defi- 
ciencies must  be  corrected  promptly  if 
maximum  speed  of  recovery  is  to  be 
attained.  The  nutrient  imbalance  which 
exists  during  this  period  usually  in- 
volves not  only  members  of  the  vitamin 
B complex,  but  also  proteins  as  well. 

The  delicious  food  drink  made  by 
mixing  Ovaltine  with  milk  is  a pleas- 
ant and  effective  means  of  increasing 
the  intake  of  virtually  all  essential  nu- 
trients. Easily  digested  and  of  low 
curd  tension,  it  does  not  impose  an 


undue  digestive  burden,  and  is  fre- 
quently acceptable  when  other  foods 
are  refused.  Three  glassfuls  daily  sup- 
ply significant  amounts  of  B complex 
and  other  vitamins  including  ascorbic 
acid,  biologically  adequate  protein, 
readily  digested  fat  and  carbohydrate, 
and  the  important  minerals  copper, 
iron,  and  calcium.  This  dietary  sup- 
plement is  enjoyed  by  all  patients, 
young  and  old,  and  is  taken  without 
difficulty  in  recommended  amounts. 
Hence  it  might  well  be  included  rou- 
tinely in  the  dietary  of  convalescence. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm 

VITAMIN  Bi 

1.16  mg. 

FAT 

31.5  Gm 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE  . . . . 

64.8  Gm. 

NIACIN  

6.8  mg. 

CALCIUM  

1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  

0.94  Gm. 

VITAMIN  0 . 

417  I.U. 

IRON 

12.0  mg. 

COPPER  

0.50  mg. 

*Based  on 

average 

reported  values  for  milk. 
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to  help  vanquish  depression  marked  by 
"morning  tiredness" 

Many  depressions  are  marked  by  morning  tiredness,  inertia,  lassitude 
and  retardation.  'Benzedrine’  Sulfate,  taken  on  awakening,  frequently 
helps  to  lift  the  patient  "over  the  hump”  of  the  early  hours. 
Benzedrine  Sulfate — where  it  shortens,  eases,  or  even  eliminates  the 
patient’s  struggle  with  depression — may  improve  the  tone  of  his  entire 
day.  While  not  always  effective,  Benzedrine  Sulfate  therapy  certainly 
merits  a fair  clinical  trial  in  depression  marked  by  morning  tiredness. 

Tablets  Capsules  Elixir 


Benzedrine*  Sulfate 


One  of  the  fundamental  drugs  in  medicine 


*T,M.REG.U.S.PAT.< 


\ FOR  RACEMIC  AMPHETAMINE  SULFATE,S.K.P. 
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The  advice  is  always  “SEE  YOUR  DOCTOR” 

To  an  audience  of  over  23  million  people,  in  LIFE  and  other 
national  magazines,  Parke,  Davis  & Co.  presents  the  message  shown 
below.  This  is  the  211th  advertisement  in  the  campaign  in  behalf 
of  the  medical  profession,  published  continuously  since  1928. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Mich. 


Some  things  you  should  know  about  reducing  your  weight 


No.  211  in  a series  of  messages  from  Parke,  Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


m 

i is  mi  aicepted  medical  fact  that  excess 
■ weight  (.in  impair  your  health  and  effi- 
ciency. and  possibly  shorten  your  life 

One  person's  proper  weight  may  be  quite 
dillci  cnt  liom  another's,  however— even  though 
their  height  and  age  are  approximately  the 
same  A large-boned,  muscular  person,  for  in- 
stance. should  weigh  considerably  more  than  a 
small  boned  person  of  the  same  height  and  age. 

How  in  tit  h you  should  weigh  is  something 
to  leave  up  to  your  doctor.  Only  your  doctor 
can  accurately  judge  whether  your  weight  is 
within  normal  limits,  or  whether  a loss  or  gain 
in  weight  is  medically  advisable. 

II  your  doctor  tells  you  that  you  weigh  more 
Ilian  you  should,  it's  pest  good  sense  to  do 
something  about  it  under  Ins  supervision. 
To  under  lake  a weight-reducing  program 
without  proper  medical  guidance  is  a foolish, 
and  oiled  dangerous,  thing  to  do. 

It  would  be  pleasant  if  there  were  some 
simple  pill  which  would  automatically  and 
safely  reduce  your  weight  with  no  effort  on 
your  pan.  Unfortunately,  no  such  remedy  ex- 
ists. So-called  "reducing  pills,"  taken  without 
a physician's  advice,  arc  usually  valueless  and 
may  be  dangerous, 

One  type  of  pill,  for  instance,  will  cause 
you  to  lose  weight  — but  only  for  a day  or 
two!  Its  action  is  to  remove  water  from  body 
(issues,  thus  lowering  your  weight.  But  as  soon 
as  the  water  is  replaced,  the  extra  pounds 
are  back  again. 

Another  thing  to  beware  of.  in  an  effort  to 
lose  weight,  is  any  sort  of  faddist  diet 

A liquid  diet  may  often  be  just  as  fattening 
as  a normal  one  A diet  which  concentrates 
on  a particular  food,  and  excludes  most  other 
foods,  may  deprive  you  of  nutritive  elements 
essential  to  the  maintenance  of  good  health. 


See  Your  Doctor,  l.et  him  decide  whether 
you  should  lose  weight,  how  much  you  should 
lose,  and  how  quickly.  Let  him  tell  you  how 
you  can  do  it  without  starving  yourself,  with- 
out risking  your  health.  He  can  recommend  a 


well-balanced  diet.  He  can  advise  you  about 
exercise.  If  he  thinks  medication  w ill  be  help- 
ful in  your  case,  follow  his  instructions  about 
dosage  exactly.  H is  advice  is  the  only  advice  you 
can  trust  in  matters  that  concern  your  health. 


Makers  of  medicines  prescribed  by  physicians 


PARKE,  DAVIS  & CO. 


tejeorch  ontt  Manufacturing 
taborotanei,  Dei' oil  32,  MIA 


CO^r^mrt  nm.  *»»«*.  otvit  • cour*** 
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"Dyspepsia”  due  to  hyperchlorhydria  is  the 
most  common  of  all  gastric  disturbances.  . . By 
prescribing  Creamalin  for  the  control  of  hy- 
peracidity, the  physician  is  assured  of  prolonged 
antacid  action  without  the  danger  of  alkalosis 
or  acid  rebound.  Through  the  formation  of  a pro- 
tective coating  and  a mild  astringent  effect, 
nonabsorbable  Creamalin  soothes  the  irritated 
gastric  mucosa.  Thus  it  rapidly  relieves 
gastric  pain  and  heartburn. 


Ireamalin 

Brand  of  aluminum  hydroxide  gel 

LIQUID  IN  8 OZ„  12  OZ.,  AND  1 PINT  BOTTLES 


CREAMALIN,  trademark  reg.  U.  S.  Pat.  Off.  & Canada 
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builds  husky  babies 


N-HI-4 


Protein  in  S-M-A  is  complete  and  adequate.  It  is  present  in  the  same  pro- 
portion as  in  breast  milk.  Protein  in  S-M-A  is  utilized  for  growth. 

llecause  the  fat  and  carbohydrate  in  S-M-A  are  perfectly  balanced 
(as  in  human  milk)  to  supply  necessary  energy,  the  protein  element  in 
the  formula  is  available  for  its  own  special  purpose — the  building  of  tissue. 
Thus  growth  factors  are  not  robbed  to  supply  caloric  requirements. 
S-M-A  closely  approximates  mother's  milk. 


The  S-M-A  formula  in  t veil  suited  to 
modification , as  the  physician  may 
wish,  for  special  feeding  problems. 


* * 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 


STAND 

FOR? 


YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAT 
BEARS  THE  NAME  REXALL. 


Samuel  Plimsoll  fought  bitterly  against  the 
overloading  of  merchant  ships  which  caused 
disasters  at  sea.  From  his  fight  came  this 
symbol.  It  sets  a limit  beyond  which  a ship 
may  not  be  burdened.  To  the  seaman,  this 
“Plimsoll  mark”  is  a symbol  of  safety  through 
rigid  control. 

Another  symbol  of  safety  through  rigid 
control  is  the  blue  and  white  symbol  of  Rexall. 
About  10,000  conveniently  located,  independ- 
ent drug  stores  display  the  familiar  Rexall 
sign.  It  is  your  assurance  of  reliable  pharma- 
ceuticals and  superior  pharmacal  skill  in  their 
compounding. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEAiV. 
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i*"  Not  all  little  acorns  into  great  oaks  grow. 

\ 

\ 

I 

4 Nor  do  all  little  children  reach  optimal  height. 


Nutritional  elements  absolutely  essential  to  optimal 
growth  and  function  are  today  available  in  convenient 
economical  forms.  Vitamins  D and  A — alone  or  com- 
bined with  other  growth  and  health  promoting  vitamins 
— are  provided  in  potencies  suited  to  supplementation, 
maintenance,  and  prophylaxis  through  infancy,  child- 
hood, adolescence,  and  adulthood,  for  as  long  as  growth 
and  life  persist. 


Upjohn 


fine  pharmaceuticals  since  1886 


Upjohn  Vitamins 
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THE  MANAGEMENT  OF  CHRONIC  BRONCHOPULMONARY 

SUPPURATION* 

PAUL  C.  SAMSON,  M.  D.,  F.  C.  C.  P. 


0 aklan d,  California 


T)ATIENTS  witth  chronic  bronchopulmonary 

suppuration  constitute  an  appreciable  per- 
centage of  the  practice  of  most  thoracic  spe- 
cialists. 

It  is  important  to  separate  the  various  types 
of  lesions  comprising  this  group,  i.  e.,  bronchi- 
ectasis, secondarily  infected  intra-pulmonary 
cyst,  chronic  abscess,  suppurative  pneumonitis, 
and  chronic  purulent  bronchitis,  so  that  therapy 
may  be  intelligently  planned.  Accurate  diagno- 
sis becomes  essential  since  many  more  of  these 
patients  than  formerly  are  being  considered  for 
surgical  intervention.  It  is  no  longer  tenable 
practice  to  diagnose  “chronic  bronchitis  mere- 
ly on  the  basis  of  cough  and  sputum.  Further 
investigation  is  demanded. 

Chronic  infection  means  the  formation  of  adult 
scar  tissue,  contraction  of  pulmonary  parenchy- 
ma, and  frequent  alterations  in  the  bronchi. 
Mixed  pyogenic  infections  and  mixed  types  of 
pathology  are  common.  Although  improvement 
can  be  hoped  for  on  a non-surgical  regimen,  cure 
is  difficult  if  not  impossible  unless  the  offending 
tissue  is  removed. 

Diagnostically,  the  history  and  physical  exam- 
ination, roentgenograms  with  and  without  lipi- 
odol  visualization,  and  the  bronchoscope  are  our 
main  stand-bys.  In  the  interest  of  brevity  I am 
assuming  that  appropriate  skin  tests  such  as  tu- 
berculin, coccidiodin  and  histoplasmin  have  been 
done  and  properly  interpreted ; also  that  sputum 
examinations  have  been  made  to  rule  out  specific 
infections. 

A carefully  taken  history  should  cover  cough, 
sputum,  wheezing,  hemoptysis,  exacerbations  of 
infection  (upper  respiratory  or  pneumonia),  tho- 

*  Presented  at  the  Annual  Meeting,  Arizona  Chapter.  Ameri- 
can College  of  Chest  Physicians,  Tucson,  Arizona,  May  6,  1947. 


racic  pain  or  pleurisy  and  dyspnea.  It  should 
be  remembered  that  many  patients  will  complain 
of  no  more  than  a “cigarette  cough.”  If  the 
patient  is  being  considered  for  surgical  interven- 
tion, the  amount  of  disability  as  demonstrated 
in  the  history  has  great  bearing  on  the  decision. 

The  physical  examination  may  or  may  not  be 
helpful.  A sunken  chest  and  hemithoracic  re- 
striction suggests  advanced  disease.  The  con- 
stancy and  type  of  rales  may  be  of  aid.  A per- 
sisting oral  wheeze  is  of  value  if  heard.  Club- 
bing of  the  fingers  should  be  looked  for.  Search 
for  other  foci  of  infection  should  be  made  and 
the  general  nutrition  and  cardiac  status  of  the 
patient  observed.  A postural  drainage  should 
be  performed  in  the  office. 

At  the  second  visit,  the  patient  should  bring 
in  a 24  hour  sample  of  sputum.  Sputum  cultures 
for  pyogenic  organisms  are  not  of  much  prac- 
tical value.  Personal  inspection  to  determine  the 
amount,  consistency  and  odor  of  the  sputum 
gives  more  information  than  knowledge  of  wheth- 
er a mixed  flora  of  bacteria  is  present.  The  lab- 
oratory tests  most  generally  helpful  are  a com- 
plete blood  count,  urinalysis  and  sedimentation 
rate. 

Fluoroscopy,  frontal  and  lateral  films  are  es- 
sential to  the  preliminary  interpretation  of 
pathology.  Other  projections  and  exposures  may 
be  needed  later.  Bronchograms  may  be  produc- 
ed at  this  time,  or  following  bronchoscopy.  In 
most  instances  I perform  a bronchoscopy  first 
and  follow  immediately  with  bronchograms. 
Other  physicians  prefer  to  do  bronchograms 
first.  If  the  patient  is  febrile  I do  not  instill 
lipiodol  until  the  infection  has  regressed. 

The  creation  of  a technically  excellent  roent- 
genogram is  an  art  which  too  few  physicians  are 
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capable  of,  or  give  sufficient  time  to  producing. 
It  is  a far  cry  from  the  mere  diagnostic  use  of 
lipiodol  to  the  meticulous  production  of  a bron- 
chogram  in  which  the  entire  bronchial  seg- 
mental anatomy  on  one  or  both  sides  is  outlined 
sufficiently  for  surgical  interpretation.  Unfor- 
tunately, fully  three-quarters  of  the  broncho- 
grams  which  are  sent  to  our  office  have  to  be  re- 
peated because  they  are  inadequate  (Figure  1). 
A brief  outline  follows,  covering  the  essentials  of 
a good  bronchogram. 

Anesthesia  must  be  adequate  and  extend  at 
least  to  the  carina.  If  the  bronchogram  is  done 
following  bronchoscopy  there  are  no  anesthetic 
problems.  It  is  a matter  of  personal  preference 
whether  one  uses  the  passive  method  or  an  in- 
tratracheal catheter.  In  almost  all  instances  I 
have  employed  the  former. 

The  patient  is  placed  in  the  lateral  recumbent 
position  with  the  affected  side  downward.  The 
neck  is  sharply  flexed  laterally  so  that  the  pyri- 
form fossae  are  horizontal.  The  tongue  is  pulled 
firmly  forward  and  from  5 to  10  cc.  of  unwarmed 
lipiodol  are  dripped  over  the  base  of  the  tongue 
by  means  of  a curved  metal  cannula.  The  pa- 
tient is  instructed  to  breathe  normally  with,  per- 
haps, slight  accentuation  on  inspiration.  In 
about  20  seconds  he  may  be  postured  by  raising 
to  his  elbows  or  to  his  hands  and  rolling  his 
chest  first  anteriorly,  then  posteriorly.  Fluoro- 
scopy is  then  done  and  it  can  be  readily  seen 
which  bronchial  segments  have  not  been  filled. 
An  additional  5 cc.  of  oil  may  be  injected  to  fill 
the  segments  not  visualized.  Bronchial  outlines 
are  of  more  importance  than  extensive  alveolar 
patterns.  The  latter  serve  only  to  obscure  the 
field  and  to  retain  the  oil  for  long  periods  of 
time.  The  prevention  of  a diffuse  alveolar  fill- 
ing is  based  on  adequate  anesthesia  to  obtund 
the  cough  and  the  use  of  small  amounts  of  un- 
warmed oil. 

For  correct  surgical  interpretation  an  entire 
one-sided  filling  should  be  done  at  the  first 
sitting  and  the  other  lung  mapped  out  at  a 
later  time.  Roentgenograms  should  be  taken 
in  the  postero-anterior,  the  oblique  and  lateral 
projections.  The  voltage  should  be  increased  so 
that  the  films  are  darker  than  usual.  When  the 
bulk  of  evidence  shows  the  disease  to  be  one- 
sided, films  may  be  taken  after  that  lung  has 
been  filled  and  a skeleton  filling  of  the  contralat- 
eral side  performed  immediately  afterwards.  In- 


cidentally lateral  projections  are  of  no  value  if 
both  sides  are  filled  at  the  same  time. 

The  bronchoscope  plays  an  essential  role  both 
in  diagnosis  and  in  treatment.  The  therapeutic 
results  of  bronchoscopy  will  be  discussed  below. 
Diagnostically,  unexpected  neoplasms  and  for- 
eign bodies  may  be  discovered.  The  status  of 
the  bronchial  mucosa  may  be  observed.  Inflam- 
matory and  scar  tissue  stenoses  may  be  diagnosed 
and  localization  of  pulmonary  segments  from 
which  purulent  sputum  is  coming  may  be  deter- 
mined. Observation  of  the  relative  amounts  of 
sputum  coming  from  each  side  is  extremely  im- 
portant in  cases  of  bilateral  disease.  On  frequent 
occasions  I prefer  to  do  bronchoscopies  while  the 
patient  is  coughing  up  blood.  This  may  be  the 
only  means  of  localizing  the  source  of  hemor- 
rhage. Relative  contraindications  to  broncho- 
scopy during  hemorrhage  are  the  presence  of  an 
intrapul monary  cavity  and  evidence  of  progres- 
sive parenchymal  necrosis. 

Therapeutically,  the  phases  of  treatment  may 
be  divided  into  the  general  care  of  the  patient, 
the  improvement  of  drainage,  the  use  of  chemo- 
therapy and  antibiotics,  and  surgery.  These 
phases  should  be  integrated ; usually  the  first 
three  are  carried  on  concomitantly.  The  concen- 
tration of  attack  depends  upon  the  illness  of  the 
patient. 

Under  general  care  of  the  patient  may  be  list- 
ed the  improvement  of  nutrition,  adequate  vita- 
min intake  and  treatment  of  other  foci  of  in- 
fection. I have  been  impressed  with  the  fre- 
quency of  secondary  anemias.  Iron  and  liver 
mixtures  may  be  used  but  if  the  hemoglobin  is 
70  per  cent  or  below,  transfusions  are  given. 

In  common  with  chronic  suppuration  else- 
where in  the  body  the  patient  may  be  improved 
considerably  if  not  cured  by  establishing  ade- 
quate drainage.  In  the  lungs  this  means  primar- 
ily improvement  of  bronchial  i.  e.,  “internal” 
drainage.  The  best  means  is  by  a combination 
of  postural  drainage  and  one  or  more  broncho- 
scopic  aspirations.  The  type  of  postural  drain- 
age to  be  used  depends  upon  the  illness  of  the 
patient  and  upon  the  location  of  his  disease. 
For  basal  infections,  the  patient  should  hang 
down  almost  perpendicularly  from  his  hips  over 
a table  or  bed.  The  hands  or  elbows  should  rest 
on  the  floor  and  the  patient  encouraged  to  cough 
and  raise  while  in  this  position.  This  should  be 
repeated  from  four  to  six  times  during  the  day 
for  not  more  than  one  or  two  minutes  at  a time. 
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In  the  presence  of  upper  and  middle  lobar  lesions 
the  patient  frequently  can  tell  what  position 
makes  him  cough  the  most.  This  is  the  position 
which  should  be  assumed  for  his  postural  drain- 
age. With  ill,  febrile  patients  positioning  in  bed, 
with  the  foot  of  the  bed  elevated,  may  be  helpful. 

Bronchoscopy  remains  the  most  important  sin- 
gle factor  in  improving  internal  drainage.  It 
can  be  depended  upon  to  do  the  following  tasks : 
Remove  obstructing  inspissated  material  from 
the  main  and  secondary  bronchi ; elicit  selective 
cough ; and  shrink  congested,  edematous  mucosa. 
Bronchoscopy  is  a most  valuable  procedure  dur- 
ing acute  febrile  episodes  in  chronic  pulmonary 
suppuration.  The  majority  of  febrile  exacerba- 
tions are  due  to  bronchial  obstruction  and  re- 
tention of  secretions.  The  number  of  broncho- 
scopies which  should  be  done  depends  upon  the 
type  of  pathological  change,  upon  the  improve- 
ment following  one  or  two  bronchoscopies  and 
upon  whether  surgery  is  to  be  performed.  In 
selected  cases  of  the  bronchitides,  of  extensive 
bilateral  suppuration,  or  in  patients  whose  car- 
diorenal disease  contraindicates  surgery,  bron- 
choscopy may  be  used  indefinitely  at  stated  in- 
tervals to  aid  in  maintaining  adequate  drainage. 

In  my  experience  the  injection  of  medicated 
substances  through  the  bronchoscope  has  been 
disappointing,  nor  have  I been  impressed  with 
the  use  of  expectorant  drugs.  Carbon  dioxide 
inhalations  following  bronchoscopy  appear  to 
have  helped  in  some  instances. 

The  antibiotic  and  sulfa  drugs  are  valuable 
adjuncts  in  the  treatment  of  suppurative  pro- 
cesses but  the  effects  are  vitiated  if  drainage 
is  not  kept  adequate.  Their  greatest  value  ap- 
pears to  be  in  protecting  against  invasive  infec- 
tion. Penicillin  usually  has  been  administered 
by  the  intramuscular  and  aerosol  routes  at  the 
same  time.  R ported  studies  relating  to  bacterial 
sensitivity  in  vitro  have  been  most  helpful.  In 
private  practice  such  tests  have  not  been  econom- 
ically feasible.  In  the  treatment  of  pulmonary 
abscess  there  have  been  reports  tending  to  show 
that  a combination  of  sulfadiazine  and  penicillin 
is  better  than  either  drug  used  alone. 

In  the  great  majority  of  patients  clinical  im- 
provement has  resulted  from  the  establishment 
of  adequate  drainage  and  chemo-antibiotic  ther- 
apy. Often  there  has  been  little  roentgeno- 
graphic  change.  After  a primary  increase  the 
sputum  has  lessened  greatly  in  amount,  has  be- 


come less  purulent  and  if  originally  odorous,  lias 
become  non-offensive. 

Surgery 

The  surgery  of  chronic  bronchopulmonary 
suppuration  is  concerned  with  external  drainage 
and  pulmonary  resection. 

The  indications  for  external  drainage  are 
narrow.  From  a curative  standpoint  external 
drainage  is  limited  to  a small  number  of  chronic 
abscesses  in  which  the  parenchymal  distraction 
is  sharply  localized,  the  cavity  is  thin-walled, 
and  the  surrounding  lung  is  normal  and  without 
bronchiectasis.  Rarely,  palliation  may  be  gained 
by  cautery  drainage  of  areas  of  suppuration  or 
of  severely  infected  pulmonary  cysts  in  patients 
who  are  prohibitive  risks  for  resection.  Some 
patients  may  thereby  be  transformed  into  rea- 
sonable risks  for  lobectomy  or  pneumonectomy 
at  a later  time. 

Indications  for  pulmonary  resection  have 
widened  tremendously  during  the  past  seven 
years.  On  the  one  hand  we  are  performing  re- 
sections in  the  younger  age  group  for  lesser  de- 
grees of  bronchiectasis  with  fewer  symptoms  than 
formerly.  This  is  due  to  the  fact  that  we  have  a 
better  understanding  of  the  long-time  risk  and 
poor  expectancy  in  patients  in  the  teen  age  group 
and  younger,  whose  bronchiectasis  has  remained 
untreated  except  by  medical  means.  It  is  pos- 
sible that  “prophylactic”  resection  of  anatomic 
bronchiectasis  or  of  uninfected  pulmonary  cysts 
may  well  become  standard  practice  in  the  future. 
On  the  other  hand  we  are  performing  resections 
on  an  increasing  number  of  older  individuals 
and  patients  with  bilateral  disease.  Age  is  not 
the  deterrent  it  was  in  prior  years  although  we 
still  undertake  surgery  less  blythely  in  the  fifth 
and  sixth  decades  of  life  unless  the  disease  is 
crippling  and  can  be  eradicated  by  operation. 
In  spite  of  widened  indications  both  the  morbid- 
ity and  mortality  have  progressively  lessened. 

Several  factors  are  responsible  for  improved 
results,  perhaps  the  most  important  being  the 
standardization  of  individual  ligation  technique. 
A working  knowledge  of  lobar  segments  and  the 
more  recent  refinements  in  anatomic  segmental 
resection  have  added  further  benefits  in  the 
preservation  of  normal  lung.  Of  almost  equal 
importance  are  the  rapid  gains  in  anesthesiol- 
ogy, the  routine  use  of  adequate  blood  replace- 
ment, intensive  antibiotic  and  chemotherapy,  and 
a better  appreciation  of  the  value  of  a clear  air- 
way both  during  and  following  surgery. 
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Results  of  Surgery 

During  the  past  18  months  my  colleague,  Doc- 
tor David  Dugan,  and  1 have  completed  90  lobec- 
tomies for  suppurative  disease  on  82  patients. 
Four  additional  patients  underwent  total  pneu- 
monectomy for  bronchiectasis.  There  were  2 
empyemas  and  no  deaths  in  this  group  of  four. 
Doctor  Dugan  operated  on  many  of  these  patients 
while  Chief  of  the  Thoracic  Surgery  Section  at 
Fitzsimmons  General  Hospital. 

The  one  death  (1.1%  operative  mortality; 
1.2%  patient  mortality)  occurred  suddenly  on 
the  operating  table  and  followed  clamping  of 
the  lobar  bronchus.  The  eight  additional  opera- 
tions* were  performed  as  follows:  Five  patients 
had  bilateral  lobectomy ; three  patients  had  a 
second  lobectomy  on  the  left  for  residual  bron- 
chiectasis in  the  lingula.  Eleven  patients  in  this 
series  had  bilateral  bronchiectasis  All  of  the  six 
with  unilateral  resection  are  improved;  at  least 
three  of  these  eventually  will  have  a contralat- 
eral lobectomy.  Six  lobectomies  were  necessary 
because  of  irreversible  pulmonary  damage  and 
suppuration  following  trauma.  In  one,  severe 
blast  injury  precipitated  repeated  pulmonary 
hemorrhages;  bilateral  bronhciectasis  eventually 
was  discovered.  There  were  retained  metallic 
fragments  with  fibrosis  or  cystic  change  in  three, 
and  retained  fragments  of  wood  in  another. 

Anatomic  segmental  resection  has  been  per- 
formed 12  times  in  the  past  9 months.  There  is 
better  preservation  of  normal  lung  by  this  tech- 
nique but  the  postoperative  complications  un- 
doubtedly will  be  higher. 

Co  hi  plications 

All  three  empyemas  were  basal  and  respond- 
ed promptly  to  early  rib  resection  drainage.  Ex- 
cepting empyema  and  one  case  of  major  bron- 
chial fistula  with  incomplete  expansion  of  the 
remaining  lobe,  none  of  the  other  major  com- 


plications (lobar  atelectasis,  4;  contralateral 
pneumonitis,  1)  has  delayed  convalescence  for 
more  than  a few  days.  Excessive  bronchial  se- 
cretions, temporary  air-leaks  and  the  re-inform- 
ation of  fluid  following  removal  of  intrapleural 
drainage  tubes  have  not  been  listed  as  complica- 
tions but  are  often  associated  with  this  type  of 
surgery.  Under  the  conditions  of  private  care 
and  close  supervision  the  average  hospital  stay 
of  these  patients  has  been  from  12  to  14  days 
following  surgery. 

Postoperative  Care 

Careful  attention  to  detail  will  minimize  the 
number  of  major  complications.  The  main  ef- 
forts are  directed  at  rapid  re-expansion  of  the 
remaining  lobes  and  at  keeping  the  airway  free 
of  secretions.  Rapid  pulmonary  re-expansion 
will  reduce  the  number  of  empyemas.  The  main- 
tenance of  a clear  airway  will  minimize  the  pos- 
sibilities of  atelectasis  and  pneumonitis  and  will, 
likewise,  materially  reduce  the  number  of  major 
bronchial  fistulae.  Bronchoscopy  has  been  per- 
formed almost  routinely  at  the  end  of  surgery, 
and  catheter  aspirations  of  the  tracheobronchial 
tree  have  been  used  with  increasing  frequency 
during  the  first  three  or  four  postoperative  days. 

Oxygen  is  administered  for  at  least  24  hours. 
Preoperative  penicillin  is  continued  following 
surgery  and  the  fluid  intake  and  output  are 
watched  carefully.  Transfusions  are  given  if  t he 
hemoglobin  falls  below  70  per  cent. 

There  follows  a brief  discussion  of  the  several 
types  of  bronchopulmonary  infection  noted 
earlier  in  this  report. 

Chronic  Purulent  Bronchitis 

This  diagnosis  always  should  be  made  by  ex- 
clusion. The  term  includes  a heterogeneous 
group  of  bronchial  infections  in  patients  whose 
chief  complaint  is  irritating  productive  cough. 


Disease 

Number  of 
Operations 

Number  of 
Patients 

Empyema 

Other  major 
Complications 

Deaths 

Bronchiectasis 

66 

58 

3 

3 

1 

Infected  pulmonary 

cysts 

13 

13 

0 

2 

0 

Suppuration  due  to 
late  effects  of 

trauma 

6 

6 

0 

0 

0 

Chronic  abscess 

5 

5 

0 

1 

0 

Total 

90* 

82 

3 

6 

1 
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Dyspnea  is  often  a prominent  symptom.  Roent- 
genograms may  fail  to  reveal  sufficient  pathol- 
ogy to  account  for  the  symptoms. 

The  group  presents  no  surgical  indications. 
The  general  therapeutic  regimen  is  as  follows. 
The  patients  are  hospitalized  for  from  seven  to 
ten  days.  Following  bronchoscopy  the  patients 
are  carried  on  intensive  penicillin  therapy  by  the 
intramuscular  and  aerosol  routes.  Inadequacies 
in  nutrition,  in  the  blood  count  and  in  plasma 
protein  levels  are  corrected.  A second  broncho- 
scopy usually  is  performed  approximately  one 
week  later.  If  improvement  is  progressive  dur-. 
ing  the  hospital  sojourn  the  patients  continue 
on  aerosol  penicillin  for  approximately  four 
weeks  at  home.  Symptomatic  improvement  can 
be  almost  guaranteed.  In  some  cases  clinical 
cure  has  been  obtained.  Relapses  may  be  ex 
peeted  but  further  treatment  can  be  given  with 
success.  Patients  with  diffuse  bronchiectasis 
are  placed  on  the  same  regimen  (Figure  2). 


Figure  1.  The  type  of  bronchogram  frequently 
seen  which  is  diagnostic  of  bronchiectasis  but 
which  must  be  repeated  before  adequate  surgical 
interpretation  can  be  made.  This  patient’s  disease 
involved  the  right  lower  and  middle  lobes,  the 
left  lower  lobe  and  lingula  of  the  left  upper  lobe. 
Her  right  lower  and  middle  lobes  have  been 
resected.  Addendum.  Present  satisfactory  conval- 
escence from  contralateral  bi-sigmental  lobec- 
tomy: basal  segments,  left  lower  lobe  and  lingula, 
3-9-48. 


Figure  2.  Bronchogram,  frontal  projection.  Dif- 
fuse bronchiectasis  involving  at  least  five  lobes. 
(Anatomically  and  surgically  the  lingula  of  the 
left  upper  lobe  is  usually  considered  as  a separate 
lobe.)  No  surgical  indications.  This  is  a woman, 
aged  52,  who  had  productive  cough  for  six  years 
following  pneumonia.  Increasing  dyspnea  for 
six  months,  seriously  interfering  with  house 
work  and  exercise.  Cardiac  status  adequate, 
Treatment  as  outlined  in  text  with  marked  relief. 
The  dyspnea  has  disappeared;  cough  and  sputum 
are  negligible. 

Bronchiectasis 

Bronchiectasis  is  a chronic  disease  and  patho- 
logical changes  in  the  bronchi  and  lungs  are  per- 
manent. The  affection  may  be  diffuse  or  local- 
ized. The  treatment  of  a patient  with  diffuse 

bronchiectasis  has  been  outlined  above;  there 
are  no  surgical  indications.  When  the  disease  is 
segmental Iv  localized  to  one  or  two  lobes  on 
either  side  (Figure  3),  or  lias  involved  from  two 
to  three  lobes  bilaterally,  surgery  is  possible. 
Decision  for  resection  rests  upon  the  symptoms, 
(he  disability,  the  extent  of  the  disease  and  age 
of  the  patient.  Surgery  can  now  be  done  with 
fair  safety  in  bilateral  lesions  if  the  equivalent 
of  one  healthy  lobe  remains  on  each  side.*  In  bi- 
lateral bronchiectasis  the  amount  of  disease  may 
not  be  equal  on  the  two  sides.  It  is  common  ex- 
perience that  removal  of  the  more  involved  lobes 
or  segments  will  cause  sufficient  amelioration 
of  symptoms  to  counsel  indefinite  delay  in  con- 
tralateral surgery  (Figure  4). 
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Secondarily  Infected  Intrapulmonary  Cysts 
True  cystic  disease  of  the  lung  probably  is 
congenital  and  is  not  to  be  confused  with  ‘ ‘ cystic 
bronchiectasis.”  Such  intrapulmonary  cysts  have 
definite  fibrous  tisue  walls  and  are  lined  with 
respiratory-type  epithelium.  They  may  be  single 
or  multiple,  in  one  lobe  or  scattered.  In  general, 
they  are  asymptomatic  as  long  as  infection  does 
not  supervene.  Sooner  or  later,  however,  infec- 
tion develops  and  probably  never  completely 
clears  again  (Figure  5).  The  drainage  is  poor 
and  fluid  levels  are  frequent.  Lipiodol  almost 
never  flows  into  the  cysts.  External  drainage 
rarely  may  be  indicated  as  a life-saving  proce- 
dure but  must  be  entered  upon  with  the  full 
realization  that  resection  will  be  necesary  for 
cure.  In  most  cases  primary  lobectomy  is  indi- 
cated ( Figure  6). 

Chronic  Pulmonary  Abscess 
Abscesses  which  are  more  than  six  or  eight 
weeks  old  usually  will  show  the  pathological 
changes  of  chronicity.  In  most  instances  chronic 
abscess  is  a preventable  disease.  In  most  in- 
stances the  physician  allowing  its  development 


Figure  3.  Bronchogram,  right  lateral  projec- 
tion showing  excellent  technical  filling.  The  dor- 
sal (or  superior)  segment  of  the  right  lower  lobe 
is  normal.  It  is  slightly  distended  clue  to  contrac- 
tion and  fibrosis  in  the  bronchiectatic  basal  seg- 
ments. This  is  a male,  aged  27,  with  a four  years’ 


history  of  productive  cough  and  repeated  hemor- 
rhages. Basal  segmental  lobectomy  with  cure. 


Figure  4 - A. 

Figure  4.  A.  Bronchogram,  right  interior  ob- 
lique projection.  There  is  bronchiectasis  of  the 
left  lobe  including  the  inferior  branch  of  the  dor- 
sal segment,  and  of  the  lingula  (arrows).  Com- 
plete survey  showed  also  right  middle  lobar  bron- 
chiectasis. Left  lower  lobe  lobectomy  and  seg- 
mental resection  of  lingula. 


Figure  4 - B. 

B.  Frontal  projection,  four  months  following 
surgery.  The  patient  estimates  symptomatic  im- 
provement at  approximately  75  per  cent.  Resec- 
tion of  right  middle  lobe  probably  will  be  done. 
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while  the  patient  is  under  his  care  should  be 
criticised. 

Rarely,  improvement  in  drainage  plus  sulfa 
and/or  penicillin  therapy  may  lead  to  cure.  Im- 
provement should  be  prompt  and  progressive  or 
surgery  must  be  considered.  The  surgical  treat- 
ment may  be  either  external  drainage  or  pul- 
monary resection.  Before  the  type  of  surgery  is 
decided  upon  broncliograms  should  be  made  un- 
less one’s  hand  is  forced  by  an  acute,  spreading 
exacerbation  of  the  infection,  hemorrhage,  or 
rupture  of  the  abscess  into  the  pleural  cavity. 
External  drainage  may  be  successful  if  the  cav- 
ity wall  is  fairly  thin  and  if  no  bronchiectasis 
is  demonstrated.  External  drainage  will  fail  if 
parenchymal  fibrosis,  pneumonitis  or  bronchiec- 
tasis accompanies  the  abscess. 

In  most  chronic  pulmonary  abscesses,  primary 
pulmonary  resection  is  the  treatment  of  choice. 
Resection  may  still  be  performed  after  external 
drainage  has  been  tried  and  failed  (Figure  7). 
Lobectomy  or  pneumonectomy  is  possible  in  the 
face  of  an  open  sinus  although  the  liklihood  of 
postoperative  infection  is  increased.  The  sinus 
is  mobilized  en  bloc  down  to  the  ribs  by  sharp 
dissection  and  the  epithelialized  portion  excised. 
The  remaining  edge  is  inverted  over  a small  mer- 
thiolate  pack  and  the  skin  closed  solidly.  This 
area  is  then  sealed  off  from  the  rest  of  the  field 
by  means  of  sterile  rubber  dam  and  “Ace  Ad- 


Figure  5 - A. 

Figure  5.  A.  A male,  aged  16.  Known  asympto- 
matic intrapulmonary  cysts  for  at  least  five  years. 
Acute  fulminating  infection;  patient  in  critical 


condition  for  three  weeks.  Palliative  external 
drainage  was  considered  but  averted  by  broncho- 
scopic  aspirations  and  aerosol  penicillin. 


Figure  5 - B. 

B.  Bronchogram,  right  anterior  oblique  projec- 
tion, three  months  later.  The  inflammatory  re- 
action has  cleared  but  multiple  tension  cysts  re- 
main, unfilled  by  lipiodol.  Clinical  symptoms 
limited  to  slight  cough  and  expectoration. 


Figure  5 - C. 

C.  Roentgenogram  taken  15  weeks  following 
left  upper  lobe  lobectomy.  Excellent  technical 
and  clinical  result. 
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herent.  ” Instruments,  gowns  and  gloves  are 
discarded  and  the  chest  is  entered  through  a 
clean  incision. 

Chronic  Supp  1 1 rativ  e Pne  am o niti s 

This  condition  is  relatively  uncommon.  Ap- 
parently trauma  can  be  an  et.iologic  factor.  Usual- 
ly, chronic  pneumonitis  follows  a lobar  or  ex- 
tensive bronchopneumonia  which  has  failed  to 
resolve.  The  roentgen  studies  demonstrate  shad- 
ows generally  lobar  in  distribution.  No  bronchi- 
ectasis can  be  demonstrated  by  lipiodol  instil- 
lation. The  preliminary  treatment  is  aimed  at 
improving  drainage  and  reducing  infection.  In 
selected  cases  pulmonary  resection  may  be  in- 
dicated. 

SUMMARY 

Chronic  bronchopulmonary  suppuration  is 
frequently  encountered.  Accurate  diagnosis  of 
the  type  and  extent  of  disease  is  important  since 
many  more  patients  than  formerly  are  now  being 
considered  for  curative  resection  of  infected 
pulmonary  tissue. 

The  bronchoscope  is  a valuable  instrument 
both  for  diagnosis  and  therapy. 

Clinical  improvement  can  be  expected  in  many 
patients  not  suitable  for  surgery  by  the  com- 


Figure  6 - A. 

Figure  6.  A.  Large  intrapulmonary  cyst,  right 
lower  lobe,  in  a woman  of  45  who  had  productive 
cough  for  16  years;  more  recently  three  hemor- 
rhages and  repeated  bouts  of  chills  and  fever. 
Resection  of  right  lower  lobe. 


Figure  6 - B. 

B.  Operative  specimen.  The  multilocular  cyst 
was  lined  with  columnar  epithelium.  Resection 
is  the  only  therapy  which  has  the  slightest  chance 
of  curing  these  individuals. 


Figure  7 - A. 

Figure  7.  A.  This  23  year  old  Mexican  male 
developed  foul  expectoration  and  repeated  pul- 
monary hemorrhages  following  tonsillectomy. 
The  abscess  in  the  posterior  portion  of  the  right 
lower  lobe  was  drained  externally  six  months 
following  the  onset  of  illness.  Infection  in  the 
abscess  seemed  to  be  controlled  but  hemoptyses 
continued.  The  external  sinus  was  allowed  to 
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Figui’e  7 - C. 

C.  Sectioned  right  lower  lobe.  The  collapsed 
abscess  cavity  is  to  the  left.  The  failure  of  ex- 


ternal drainage  is  obvious  in  view  of  the  exten- 
sive bronchiectasis.  (Reprinted  from  Dis.  of  the 
Chest,  14:79  (Jan.-Feb.)  1948. 


close.  The  roentgenogram  shows  persisting 
patchy  infiltration  in  the  right  lower  lobe.  (Re- 
printed from  Diseases  of  the  Chest  14:79  (Jan.- 
Feb.)  1948. 


bined  use  of  bronchoscopic  aspirations,  postural 
drainage,  intensive  antibiotic  therapy  and  trans- 
fusions. 

Indications  for  surgical  resection  have  widened 
considerably,  in  spite  of  which  the  results  have 
been  steadily  improving.  The  factors'  concerned 
are  enumerated. 

Anatomic  segmental  resection  is  one  of  the 
newest  technical  refinements  which  promises 
greater  preservation  of  normal  pulmonary  tissue. 
It  has  been  employed  for  this  purpose  in  twelve 
patients  in  the  past  nine  months. 

A group  of  82  patients  in  whom  90  lobectomies 
have  been  performed  is  presented.  There  is  one 
death  in  this  series. 

Bronchiectasis,  secondarily  infected  intrapul- 
monarv  cysts,  chronic  pulmonary  abscess,  sup- 
purative pneumonitis  and  chronic  purulent  bron- 
chitis are  discussed  seriatim  and  definitive  ther- 
apy outlined. 

2938  McClure  Street 
Oakland,  9.  California 


Figure  7 - B. 

B.  Roentgen  status,  six  weeks  following  right 
lower  lobe  lobectomy.  The  patient  is  cured. 
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DIAGNOSIS  AND  TREATMENT  OF  BOWEL  OBSTRUCTIONS 

PHILIP  THOEEK,  M.  D.,  F.A.C.S. 

Chicago,  Illinois 


'"T"fIIE  problem  of  intestinal  obstruction  still 
continues  to  present  a diagnostic  and  thera- 
peutic challenge  to  all  who  come  in  contact  with 
it.  Despite  the  many  recent  advances  in  electro- 
lyte balance,  intestinal  siphonage,  caloric  require- 
ments and  surgical  technique,  the  mortality  con- 
tinues to  remain  high.  Any  plan  which  aids  in 
the  early  diagnosis  and  treatment  of  the  obstruct- 
ing lesion  helps  further  to  reduce  the  number 
of  fatalities.  Wangensteen,  ITaden,  Orr,  Coller 
and  many  others  have  contributed  monumental 
stepping  stones  which  enable  us  to  understand 
the  pathologic  physiology  of  this  condition. 

Intestinal  obstruction  is  a symptom  complex 
and  not  a disease,  hence  it  is  not  enough  to  make 
a diagnosis  of  just  “intestinal  obstruction.”  In 
attacking  this  problem  we  have  devised  a plan 
whereby  we  can  make  an  earlier  and  more  thor- 
ough diagnosis,  thus  enabling  proper  therapy  to 
be  instituted  more  rapidly.  To  correctly  diag- 
nose the  condition  it  is  necessary  to  ask  and  an- 
swer  the  following  four  questions : 

(1)  Is  this  an  intestinal  obstruction? 

(2)  Is  it  a large  or  small  bowel  obstruction? 

(3)  Is  it  strangulated  or  non-strangulated  ? 

(4)  Is  the  obstruction  complete  or  incomplete  ? 

In  answer  to  question  number  one  ‘ ‘ Is  this  an 

intestinal  obstruction?”,  we  expect  to  find  the 
obstructive  triad,  namely,  distention,  obstipation 
and  vomiting.  Even  though  the  triad  may  be 
present  wholly  or  in  part,  its  individual  parts 
call  for  clarification.  In  regard  to  distention, 
one  must  define  what  he  means  by  the  term. 
Since  we  have  no  standard  for  measuring  the 
distended  abdomen,  we  have  decided  to  utilize 
the  anatomic  relationship  of  the  umbilicus  to 
the  xiphoid  process.  We  believe  that  the  normal 
abdomen  is  scaphoid  and  not  flat,  hence  the  um- 
bilicus is  normally  placed  below  the  xiphoid. 
When  the  umbilicus  is  on  a level  with  the  xiphoid, 
the  abdomen  is  called  flat,  and  when  the  um- 
bilicus is  above  the  xiphoid,  the  abdomen  is  de- 
scribed as  being  distended.  Therefore,  when  the 
umbilicus  is  on  a level  with,  or  above  the  xiphoid, 
some  pathologic  condition  exists.  When  such  an 
abnormally  placed  umbilicus  is  found  we  Coil- 
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sider  the  differential  diagnosis  of  the  seven 
“P’s”,  namely,  Fat,  Feces,  Fluid,  Flatus,  Fetus, 
Fibroids  and  “Ph”antom  tumors.  In  almost 
every  case  one  of  the  “F’s”  has  been  found  to 
be  the  underlying  cause.  It  is  important  to  re- 
cord the  position  of  the  umbilicus  when  the  pa- 
tient enters  the  hospital,  and  to  re-check  this 
every  hour  thereafter.  If  the  umbilicus  is  below 
the  xiphoid  when  the  patient  is  first  seen,  and 
one  hour  later  is  found  on  a level  with  the 
xiphoid,  this  signifies  early  distention.  In  this 
way  we  can  avoid  the  development  of  a late  pre- 
terminal  distention  that  so  many  neglected  in- 
testinal obstructions  present.  Regarding  obsti- 
pation, we  know  that  the  average  intestinal  ob- 
struction passes  neither  feces  nor  flatus,  but  we 
also  recall  that  this  may  be  lacking  in  incomplete 
obstruction  as  for  example  in  Richter’s  hernia, 
in  which  only  part  of  the  circumference  of  the 
bowel  is  incarcerated.  In  such  cases  the  result- 
ing irritation  and  hyperperistalsis  may  even  lead 
to  a diarrhea  which  can  be  most  misleading  when 
one  makes  a diagnosis  of  intestinal  obstruction. 
Vomiting,  will  be  more  thoroughly  discussed  un- 
der question  number  two.  Regardless  of  the  ab- 
sence or  presence  of  the  obstructive  triad,  it  is 
far  more  important  to  elicit  the  one  pathogno- 
monic finding  of  intestinal  obstruction,  namely, 
that  pain  and  intestinal,  sounds  appear  at  the 
same  time.  This  synchronization  of  sound  with 
pain  differentiates  intestinal  colic  from  any  oth- 
er type  of  intermittent  pain.  The  physician 
should  place  his  stethoscope  upon  the  patient’s 
abdomen  when  he  states  that  he  is  getting  his 
pain,  and  if  it  is  of  an  intestinal  nature  he  will 
hear  the  rushing  bowel  sounds  at  this  time. 

Question  number  two,  namely,  “Is  this  a large 
or  small  bowel  obstruction?”  The  most  im- 
portant differentiating  factor  to  this  question  is 
whether  or  not  vomiting  is  present  or  absent. 
Patients  with  large  bowel  obstructions  do  not 
vomit,  but  those  with  small  bowel  obstructions 
do.  We  all  have  seen  late  cases  of  large  bowel 
obstruction  where  vomiting  has  been  present 
as  a late  and  not  too  distressing  symptom,  but 
in  the  small  bowel  lesions  vomiting  appears  very 
early.  The  higher  the  obstruction  the  more  ful- 
minating the  vomiting.  Utilizing  this  one  fact, 
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we  can  usually  differentiate  the  small  from  the 
large  bowel  obstructions.  To  use  the  word  “fe- 
cal’’ vomiting  as  being  descriptive  of  intestinal 
obstruction  is  incorrect.  The  term  ‘ ‘ feculent  ’ ’ is 
more  descriptive,  since  fecal  vomiting  refers  to  a 
gastrocolic  fistula  or  some  similar  lesion.  The 
flat  x-ray  plate  is  used  to  further  differentiate 
the  small  from  the  large  bowel  obstruction.  It 
is  unnecessary  to  stand  or  turn  the  patient  or  to 
give  him  any  contrast  media.  A flat  x-ray  pic- 
ture, which  can  be  taken  with  a portable  ma- 
chine will  usually  give  the  desired  information. 
If  the  obstruction  is  a large  bowel  lesion,  the 
x-ray  plate  usually  reveals  a large  distended 
colon  which  appears  as  a horse-shoe  or  inverted 
“U.  ” The  rectosigmoid  is  the  most  common  lo- 
cation for  these  lesions.  If,  on  the  other  hand, 
the  obstruction  is  small  bowel  in  nature,  the 
typical  paralleling  or  step-ladder  pattern  will 
be  present.  The  history  also  aids  in  differentiat- 
ing the  two  types  of  obstructions.  A slow,  pro- 
gressive chronic,  increasing  constipation  speaks 
for  a large  bowel  lesion,  but  a sudden  violent 
attack  signifies  small  bowel  pathology.  Patients 
with  intestinal  obstruction  who  have  had  pre- 
vious surgery  are  small  bowel  obstructions  until 
proven  otherwise.  The  large  bowel  obstruction 
resulting  from  postoperative  adhesions  is  a rar- 
ity. A two  quart  diagnostic  enema  is  also  of  help. 
The  large  bowel  can  usually  retain  two  quarts 
of  fluid  plus  its  usual  contents.  If  the  bowel 
cannot  take  the  two  quarts,  this  speaks  for  a 
large  bowel  lesion.  There  are  many  other  ways 
of  differentiating  the  two,  but  time  nor  space 
do  not  permit  extending  this  discussion. 

Question  number  three  “Is  this  a strangulated 
or  non-strangulated  intestinal  obstruction?”, 
can  usually  be  answered  by  the  presence  or  ab- 
sence of  tenderness.  Patients  with  intestinal  ob- 
structions do  complain  of  colicky  pain,  but  the 
strangulated  lesion  has  pain  plus  localized  ten- 
derness. This  tenderness  is  best  found  by  the 
patient,  who  will  usually  locate  the  exact  point 
of  the  pathology.  The  classical  example  of  this 
is  a strangulated  inguinal  hernia.  The  patient 
has  diffuse  pain  over  his  entire  abdomen,  but 
will  permit  one  to  palpate  it ; however,  he  resents 
having  pressure  made  over  a strangulated  mass 
because  of  its  exquisite  tenderness.  Our  inci- 
sion is  usually  determiuecl  by  the  location  of  the 
patient’s  tenderness.  Another  differentiating 
point  between  the  strangulated  and  non-strangu- 
lated obstruction  is  the  appearance  of  the  patient. 


A patient  who  has  a strangulated  intestinal  ob- 
struction is  acutely  and  violently  ill  and  usually 
is  in  shock  or  impending  shock,  whereas  the 
patient  with  an  intestinal  obstruction  without 
strangulation  does  not  present  such  a dramatic 
picture.  The  flat  'x-ray  plate  may  aid  in  the 
differentiation  of  a strangulated  from  a non- 
strangulated  small  bowel  obstruction.  If  a small 
bowel,  non-strangulated,  intestinal  obstruction 
is  present,  the  typical  step-ladder  pattern  is 
observed  and  the  valvulae  conniventes  are  read- 
ily seen.  If,  on  the  other  hand,  a small  bowel 
strangulated  obstruction  is  present,  no  charac- 
teristic bowel  pattern  is  assumed  since  the  dis- 
tended loops  arrange  themselves  in  whatever 
portion  of  the  abdomen  the  obstruction  occurs. 
The  valvulae  conniventes  are  not  easily  detected 
or  seen  because  of  the  extravasation  of  blood  into 
the  strangulated  loop  of  bowel  and  into  the  ab- 
dominal cavity. 

Question  number  four  states : “ Is  this  a com- 
plete or  incomplete  obstruction?”  As  has  been 
mentioned,  a patient  with  a complete  intestinal 
obstruction  passes  neither  flatus  nor  feces  per 
rectum,  but  if  the  obstruction  is  incomplete  some 
flatus  and  feces  may  be  expelled  especially  with 
repeated  enemas.  It  is  important  not  to  be  mis- 
led by  the  results  of  the  first  enema,  since  a 
copious  movement  and  flatus  may  be  expelled 
following  its  administration.  This,  however,  is 
material  which  is  distal  to  the  lesion.  If  repeat- 
ed enemas  bring  flatus  and  feces,  then  we  assume 
that  the  lesion  is  incomplete ; if  the  returns  of 
the  repeated  washings  are  clear,  we  conclude  that 
the  obstruction  is  a complete  one.  A “scout” 
film  of  the  abdomen  should  be  taken  when  the 
patient  arrives.  This  immediately  reveals  -the 
bowel  pattern  and  also  determines  whether  or 
not  flatus  is  present  in  the  region  of  the  sacrum. 
If  the  flatus  over  the  sacrum  is  absent  following 
repeated  enemas,  we  consider  the  condition  a 
complete  obstruction,  but  if  flatus  continues  to 
come  down  and  appear  over  the  sacral  region, 
the  lesion  is  an  incomplete  one.  A patient  with 
a complete  obstruction  will  appear  more  ill  than 
one  with  an  incomplete  lesion,  therefore,  the  clin- 
ical appearance  and  impression  is  of  importance. 

Based  on  these  four  questions,  one  may  make 
a proper  diagnosis  instead  of  just  “intestinal 
obstruction.”  The  case,  therefore,  may  be  diag- 
nosed as  a large  bowel,  non-strangulated,  incom- 
plete intestinal  obstruction,  or  a strangulated. 
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small  bowel,  complete  intestinal  obstruction,  de- 
pending upon  the  findings. 

TREATMENT 

When  one  labors  through  the  voluminous  lit- 
erature on  the  subject  of  the  treatment  of  in- 
testinal obstruction,  it  becomes  difficult  to  apply 
this  maze  of  material.  It  is  wise,  therefore,  to 
have  a plan  based  on  a simple  summary.  We 
have  devised  a plan  based  on  the  six  “S’s”,  since 
we  state  that  the  treatment  of  intestinal  ob- 
struction consists  of  Suction,  Saline,  Sanguine, 
Surgery,  Sulfa  and  the  “Stir- ’em”  technic. 

Suction,  or  gastro-intestinal  siphonage,  has 
done  much  to  lower  the  mortality  of  this  condi- 
tion. It  has  its  pitfalls,  however,  and  these  must 
be  kept  in  mind.  It  has  no  place  in  large  bowel 
obstructions  nor  should  it  be  used  when  strangu- 
lation is  present.  On  the  other  hand,  it  may  be 
curative  in  postoperative  ileus,  non-strangulat- 
ed  adhesive  obstruction,  or  in  obstruction  associ- 
ated with  peritonitis ; these  are  usually  small 
bowel  lesions.  Its  value  as  a pre-  or  post- 
operative adjunct  needs  no  emphasis.  To  keep 
a patient  with  a carcinoma  of  the  rectosigmoid 
and  a large  bowel  intestinal  obstruction  on 
continuous  siphonage  is  to  court  disaster.  Hence, 
its  uses  and  abuses  must  be  thoroughly  under- 
stood. 

Saline  can  prolong  the  life  of  a patient  with 
an  intestinal  obstruction,  however,  it  cannot 
cure  the  condition.  It  is  an  excellent  form  of 
supportive  therapy.  Chloride  ions  have  been  lost 
in  the  patient  who  has  manifested  a great  deal 
of  vomiting  or  in  whom  continuous  gastro-intes- 
tinal siphonage  has  been  instituted.  These  must 
be  replaced,  and  it  is  mainly  by  the  use  of 
physiological  saline  that  the  patient’s  chloride 
balance  may  be  maintained.  By  restoring  this 
electrolyte  balance  one  is  able  to  put  his  patient 
into  better  condition  to  withstand  surgery,  and 
in  this  way  also  to  lower  the  mortality.  Saline, 
however,  is  not  the  only  supportive  therapy  that 
the  patient  needs ; this  will  be  discussed  sub- 
sequently. 

Sanguine  is  the  word  used  to  refer  to  blood 
and  its  derivatives.  We  feel  that  the  only  place 
for  the  use  of  whole  blood  is  in  the  replacement 
of  lost  red  cells.  We  prefer  to  keep  the  protein 
balance  of  the  patient  normal  with  plasma,  serum 
or  amino  acid  therapy.  If  the  obstruction  is 
associated  with  blood  loss,  we  feel  that  the  fluid 
of  choice  is  then  whole  blood.  In  many  cases  of 
strangulated  obstructions,  or  in  cases  which 


might  necessitate  extensive  bowel  resection, 
whole  blood  is  preferred.  Maintaining  a nor- 
mal protein  level  permits  a patient  to  properly 
seal  because  of  his  good  fibrin  content.  Hypo- 
proteinemia  and  hypercliloridemia  are  two  con- 
ditions which  must  be  avoided  in  the  case  of  in- 
testinal obstruction  as  well  as  in  all  o her  surgi- 
cal emergencies.  Too  little  protein  and  too  much 
chloride  both  produce  tissue  edema  and  permit 
the  patient  to  “drown”  in  his  own  body  juices. 
It  is  because  of  hypoproteinemia  and  hyper- 
chloridemia  that  sutures  pull  out  of  edematous 
tissue.  Faulty  suturing  or  material  is  not  the 
cause  of  intestinal  leakage;  this  is  due  to  poor 
pre-  and  postoperative  care.  The  patient’s  vita- 
min needs  must  be  maintained,  especially  the 
water  soluble  vitamins  B and  C which  he  looses 
readily.  Vitamin  C is  truly  the  “surgeon’s 
vitamin”  because  this  is  the  one  which  is  es- 
sential to  sound  wound  healing. 

Surgery  is  a subject  which  cannot  be  discussed 
adequately  in  a few  minutes  or  a few  pages, 
and  1 will  only  have  time  to  touch  upon  the 
surgical  highlights  as  they  pertain  to  the  patient 
with  an  obstruction.  If  a patient  has  a strangu- 
lation he  should  have  immediate  surgery.  As 
has  been  stated,  the  patient  will  tell  us  where 
to  make  the  incision  if  we  just  permit  him  to 
reveal  his  most  tender  spot.  Complete  large 
bowel,  non-strangulated  lesions  require  immedi- 
ate colostomy  for  the  release  of  intracolonic  pres- 
sure. We  prefer  the  so-called  “blind”  eecostomy 
in  such  conditions.  This  is  made  through  an 
exaggerated  McBurney’s  incision  which  hugs  the 
anterior  superior  iliac  spine.  If  the  cecum  is 
distended,  and  it  surely  should  be  in  an  ob- 
structed colon,  it  bulges  into  the  wound.  It  is 
held  in  place  by  two  hemostats  and  an  iodoform 
pack  is  placed  between  the  cecum  and  parietal 
peritoneum.  Following  this  stitchless  procedure, 
the  patient  is  returned  to  bed  and  the  cecum  is 
opened  some  six  hours  later  after  it  has  had  a 
chance  to  seal  off.  Since  the  bowel  wall  is  edem- 
atous and  will  not  retain  sutures  it  is  unwise  to 
directly  attack  an  obstructed  colonic  lesion.  It 
is  for  this  reason  that  we  leave  the  primary 
pathology  alone  and  do  a preliminary  eecostomy 
away  from  the  site  of  the  lesion.  For  the  fol- 
lowing ten  days  or  two  Aveeks  the  patient  may 
be  deflated,  prepared  and  then  re-operated.  It 
is  at  this  time  that  a true  evaluation  of  the  path- 
ology can  be  made  and  a resection  done.  The 
eecostomy  acts  as  a Arent  in  the  event  that  an 
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intestinal  anastomosis  is  performed.  In  strangu- 
lated lesions  we  may  be  confronted  with  the 
question  “Is  the  boivel  which  has  been  freed 
viable  or  not?”  It  seems  impractical  to  stand 
about  placing  hot  towels  on  a segment  of  intes- 
tine and  watch  its  color.  Viability  is  readily  de- 
termined if  one  merely  flicks  the  bowel  with 
the  finger  and  watches  for  peristaltic  waves. 
If  it  is  able  to  contract,  regardless  of  the  color 
of  the  intestine,  it  is  viable.  Intestinal  obstruc- 
tion is  usually  associated  with  a transudate  which 
is  present  in  the  peritoneal  cavity;  if  this  is 
bloody  a strangulation  is  present.  Therefore,  if 
a blind  cecostomy  is  done  and  a sanguinous  fluid 
noted,  we  must  abandon  the  cecostomy  and  ex- 
plore for  the  presence  of  a strangulated  lesion. 
The  type  of  anastomosis  performed  is  purely  a 
personal  one,  however,  we  feel  that  a lateral  an- 
astomosis is  the  safest  in  the  hands  of  the  occa- 
sional operator.  If  time  is  a factor,  one  should  be 
familiar  with  the  technic  of  the  so-called  quick 
“aseptic”  end  to  end  anastomosis. 

Sulfa  drugs  have  taken  their  place  among  the 
chemotherapeutic  agents  used  in  the  treatment 
of  intestinal  obstruction.  There  is  also  a place 
for  such  allied  drugs  as  penicillin  and  streptomy- 
cin. Following  the  surgery,  we  place  three  to 
four  grams  of  sulfathiazole  or  sulfadiazine  in 
the  peritoneal  cavity  and  follow  this  with  forty 
thousand  units  of  penicillin  every  three  or  four 
hours  intramuscularly.  We  do  know  that  peni- 
cillin will  not  effect  the  colon  group  of  organ- 


isms but  it  will  attack  streptococci  and  staphyl- 
ococci. Sulfadiazine  is  administered  intravenous- 
ly following  the  first  postoperative  day  and 
streptomycin  is  coming  into  its  own  as  the  main 
chemotherapeutic  agent  against  the  gram  nega- 
tive rods.  Sulfasuxidine  and  sulfathaladine  will 
keep  the  bacterial  count  low  in  the  intestinal 
tract  if  these  drugs  can  be  taken  by  mouth. 

By  “stir- ’em”  technic  we  mean  early  ambula- 
tion, active  and  passive  movements  and  breath- 
ing exercises.  The  beneficial  effects  brought 
about  by  getting  patients  out  of  bed  as  soon  as 
possible  have  been  well  proven.  We  do  not  wish 
to  infer  that  early  ambulation  should  be  carried 
to  an  extreme.  It  is  our  plan  to  have  our  major 
surgical  cases  out  of  bed  on  the  first  postopera- 
tive day ; however,  each  case  presents  an  indi- 
vidual problem.  Having  the  patient  move  about, 
having  him  take  a few  deep  breaths  every  hour, 
and  encouraging  arm  and  leg  movements  all  play 
their  part  in  lowering  the  incidence  of  phlebo- 
thrombosis,  pulmonary  complications  and  their 
sequelae. 

Only  the  surface  has  been  scratched  in  this 
discussion  of  the  vast  subject  of  intestinal  ob- 
struction, however,  we  feel  that  if  we  approach 
the  problem  with  the  “Four  Questions,”  make 
a diagnosis  based  upon  these,  and  then  sum- 
marize the  treatment  with  our  “Six  S’s”,  we 
should  have  a logical  approach  to  a given  case. 

25  East  Washington  Street 
Chicago  2.  Illinois 


CHRONIC  COCCIDIOIDAL  MENINGITIS 
Case  History 

IRVING  FRANK,  M.  D. 

United  States  Indian  Service 


T N 1894  Rixford  reported  the  first  North  Amer- 
ican case  infected  by  Coccidioides  Immitis 
Latter  Ophuls  and  Moffett  found  that  Coccidi- 
oides Immitis  grow  readily  on  artificial  media. 
Ophuls  first  attached  the  name  of  Oidium  Coc- 
cidioides to  the  organism  and  Coccidioidal  Gran- 
uloma to  the  lesion  produced. 

C.  W.  Emmons,  et  al1,  believes  that  man  and 
animal  become  infected  by  inhalation  of  spore 
laden  dust ; he  was  able  to  isolate  C.  Immitis 
from  sub-strata  in  San  Joaquin  Valley.  They 
found  that  rodents  living  in  the  area  where  Coc- 


cidiomycosis  is  endemic  were  infected  with  the 
organism.  The  literature  tells  us  that  the  South 
Central  California,  particularly  the  San  Joaquin 
Valley,  the  Southern  half  of  Arizona  and  West- 
ern Texas  are  endemic  areas.  The  failure  to  in- 
clude this  area,  the  Navajo  Reservation,  I feel 
is. a serious  error.  Aronson,  et  al,3  had  furnished 
evidence  that  C.  Immitis  is  prevalent  in  San  Car- 
los Indian  Reservation,  although  these  areas  are 
not  included  as  endemic  zones.  Thus,  frequently 
it  is  not  recognized  clinically  in  those  areas.  He 
found  that  92%  of  Indian  school  children  in  the 
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above  areas  react  to  the  intradermal  infection 
of  Coccioioidin. 

Many  authors  point  out  that  the  causative  or- 
ganism originally  gains  entrance  to  the  body  by 
way  of  a lesion  either  of  the  skin  or  by  way 
of  the  lungs,  in  which  case  it  is  inhaled  in  the 
inspired  air.  The  local  skin  lesion  may  be  small 
and  often  missed,  or  it  may  ultimately  develop 
into  an  ulcerated  swelling,  which  is  fairly  char- 
acteristic. The  pulmonary  lesion  apparently  first 
occurs  in  the  form  of  a mild  pneumonia  and  is 
often  mistaken,  clinically,  for  an  ordinary  respir- 
atory infection.  In  about  25%  of  C.  Immitis  in- 
fection which  become  systemic,  tfie  central  ner- 
vous system  is  involved. 

Our  patient,  L.  M.,  a fullblooded  female 
Navajo  about  29  years  of  age  was  admitted  on 
March  29,  1947  to  the  Navajo  Medical  Center. 
Her  complaints  on  admission  were  that  she  had 
suffered  from  headaches  for  the  past  month  and 
had  frequently  vomited;  the  type  of  vomiting 
could  not  be  determined  from  the  patient’s  his- 
tory. She  seemed  confused ; getting  a history 
was  very  difficult  and  she  was  generally  an- 
tagonistic. It  was  obvious  that  the  patient  was 
emotionally  upset. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished  female  adult  who  did  not 
appear  acutely  ill.  The  temperature  was  99°  F, 
the  pulse  rate  80,  and  respiration  rate  20.  The 
skin  was  clear,  warm  and  no  abnormal  areas 
noted.  The  eyes,  ears  and  nose  were  negative. 
Patient  refused  to  open  her  mouth.  There  were 
no  palpable  glands.  Chest  tones  were  clear  to 
ausculation  and  percussion.  The  heart  borders 
were  within  normal  limits,  regular  and  no  mur- 
murs present.  The  abdomen  was  not  distended ; 
there  were  no  masses.  The  liver,  spleen  and  kid- 
ney could  not  be  felt.  Vaginal  examination  at 
that  time  was  not  done.  The  upper  and  lower 
extremities  were  normal  in  range  and  motion 
and  no  deformities  were  noted.  The  cranial 
nerves  were  intact  and  the  reflexes  were  normal. 

Laboratory  examination  on  admission  revealed 
the  following : KBC  4,490,000;  WBC  5,700; 
hemoglobin  88%  (Sahli)  ; stabe  3;  segs  72; 
lymphs  19;  monos  6.  The  blood  Kahn  was  nega- 
tive. X-ray  of  the  chest  was  not  done.  Spinal 
fluid  examination  revealed  1,200  WBC;  45% 
polys;  55%  lymphs;  appearance  of  fluid  was 
turbid ; smear  revealed  no  organism ; there  were 
no  pellicles ; globulin  was  3 plus ; Mazzini  test 
was  positive  and  the  Levinson’s  test  was  nega- 


tive ; the  colloidal  gold  curve  was  5-S-5-5-5-4-3- 
2-2-0.  The  blood  serology  was  repeated  and  was 
still  negative.  On  April  18,  1947  a second  spinal 
tap  was  done  reevaling  1,710  WBC;  63%  polys; 
37  lymphs.  The  color  was  turbid  and  no  organ- 
ism was  found  on  direct  smear.  The  globulin  was 
3 plus;  colloidal  gold  curve  was  5-5-5-S-5-4-4-3- 
1-0 ; the  spinal  fluid  Kahn  negative.  On  April 
1,  1947  spinal  fluid  culture  was  positive  for 
C.  Immitis.  On  April  17,  1947  infected  spinal 
fluid  was  injected  in  the  testes  of  a guinea  pig, 
and  on  May  28,  1947  C.  Immitis  spores  were 
found  directly  from  the  testicles. 

This  patient  had  been  moved  into  a room 
where  previously  a patient  expired  of  C.  Immitis 
(pulmonary  osseous  type).  It  was  first  thought 
that  it  might  have  been  a contamination.  The 
first  culture  was  made  on  Petroff  medium  since 
the  entrance  impression  was  tuberculous  men- 
ingitis. However,  when  a typically  abundant 
grayish-white,  cottony  growth  was  noted  and 
transferred  to  Sabouraud  agar,  this  proved  to 
be  the  C.  Immitis.  It  was  thought  best  to  do  a 
second  spinal  tap.  The  spinal  fluid  was  cultured 
on  a Sabouraud  agar  medium  and  again  the 
typical  C.  Immitis  growth  was  obtained  with  the 
typical  spore  formation  noted  on  smear.  At  the 
same  time  some  of  the  spinal  fluid  was  injected 
into  a guiner  pig,  which  proved  to  be  positive 
for  C.  Immitis. 

After  24  hours  in  the  hospital  the  patient 
became  more  cooperative.  She  could  not  remem- 
ber any  of  the  incidents  of  her  first  24  hours 
in  the  hospital.  The  patient  ate  very  little; 
seemed  to  sleep  well.  She  complained  constant- 
ly of  headaches,  infrequent  shooting  pains  which 
she  said  began  in  the  back  of  her  neck  and  radi- 
ated to  her  eyes.  It  was  felt  that  she  might  have 
a central  nervous  system  syphilis.  There  was  a 
lapse  of  time  before  the  definite  proof  of  the  true 
nature  of  her  illness  was  known.  The  patient 
received  30,000  units  of  Penicillin  every  3 hours, 
Bismuth  subsalicylate,  1 cc  weekly,  and  Trypar- 
samide,  2 grams  weekly.  She  received  penicillin 
from  April  2,  1947  until  April  21,  1948  with  no 
apparent  effect.  Her  temperature  range  while 
in  the  hospital  was  between  99°  F to  102°  F ; the 
pulse  range  between  80  and  120;  her  respiratory 
range  between  20  and  25.  She  received  supple- 
mentary supportive  therapy  while  in  the  hos- 
pital. On  April  25,  1947  she  felt  well  enough, 
she  thought,  to  go  home — 27  days  from  the  time 
of  her  first  admission. 
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Second  Admission : On  July  22,  1947  at  2 :35 
p.  m.  an  acutely  ill  patient  was  wheeled  into  our 
clinic.  Through  interpreters  I was  able  to  learn 
that  patient  could  not  walk  or  move  her  legs. 
She  stated  that  this  condition  was  a sudden  de- 
velopment, that  she  had  blurred  vision  and  ad- 
mitted some  headache  and  vomiting.  The  patient 
seemed  lethargic,  confused  and  was  not  sure 
where  she  was.  The  name  she  gave  was  not  the 
same  as  that  given  on  her  first  admission,  which 
added  to  the  confusion.  She  denied  previous 
admission  to  our  hospital. 

Physical  examination  revealed  a fairly  well 
nourished  and  developed  female  about  29  years 
of  age.  Her  temperature  was  99.2°F;  pulse  88; 
respiration  20;  blood  pressure  104/76.  The  skin 
felt  warm,  was  clear,  of  good  texture  and  no  ab- 
normal areas  noted.  The  pupils  reacted  to  light 
and  accommodation.  The  ears  revealed  normal 
drums.  The  nose  was  clear.  The  teeth  presented 
a few  dental  caries.  A posterior  pharyngitis 
was  noted  with  a posterior  nasal  drip ; the  ton- 
sils were  small  and  atrophic.  Several  small 
lymph  nodes  were  felt  along  the  sternocleodo- 
mastoid  muscles  bilaterally  posteriorly.  Chest 
tones  were  clear  to  ausculation  and  percussion. 
Heart  tones  were  regular,  clear,  no  murmurs 
were  heard.  The  heart  borders  were  within  nor- 
mal limits.  There  were  no  masses  felt  in  the 
abdomen.  The  liver,  spleen  and  kidney  could  not 
be  felt.  Vaginal  examination  presented  a slight 
purulent  discharge ; the  cervix  and  vaginal  walls 
were  slightly  liyperemic. 

Neurological  Examination : The  patient  seemed 
confused  and  lethargic.  She  had  difficulty  re- 
membering simple  details.  Her  speech  sounded 
slurred  and  talking  seemed  difficult.  The  cranial 
nerves  appeared  to  be  intact.  The  eyes  respond- 
ed to  light  and  accommodation,  and  revealed  a 
2 plus  choked  disc,  bilaterally.  The  patient  re- 
sented having  her  head  flexed  upon  her  chest, 
complaining  of  mild  pain  in  the  neck  muscles. 
The  upper  extremities  revealed  a flaccid  paraly- 
sis on  the  right  side ; in  the  left  extremity,  the 
muscle  tone  was  poor  and  reflexes  absent.  The 
patient,  however,  was  able  to  move  her  left  arm ; 
her  coordination  was  poor.  She  presented  a posi- 
tive adiadochokinesis  and  dysmetria.  The  ab- 
dominal reflexes  were  absent.  The  lower  extrem- 
ity musculature  was  good,  the  reflexes  were 
slightly  hyperactive,  bilaterally.  She  had  diffi- 
culty walking  and  standing.  The  Romberg  was 
positive.  There  was  a suggestive  Babinski  sign. 


The  superficial  and  deep  sensations  were  normal, 
except  for  a suggestive  zone  of  hyperaesthesia 
about  the  level  of  the  nipples.  She  had  no  con- 
trol of  urination  on  admission,  but  did  have  some 
control  of  defecation.  She  later  lost  control  of 
both. 

Laboratory  Examination:  July  23,  1947  the 
RBC  was  5,250,000;  WBC  8,300;  hemoglobin 
98%  (Sahli)  ; stabs  5 ; segs  55 ; lymph  30 ; monos 
9.  The  blood  Kahn  was  negative.  Mazzini  was 
negative.  Blood  chemistry  done  on  August  1, 
1947,  the  non-protein  nitrogen  was  45  mg.  per 
100  cc ; the  Creatinine  was  2.4  mgm  per  100  cc. 
The  spinal  tap  done  on  admission  revealed  a 
clear,  yellowish  fluid,  which  clotted  by  the  time 
I was  able  to  take  it  to  the  laboratory — a period 
of  less  than  five  minutes.  This  xanthochromia 
with  massive  coagulation  of  fluid  is  referred  to 
as  Froin  Syndrome.  The  colloidal  gold  curve 
was  5-5-5-5-5-5-5-5-S-5.  Test  for  occult  blood  in 
the  spinal  fluid  was  negative.  Urinalysis  done 
on  July  23,  1947  : specific  gravity  1.007  ; albumin 
slight  trace ; sugar  negative ; rareblood  cells  ; 
rare  white  blood  cells ; few  hyaline  cast.  Smear 
of  the  cervix  showed  no  Gram  negative  intracel- 
lular diplococci.  Culture  of  the  spinal  fluid  re- 
vealed no  organisms  after  5 days  incubation.  Sed- 
imentation rates  done  July  23,  1947  and  August 
1,  1947  were  26  - 24  mm  after  60  minutes  (Cut- 
ler). X-ray  of  the  chest  revealed  normal  adult 
chest.  X-ray  of  the  vertebral  column  revealed 
no  findings,  except  sacralization  of  the  right 
transverse  process  of  the  5th  lumbar  vertebra. 
The  intradermal  skin  test  with  Coccidioidin  vac- 
cine was  positive,  revealing  an  erythematous  area 
about  the  size  of  a dime.  A sample  of  blood  w'as 
sent  to  Dr.  E.  M.  Butt5  of  Los  Angeles  County 
Hospital,  who  was  kind  enough  to  do  a comple- 
ment fixation  reaction  for  Coccidiomycosis.  He 
reported  that  she  was  positive  through  serum 
titres  of  1 :64.  He  indicated  that  such  positive 
complement  fixation  tests  indicate  activity,  and 
may  be  associated  with  a negative  skin  test,  al- 
though our  result  was  positive.  C.  B.  Courville, 
M.  D.4  indicated  that  organisms  are  not  isolated 
directly  from  the  spinal  fluid  unless  there  hap- 
pens to  be  a very  acute  exudate  and,  in  rare 
instance,  a culture  of  the  organism  can  be  grown 
from  the  spinal  fluid.  This  we  were  successful 
in  doing  during  her  first  admission.  The  pa- 
tient’s course  during  her  last  stay  in  the  hospital 
was  a stormy  one.  The  range  of  her  temperature 
was  between  99 "F  and  105°F;  her  pulse  range 
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between  99  and  120 ; the  respiratory  rate  between 
20  and  25.  She  had  no  control  of  either  her 
bladder  or  rectum.  She  appeared  lethargic  and 
slept  most  of  the  time.  She  remained  motionless 
in  bed,  since  she  was  unable  to  move  without 
help.  She  was  given  supportive  treatment  of 
intravenous  fluids,  high  caloric  and  vitamin 
diet.  She  grew  progressively  worse ; excessive 
mucus  accumulated  in  her  mouth  since  she  had 
difficulty  in  swallowing.  Constant  aspiration 
was  necessary.  She  complained  of  pains  over 
her  body  and  headache,  vomiting  constantly.  On 
August  6,  1947  she  began  to  have  periods  of  un- 
consciousness which  lasted  one-half  hour,  com- 
plaining of  stiffness  and  soreness  of  the  muscles 
in  her  back  and  neck.  She  soon  began  to  talk 
incoherently,  crying  suddenly  as  if  in  pain.  She 
became  restless.  Her  eyes  became  fixed  and  she 
lapsed  into  coma.  The  patient  expired  on  Aug- 
ust 15,  1947,  exactly  four  months  and  17  days 
after  her  first  admission  to  our  hospital. 

On  autopsy,  when  the  skull  was  opened,  the 
vessels  over  the  brain  were  congested ; the  pia- 
arochnoid  thickened,  and  a grayish-white  exu- 
date covered  the  base  of  the  brain.  There  were 
fine,  small,  elevated  areas  covering  the  brain 
stem  anti  medulla.  The  ventricles  were  slightly 
dilated  and  filled  with  clear,  excessive  fluid. 

The  lungs  were  small  and  a light  purplish-red 
color.  The  bronchi  were  filled  with  a white, 
sticky  exudate.  It  cut  with  ease ; the  cut  surface 
on  scraping  poured  forth  the  same  white,  sticky 
exudate.  A whole  lung  and  part  of  the  brain 
were  sent  to  Dr.  E.  M.  Butt,5  who  sent  me  a 
complete  gross  and  microscopic  picture. 

“Microscopic — Lung:  The  air  spaces  are  for 
the  most  part  empty.  A few  contain  coagulated 
fluid.  The  capillaries  are  somewhat  congested. 
Adjacent  to  a bronchus  bearing  cartilage  there 
is  a caseous  area  occupying  about  two  low  power 
fields  and  surrounded  by  a zone  of  granulation 
tissue  in  which  there  are  epithelioid  cells  and 
round  cells.  An  occasional  giant  cell  is  found, 
some  of  which  contain  spherules  and  spherule 
bearing  giant  cells  that  contain  spherules.  Some 
of  the  tubercles  are  partly  replaced  by  hyalinized 
fibrous  tissue.  Several  bronchioles  in  this  sec- 
tion are  distended  with  polynuclear  leucocytic 
exudate.  ’ ’ 

“Another  section  of  the  lung  contains  some 
rather  large  confluent  areas  of  caseation  bordered 
by  granulation  tissue  that  contains  poorly  de- 
fined tubercles.  Numerous  spherules  are  found 


Figs.  1,  2,  3,  4,  5 — Lungs  showing  disseminated 
Coccidiomycosis  giant  cells  noted  which  contain 
spherules  and  spherule  bearing  endospores  of 
Coccidioides  Immitis.  (Bv  courtesy  of  E.  M.  Butt, 
M.  D.) 


Figure  2 
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in  this  section.  A small  peribronchial  lymph 
node  is  nearly  replaced  by  dense  hyalinized  fi- 
brous tissue  arranged  in  whorles,  representing 


Figure  3 


Figure  5 

Fig.  6 — Meninges  showing  scattered  at  irregular 
intervals  a few  spherules  of  Coccidioides  Immitis 
— some  show  endosporulation.  (By  courtesy  of 
E.  M.  Butt,  M.  D.) 


Figure  4 


Figure  6 
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healed  tubercles.  In  some  of  these  areas  there  is 
necrosis  and  a few  giant  cells  bearing  spherules 
are  found.” 

“Brain — All  nuclear  structures  are  gone.  The 
tissue  stains  a diffuse  light  pink  color.  Scattered 
at  irregular  intervals  there  are  a few  spherules 
of  Ooccidioides  Immitis.  Some  show  endosporu- 
lation.  ’ ’ 

“Anatomical  Diagnosis — Disseminated  Coc- 
cidiomycosis ; subacute  Coccidioidal  Meningitis; 
healing  primary  pulmonary  Coccidiomycosis.” 

NOTE:  After  6 weeks  of  incubation  a lucrative,  cottony  white 
growth  was  obtained  showing  the  typical  C.  Immitis  spores. 
Positive  growth  obtained  from  spinal  fluid  taken  during  2nd  ad- 
mission at  the  Navajo  Medical  Center  Laboratory. 

SUMMARY  AND  CONCLUSION 

The  case  presented  is  of  interest  because  of 
the  clinical  course.  The  patient’s  complaints 
were  entirely  neurological.  On  her  first  admis- 
sion she  presented  mental  symptoms,  such  as 
mental  confusion,  headache,  vomiting,  vague  mus- 
cle soreness  of  the  back  and  neck  muscles  and, 


at  times,  seeming  to  be  perfectly  well  and  then 
lapsing  into  a state  of  mental  confusion.  On  her 
second  admission  she  came  in  with  muscle  paral- 
ysis, muscle  weakness,  headache,  vomiting,  talked 
incoherently,  later  lapsing  into  a state  of  un- 
consciousness. Fortunately,  on  her  first  admis- 
sion the  causative  organism  was  cultured  from 
her  spinal  fluid.  The  importance  of  the  skin 
test  and  complement  fixation  test  is  shown  in  her 
second  admission.  It  is  the  case  study  of  a full- 
blooded  Nava-jo  female,  who  I know  has  spent 
the  last  two  years  on  the  Navajo  Indian  Reserva- 
tion in  an  area  that  has  not  been  considered  as 
endemic  for  Coccidiomycosis. 
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EFFECT  OF  PROTEIN  DEFICIENCY  IN  AVERAGE  DIETS 

II.  VERN  SOPER,  M.  I). 

Los  Angeles,  California 


' I 'HE  purpose  of  this  paper  is  to  call  attention 
to  an  increasing  number  of  marginal  or  sub- 
clinical  disturbances  produced  by  diets  with  low 
protein  values.  The  values  of  Sherman  of  1 gram 
of  protein  per  kilogram  of  body  weight,  or  about 
70  grams  or  2/2  oz.  of  protein  for  the  aArerage 
150  lb.  person  per  day  are  probably  the  mini- 
mal daily  requirements  for  bed  patients  and 
certainly  not  the  optimal  values  for  active  peo- 
ples. One  average  steak  weighs  10  to  14  oz. 

This  study  Avas  started  about  10  years  ago  and 
immlves  308  persons  ranging  from  4 years  to  82 
years  of  age  and  from  34  lbs.  in  weight  to  317 
lbs.  and  includes  both  sexes.  Realizing  that 
statistical  reports  are  both  tiring  and  subject 
to  variable  interpretations,  I propose  to  relate 
the  results  and  observations  and  implore  you  to 
search  out  your  protein  deficient  patients  and 

Presented  before  the  Harlow  Brooks  Memorail  Navajo  Clin- 
ical Conference,  Sage  Memorial  Hospital,  Ganado,  Arizona, 
August  27.  1947. 

The  printed  title  is  a misnomer.  The  true  title  of  this  paper 
is  "I  Cannot  Cure  Patients  with  ATtamins,  Liver  Extract,  Iron 
and  Carbohydrates.” 

Realizing  that  this  conference  is  made  up  of  doctors  inter- 
ested in  the  various  specialties.  I have  chosen  this  subject  as 
being  of  common  interest  to  all  specialties  and  shall  avoid  all 
technical  terms  with  which  you  are  all  thoroughly  conversant. 


treat  them  Avith  adequate  quantities  of  protein 
rather  than  the  individual  use  of  liver,  iron, 
vitamins,  minerals,  amino  acids  and  such. 

These  patients  were  all  given  complete  physi- 
cal examinations  to  rule  out  definite  medical 
and  surgical  conditions  and  only  those  who  pre- 
sented no  obvious  diseases  were  included  in  this 
series.  They  Avere  all  private  patients  living  an 
average  life  and  many  believed  they  Avere  eating 
adequately,  but  thought  it  quite  “un-American” 
to  eat  meat  for  breakfast.  The  occupations  were 
largely  those  of  the  so-called  white  collar  class 
or  service-rendering  occupations  and  houseAvives, 
but  also  included  a feAV  heavy  physical  Avorkers. 

The  majority  of  eases  shoAved  no  marked 
change  in  their  laboratory  findings  Aidien  Ave 
consider  the  wide  variation  in  the  accepted  nor- 
mals. We  found  a greater  drop  in  the  total 
blood  serum  albumen  than  in  the  albumen, 
globulin  ratio  or  total  serum  protein  values. 
Occasionally  Ave  found  a significant  drop  in 
the  total  red  count  and  hemoglobin  and  also 
in  the  mean  corpuscular  hemoglobin  volume  as 
Avell  as  in  the  mean  corpuscular  hemoglobin  vol- 
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ume  concentration.  However,  these  findings 
were  not  uniform  and  were  not  pathognomonic. 
Our  best  diagnosis  was  based  on  the  history  of 
symptoms  of  both  exhaustion  and  inadequate 
diet.  Naturally  there  were  all  degrees  of  exhaus- 
tion and  all  degrees  of  inadequacy  of  diet.  No 
attempt  was  made  to  determine  the  amount  of 
deficiency  of  the  various  components  of  lean 
meat  such  as  the  various  vitamins,  minerals, 
amino  acids,  peptones,  peptides,  split  proteins, 
etc.  The  term  protein  is  used  to  mean  lean 
meat  and  eggs  with  special  emphasis  on  lean 
meat.  Eggs  seemed  to  be  no  substitute  for  meat. 
I have  not  included  the  vegetable  proteins  which 
are  not  as  rapidly  and  easily  utilized  by  the  body. 

The  symptoms  of  this  group  were  very  diverse 
after  specific  and  organic  conditions  were  elim- 
inated. The  chief  symptoms  were  those  of  the 
broad  classification  of  exhaustion  involving 
physical,  nervous,  mental,  emotional,  psycholog- 
ical and  sexual  exhaustion. 

It  is  very  amazing  to  observe  how  these  vari- 
ous types  of  exhaustion  overlapped  and  when 
one  type  of  exhaustion  occurred  usually  all  the 
others  were  there  also. 

Under  physical  exhaustion  were  complaints 
of  loss  of  endurance  and  strength,  fatigability, 
palpitation  of  the  heart,  and  shortness  of  breath 
on  exertion,  necessity  for  greater  amounts  of  rest 
and  sleep,  and  also  loss  of  tissue  turgor. 

Under  nervous  exhaustion  were  complaints  of 
increased  irritability,  restlessness,  sleeplessness, 
over-stimulation  by  noises,  intolerance  of  neigh- 
bors, children  and  family. 

Under  emotional  exhaustion  were  complaints 
of  emotional  instability,  hysteria,  phobias,  pet- 
tiness, magnification  of  troubles,  crying,  weep- 
ing and  sobbing  without  reason. 

Under  sexual  exhaustion  were  complaints  of 
decreased  sexual  ability  and  libido,  general 
apathy,  frigidity  and  probably  infertility. 

For  a long  time  we  had  tried  to  analyse  the 
specific  type  of  deficiency  and  tried  to  prescribe 
vitamin  this  or  that,  liver  extract,  iron,  minerals, 
tonics,  sedatives,  vacations,  and  various  other 
popular  cures.  Our  results  were  not  satisfactory 
till  we  considered  those  people  deficient  in  all 
the  body  building  elements  and  prescribed  huge 
quantities  of  the  foods  richest  in  protein.  It  was 
observed  that  the  results  obtained  with  liver  ex- 
tract and  iron  injections  were  poor  compared 
with  the  results  obtained  when  these  were  used 
in  conjunction  with  a heavy  protein  diet. 


The  usual  diet  encountered  in  these  patients 
consisted  of ; for  breakfast : cereal,  toast,  coffee, 
or  fruit  or  juice,  roll  and  coffee,  or  coffee  and 
cigarette,  or  nothing — often  coffee  or  coca  cola 
at  10  A.  M.  or  nothing  till  noon,  when  scraps,  or 
a sandwich,  or  salad,  or  fruit,  or  milk  was  con- 
sidered adequate  food.  Some  fortified  them- 
selves with  a dessert  or  soft  drink  in  the  after- 
noon but  all  assured  us  they  ate  a good  dinner 
usually  consisting  of  meat,  potatoes,  vegetables, 
salad,  coffee,  and  sometimes  dessert.  There  were 
naturally  many  variations  and  substitutions  for 
the  above  foods  but  in  the  main  these  ivere 
typical. 

The  symptoms  presented  varied  greatly  de- 
pending on  the  type  and  amount  of  work  of  the 
individual  as  well  as  the  personality  and  the 
degree  and  length  of  time  the  under-nutrition 
had  persisted. 

Typical  symptoms  included  loss  of  appetite,  a 
necessary  8 to  12  hours  of  sleep  with  definite 
exhaustion  on  the  days  when  less  was  obtained : 
a feeling  of  needing  to  stay  in  bed  longer  and 
needing  more  sleep,  and  arising  because  of 
necessity,  a drowsiness  from  arising  till  coffee 
or  a cold  shower  had  been  taken.  By  then,  they 
had  been  stimulated  and  aroused,  were  short  on 
time,  and  hurried  to  work.  Many  had  a feeling 
of  well-being  until  about  9 :30  or  10  o’clock  when 
a let-down  occurred  and  a snack  was  needed. 
Lunch  was  eaten  usually  in  a hurry  and  the 
patient  felt  fairly  well  till  about  2 o’clock  when 
again  he  felt  let  down,  which  progressed  till 
quitting  time,  during  which  time  it  was  a defi- 
nite effort  to  s*ay  on  the  job.  Many  felt  so 
exhausted  that  on  arriving  home  they  had  to  sit 
and  rest  and  often  napped  till  time  to  prepare 
or  eat  dinner.  Some  felt  definitely  best  and 
strongest  in  the  evening  after  dinner  and  others 
were  so  tired  they  had  no  desire  to  go  places 
but  felt  they  had  to  go  to  bed  so  as  to  be  able 
to  go  to  work  the  next  morning.  Many  admit- 
ted tlieir  nerves  were  completely  shot — that 
everybody  got  on  their  nerves  for  no  reason  at 
all.  Many  noted  their  disposition  was  very  bad 
but  stated  they  just  couldn’t  keep  their  dispo- 
sition rosy. 

This  diet  and  regime,  when  continued  for  long 
periods  of  time  in  the  normally  active  and  alert 
person,  reduced  their  ability  to  work  to  a defi- 
nite minimum.  It  also  was  reflected  in  their 
personality,  disposition  and  general  mental  and 
nervous  attitudes.  Observation  noted  many 
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whose  facial  expressions  appeared  drawn  and 
haggard,  older  than  the  age  indicated,  and  a 
sense  of  general  apathy.  Numerous  patients 
with  natural,  happy,  cheerful,  and  alert  person- 
alities seemed  completely  fatigued  and  poorly 
animated  even  while  sitting  for  history  taking. 

Three  cases  were  picked  because  of  their  very 
dissimilarity  of  complaints : 

A 22  year  old  lady  developed  marked  asthenia 
and  listlessness,  loss  of  appetite  and  apathy  fol- 
lowing a simple,  otherwise  uncomplicated  ap- 
pendectomy. History  of  physical  findings  Avere 
not  unusual  —weight  126  lbs.,  height  5 ft.  8 inch- 
es, occupation  aircraft  factory. 

Following  surgery  she  became  listless,  -apa- 
thetic and  required  minimal  narcotics — no  vom- 
iting or  distension  occurred.  Patient  answered 
questions  slowly  and  completely  lost  her  natural 
animation  and  facial  expression.  Her  tempera- 
ture, respiration  and  pulse  chart  were  entirely 
normal.  Blood  counts  were  well  within  normal 
limits. 

Her  loss  of  appetite  and  listlessness  were  defi- 
nite and  the  patient  remained  in  this  state 
three  days  during  which  time  blood  studies  and 
chemistries  were  done  in  an  attempt  to  establish 
a diagnosis.  Her  condition  became  somewhat 
alarming  and  intravenous  amino  acids  and  glu- 
cose were  given  and  the  patient  forced  to  eat 
again -t  her  desire.  Twelve  hours  later  a com- 
plete reversal  of  her  symptoms  occurred,  she 
became  normally  alert,  and  animated  and  active- 
ly interested  in  her  surroundings.  An  unevent- 
ful recovery  followed.  Her  blood  chemistries, 
chloride,  calcium,  serum,  albumen,  protein  ratios 
were  within  average  limits  throughout  this 
period. 

Upon  close  questioning  it  was  found  that  she 
arose  at  6 :30  A.  M.,  drank  a cup  of  coffee  and 
an  occasional  roll  and  rushed  to  work.  There 
were  no  adequate  food  facilities  available  at 
work  and  she  carried  fruit,  vegetables  or  a choc- 
olate bar  or  a sandwich  for  lunch.  She  was  so 
exhausted  at  dinner  time  she  fixed  herself  only 
a minimal  dinner.  This  program  had  continued 
for  2/2  years.  She  had  noted  several  faintings 
during  the  past  three  months.  It  is  little  wonder 
that  she  had  a deficiency  of  body  building  foods 
and  that  her  physiology  was  eompletetly  dis- 
turbed by  surgery.  • 

Another  patient,  a girl  of  13,  weight  100  lbs, 
student,  complained  of  cough,  frequent  colds, 
and  exhaustion  throughout  the  winter  months. 
She  had  been  treated  continuously  the  preceding 
winter  wi  h numerous  vaccines,  vitamins,  tonics 
and  general  measures.  She  had  been  excused 
from  physical  training  and  had  been  absent 
more  than  20%  of  the  time  from  school. 


Her  laboratory  findings  were  somewhat  low — 
BBC  4,220,000,  WBC  5,850,  PNNL  65%,  Lymph 
33%,  Mono  2%  and  Hbgl  74%. 

When  questioned  regarding  her  food  she  stat- 
ed that  for  breakfast  only  orange  juice — had  no 
appetite  and  felt  too  stuffy  to  eat ; she  had  a 15 
to  25  cent  lunch  at  school  and  an  average  din- 
ner. She  definitely  did  not  want  to  gain  weight. 

This  patient  was  placed  on  a heavy  protein 
breakfast  after  much  persuasion  and  severe  meas- 
ures instituted  by  the  parents,  and  throughout 
the  ensuing  winter  lost  no  time  at  school,  gained 
9 lbs.,  attended  gym  regularly,  and  felt  fine 
and  was  never  treated  for  colds  or  respiratory 
infection.  It  is  any  wonder  that  an  adolescent 
should  be  completely  exhausted  and  subject  to 
intercurrent  infections  when  she  purposely 
starved  herself  of  body  building  elements. 

A 44  year  old  secretary  weighing  173  lbs.  had 
utilized  for  many  years,  various  reducing  diets 
such  as  the  18  day,  Ladies  Home  Journal,  800 
calorie,  buttermilk  and  banana  diets,  and  others. 
She  stated  she  could  easily  lose  30  to  35  lbs.,  but 
always  replaced  the  fat  and  more  when  she  left 
her  diet. 

Her  complaint  was  heart  trouble.  This  she 
had  diagnosed  because  she  had  to  sit  down  and 
rest  2 minutes  after  walking  2 blocks  on  her 
way  home  after  working.  Then  she  could  walk 
the  other  3 blocks.  Physical  examination  reveal- 
ed a normal  height,  plump  lady,  mentally  alert 
and  with  a good  sense  of  humor — no  evidence 
of  cardiac  or  other  disease  could  be  demonstrat- 
ed. Laboratory  findings  were  RBC  4,720,000',. 
Hbgl  82,  WBC  6,800,  Serum,  protein,  albumen 
and  calcium  phosphorus  normal. 

It  was  considered  that  she,  too,  might  be  starv- 
ing herself  for  proteins.  Breakfast  consisted  of 
coffee;  chocolate  or  a sweet  at  10  A.  M.  Noon — 
sandwich  or  dessert  or  salad.  In  the  afternoon 
always  had  a treat  consisting  of  cake,  cookies, 
candy  or  pie  and  two  or  three  Hershey  liars  so 
she  could  stay  on  the  job.  Dinner  was  the  average 
meat,  potatoes,  vegetable,  salad  and  dessert. 

She  was  immediately  placed  on  a large  meat 
serving,  two  eggs,  toast,  butter  and  jelly  for 
breakfast  and  in  eight  days  reported  she  had 
lost  her  craving  for  sweets  in  the  afternoon  and 
could  walk  home  without  rest,  and  her  clothes 
became  looser.  In  the  next  60  days  she  had  lost 
22  pounds  and  felt  the  strongest  she  had  in 
many  years. 

Although  this  problem  has  been  definitely 
noted  for  many  years,  a great  increase  in  these 
protein  deficiencies  has  occurred  during  and 
following  the  war  years.  These  deficiencies  do 
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not  develop  immediately  but  are  probably  often 
progressive  over  several  years  before  they  become 
manifest  and  produce  symptoms. 

Large  numbers  of  people  have  lived  for  years 
on  practically  a starch,  sugar  and  fruit  juice  or 
coffee  breakfast,  a light  lunch,  and  one  fair  meal 
at  night  and  carried  on  their  normal  occupa- 
tions. During  the  war  years  the  quality  and 
quantity  of  their  basic  foods  were  reduced  by 
shortages,  rationing  and  prohibitive  prices.  Meat, 
although  2nd  or  3rd  grade  was  scarce,  rationed 
and  costly  as  well  as  were  milk,  cream,  cheese, 
butter,  sugar  and  good  cooking  fats  and  oils. 
It  is  natural  also  that  the  restaurant  meals  and 
prepared  foods  were  all  lacking  in  these  strength 
building  elements,  and  the  formulas  of  the  en- 
tire line  of  bakery  goods  and  desserts  were 
changed  because  of  these  shortages  and  high 
costs. 

For  five  or  six  years  the  quantity  and  quality 
of  the  basic  food  elements  of  large  populations 
often  were  reduced  to  a minimum  and  their  out- 
put of  energy  both  physical,  nervous,  mental, 
emotional  and  other  stresses  and  strain  were  in- 
creased many  fold.  Marked  deficiencies  result- 
ed. The  drug  houses  have  capitalized  on  the 
word  vitamin  deficiency.  Considering  vitamins 
normal  components  of  basic  foods,  if  a vitamin 
deficiency  occurs  then  there  also  must  be  a 
dietary  deficiency. 

The  decrease  of  quality  and  quantity  of  meats, 
butter,  milk,  eggs,  cheese,  and  sugar  because  of 
scarcities,  rationing  and  because  of  cost,  has  re- 
sulted in  a marked  deficiency  of  necessary  food 
elements  in  the  body. 

Naturally  the  individual,  although  he  thought 
he  was  getting  the  same  diet,  in  reality  was  get- 
ting much  inferior  foods  due  to  altered  formulas. 

The  same  patients  found  themselves  confront- 
ed with  much  greater  physical,  nervous,  mental 
and  emotional  demands  on  their  strength  due 
to  the  war  problems. 

Thus  has  followed  a deficiency  of  the  body 
building  foods  due  to  greater  expenditures  of 
energies  and  a decrease  of  adequate  body  build- 
ing food  intake. 

It  is  apparent  that  energy  requirements  can 
be  provided  by  any  or  all  of  the  three  basic  food 
elements,  starches,  fats  and  protein,  but  only 
protein  can  build  and  repair  tissue.  These  prop- 
erties apparently  depend  on  amino  acids  as 
basic  unit  components.  It  has  been  said  the 


amino  acids  are  to  protein  what  glucose  is  to 
starch. 

A difficult  experiment  a few  years  ago  con- 
sisted of  having  our  obese  patients  write  down 
daily  and  hourly  every  food  that  was  eaten.  At 
the  end  of  14  days  these  lists  were  handed  back 
with  the  single  changing  of  breakfast  for  dinner 
and  dinner  for  breakfast. 

To  get  a lady  to  cook  her  dinner  and  eat  it 
for  breakfast  is  one  of  the  impossibles — try  it 
some  time.  I obtained  some  12  women  to  consent 
to  it.  Every  one  lost  weight  and  felt  stronger 
and  better. 

From  this  we  found  that  on  exactly  the  same 
caloric  diet  these  women  could  burn  up  their 
excess  fat  and  actually  have  more  strength  in 
the  day  time.  Then  followed  the  prescribing  of 
large  breakfasts  with  a reduction  of  sugars  and 
starches  and  fats  the  rest  of  the  day.  This  was 
very  logical  as  the  protein  blood  food  was  then 
available  in  the  blood  stream  during  the  work- 
ing hours  when  it  was  needed.  They  were  then 
able  to  burn  up  their  stored  fats  in  the  presence 
of  an  excess  of  protein  in  the  system. 

By  eating  their  large  meal  at  night  the  blood 
food  is  absorbed  and  stored  during  the  follow- 
ing 12  to  14  hours  of  inactivity.  The  patient 
thus  spends  the  daylight  hours  with  the  mini- 
mum of  blood  food,  sugar  and  protein  available 
for  the  muscles,  organs  and  tissues,  when  the 
greatest  expenditure  of  energy  occurs. 

I am  thoroughly  convinced  that  the  optimum 
strength  can  only  be  had  by  heavy  protein  diets 
administered  at  an  early  breakfast.  It  is  logi- 
cal that  a person  has  more  strength  after  eating 
than  before.  We  have  insisted  on  a heavy 
protein  serving  for  breakfast,  and  as  much  as 
could  be  bad  for  the  other  meals,  with  a decrease 
in  starches,  sugars  and  fats  for  these  deficient 
patients. 

The  amount  of  protein  is  of  all  importance. 
It  must  be  a large  serving,  preferable  10-12 
ounces.  It  was  found  that  any  kind  of  lean 
meat,  fish  or  fowl  such  as  steaks,  ham,  pork, 
pork  chops,  lamp  chops,  mutton,  chicken,  fish, 
rabbit,  turkey,  lver  or  ground  meats,  or  roasts, 
or  cold  meats,  if  eaten  in  large  amounts,  would 
suffice.  Bacon  is  not  included  and  has  only 
slight  value. 

It  has  been  quite  gratifying  to  see  bow  rapid, 
in  10  to  14  days,  definite  results  begin.  The  pa- 
tient feels  stronger,  is  more  cheerful  and  am- 
bitious, loses  cravings  for  sweets  and  is  happier. 
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They  almost  invariably  lose  weight  promptly 
and  especially  if  they  attempt  to  limit  the  sugars 
and  starches  and  fats  in  the  other  two  meals. 

Most  authorities  agree  that  the  human  body  is 
poor  on  synthesizing  proteins  from  vegetable 
elements  and  feel  that  many  of  the  body  proteins 
can  only  be  builded  from  other  animal  amino 
acid  and  protein  elements. 

This  is  probably  why  a slow  depletion  of  pro- 
tein reserves  occurs  on  restricted  diets  and  why 
far  more  value  is  obtained  with  the  combined 
use  of  heavy  proteins  with  our  anti-anemic  drugs 
such  as  liver  extract,  iron  and  vitamins. 

IN  CONCLUSION 

There  is  an  increasing  number  of  borderline 


protein-starved  people  with  various  symptoms 
often  not  diagnosed  by  our  usual  laboratory 
methods. 

The  actual  food  intake  of  our  patients  should 
be  recorded  in  the  history  and  studied. 

The  use  of  huge  quantities  of  meat  protein, 
up  to  3 to  4 gm  per  Kg.  of  body  weight,  especial- 
ly for  breakfast,  can  do  far  more  for  the  general 
health  and  strength  of  these  patients  than  pro- 
longed therapy  with  vitamins,  iron,  liver,  min- 
erals and  such. 

1 still  cannot  cure  my  patients  with  vitamins, 
liver  extract,  iron  and  starches. 

1770  North  Vermont  Ave. 


EARLY  AMBULATION  AND  DECREASED  INCIDENCE  OF 
POST-OPERATIVE  COMPLICATIONS 

HARRY  A.  BARNES,  M.  D. 

Flayst aff , A rizona 


THARLY  ambulation  after  major  surgery  is  an 
adjunct  in  surgical  therapeutics  revived 
with  renewed  enthusiasm.  Ries1,  in  1899,  was 
the  first  clinician  to  report  his  observations 
when  early  rising  was  practiced  after  major 
surgery.  He  recognized  no  ill  effects,  his  pa- 
tients were  generally  stronger,  with  a surpris- 
ingly low  incidence  of  disabling  post-operative 
complications.  Early  post-operative  rising  has 
been  accorded  extensive  clinical  trial  in  Europe 
since  1909.  American  proponents  of  this  devi- 
ation from  conventional  practice,  such  as  Leith- 
auser,2  Nelson,3,  and  Nixon4  have  agreed  with 
their  European  colleagues  by  observing  appre- 
ciable reduction  in  wound  discomfort,  a rapid 
return  of  the  surgical  convalescent  to  full 
strength,  and  a diminished  incidence  of  pul- 
monary complications.  Recently  acquired  knowl- 
edge in  surgical  physiology  has  enlightened 
surgeons  with  the  facts  of  wound  healing,  in 
the  advantages  of  using  non-absorbable  suture 
materials,  and  with  the  optimum  nutritional 
requirements  of  the  surgical  convalescent. 

It  is  still  an  accepted  fact  that  patients  who 
have  had  the  benefits  of  scientific  preoperative 
preparation,  and  upon  whom  a carefully  execut- 
ed surgical  procedure  has  been  accomplished,  do 
develop  complications  unduly  prolonging  the 
convalescence  of  the  patient,  often  serious  enough 


to  eventuate  in  a fatal  issue.  There  is,  however, 
every  concession  that  bed  rest  and  inactivity  are 
not  the  only  precipitating  factors  in  the  incipi- 
ency  of  post-operative  complications,  for  it  is  a 
known  fact  that  age,  the  depth  of  surgical  anes- 
thesia, the  character  of  the  pathology  removed, 
and  the  amount  and  frequency  of  narcotic  ad- 
ministration are  notably  factors  in  the  produc- 
tion of  post-operative  complications. 

Relatively  i nocuous  procedures  and  tradition- 
ally outmoded  concepts  of  therapy  are  being  re- 
placed by  operations  of  considerable  magnitude, 
with  attempts  at  earlier  restoration  to  normal 
physiology  with  resumption  of  gainful  occupa- 
tion. This  is,  in  the  overall  concept,  revitalized 
rehabilitation  and  begins  on  the  first  post-opera- 
tive day.  With  a gradual  perfection  in  surgical 
techniques,  and  with  the  selective  application  of 
anesthetic  agents,  where  with  chemical  meas- 
ures to  control  the  coagulability  of  the  blood, 
with  antibiotics  to  inhibit  the  spread  of  spe- 
cific infections,  and  the  use  of  suture  materials 
favoring  accelerated  wound  healing  with  mini- 
mal reaction,  there  are  still  the  dreaded  compli- 
cations of  the  post-operative  period  which  for 
convenience  may  be  classified  as  follows : 

(1)  Pulmonary,  with  atelectasis  and  the  p.  o. 
pneumonia. 
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(2)  Thrombo-embolic  or  vascular  with  silent 
phlebothrombosis  and  thrombophlebitis  as 
examples. 

(3)  Genito-urinary  with  the  acute  retentions, 
cystitis,  and  ascending  pyelonephritis. 

(4)  Gastro-intestinal  tract  with  their  bizarre 
G.  I.  upsets  and  symptoms  related  to  the 
hypoproteinemic  state  with  hypomotility 
and  ileus. 

(5)  Psychic. 

(6)  Economic. 

P ulmonary  Complicatio  ns 

Cutler5  states  that  4.5%  of  all  operated  pa- 
tients develop  respiratory  complications.  King,6 
Christopher7,  and  Coryllyoss  believe  that  10-20% 
of  all  patients  subjected  to  abdominal  surgery 
develop  pulmonary  sequellae.  After  major  sur- 
gery, regardless  of  the  anesthesia,  there  follow 
certain  recognizable  deviations  in  pulmonary 
physiology  which,  to-wit,  are  the  following: 

(1)  There  is  a definite  reduction  of  dia- 
phragmatic excursion  occasioned  by  the  painful 
splinting  of  abdominal  and  thoracic  muscles  with 
resultant  hypoventilation,  and  its  sequellae. 

(2)  There  is  a voluntary  inhibition  of  the 
cough  reflex  due  to  pain  and  to  too  vigorous 
sedation  designed  for  the  comfort  of  the  oper- 
ated patient. 

(3)  There  is  a pooling  of  excessive  mucus  in 
the  tracheo-bronchial  tree,  which  the  patient 
fails  to  remove  because  of  the  pain  and  fear  of 
wound  disruption. 

(4)  Insufficient  attention  by  nursing  force 
in  the  first  six  hour  period  following  anesthesia 
(“the  stir  up  period”).  Preference  of  horizon- 
tal position  after  celiotomy. 

(5)  Inattention  in  prophylactic  regimen  and 
the  judicious  use  of  atropine  in  patients,  apt  to 
pour  out  large  amounts  of  secretion  in  response 
to  inhalation  anesthesia. 

(6)  Reflex  narrowing  of  bronchi  as  a response 
to  trauma  and  trapping  of  inspissated  plugs  of 
mucus  during  surgery. 

(7)  Failure  to  take  advantage  of  tilting  tech- 
nique while  operating,  using  postural  drainage 
to  prevent  accumulation  of  fluids. 

(8)  Failure  to  utilize  the  varioiis  methods  for 
the  elimination  of  secretions  from  the  respira- 
tory tract. 

(a)  Postoperative  use  of  Bronclioscopic  as- 
piration if  postural  drainage  and  cough  reflex 
fail  to  clear  the  tracheobronchial  tree. 


(9)  Non-utilization  of  the  lightest  plane  of 
anesthesia  to  accomplishment  at  hand. 

(10)  Failure  to  use  inhalation  of  CO2  with  air, 
minimizing  the  absorption  of  alveolar  gases  dur- 
ing the  post  CO2  depression  of  breathing  during 
the  first  six  hours  at  which  time  a vigorous  “stir 
up”  technique  should  be  developed. 

(11)  Improvement  of  ventilation  by  blocking 
impulses  from  operative  site. 

(12)  Increasing  “vital  capacity”  by  blocking 
intercostal  nerves  in  patients  who  have  had  bili- 
ary or  upper  abdominal  operations. 

To  all  of  these  are  added  hypostatic  congestion, 
recumbency  and  pulmonary  collapse.  Recum- 
bency in  the  post-operative  period  tends  to  limit 
maximum  respiratory  excursion. 

Early  ambulation  implies  out  of  bed  within 
the  first  24  hour  period.  This  concept  is  most 
important,  for  it  has  been  demonstrated  that 
50%  of  all  pulmonary  complications  develop 
within  the  first  24  hours,  75%  develop  by  the 
end  of  48  hours,  and  90%  by  the  end  of  the 
fourth  post-operative  day. 

Experiments  have  proven  that  the  vital  capac- 
ity is  restored  to  normal  by  early  walking  in  two 
to  seven  days,  and  in  the  average  bed  patient  it 
is  restored  in  14  days.  Meringmas  collected  13 
minor  pulmonary  complications  in  527  patients 
allowed  out  of  bed  early  with  no  respiratory 
deaths.  Leithauser2  records  two  pulmonary  com- 
plications in  900  cases.  In  a review  of  the  litera- 
ture, he  found  four  pulmonary  embolic  deaths 
in  15,000  surgical  procedures  where  early  ambu- 
lation was  practised.  In  this  particular  group 
of  cases,  there  was  but  one  case  of  minor  atelec- 
tasis and  one  proven  ease  of  pneumonia.  In  a 
sizable  group  of  eases  studied  by  Blodgett  and 
Beattie9  in  a well-controlled  series  at  the  Peter 
Brent  Hospital,  pneumonia  was  such  an  infre- 
quent complication  that  it  did  not  permit  of 
comparative  analysis.  Significantly  in  the  group 
studied  by  these  men,  a greater  incidence  of 
atelectasis  was  found  in  upper  abdominal  wounds 
where  the  vertical  incisions  were  used.  No  cases 
of  atelectasis  were  found  in  the  lower  abdominal 
wounds  among  those  who  rose  on  the  first  post- 
operative day. 

Phlebothrombosis  and  Thrombophlebitis 

The  incidence  of  vascular  complications  is  still 
too  great  and  varies  with  age,  sex,  length  of 
procedure  and  the  pathology  removed  at  opera- 
tion. The  incidence  of  thrombo-embolic  acci- 


Arizona  Medicine; 


May,  1948 


52 


dents  is  purportedly  high  in  malignancy,  and  in 
operations  upon  the  female  genitalia.  In  the  ex- 
perience of  various  surgical  groups,  pulmonary 
embolism  is  responsible  for  approximately  6% 
of  deaths  following  major  surgical  procedures. 
Clinical  experience  verifies  that  the  majority  of 
the  vascular  thrombo-embolic  episodes  occur 
within  the  first  two  weeks  of  operation.  Approx- 
imately one  in  four  cases  is  associated  with  clin- 
ical evidence  of  thrombophlebitis  and  secondar- 
ily, one  in  four  cases  of  thrombophlebitis  is  as- 
sociated with  embolism.  Of  all  patients  who  ex- 
perience pulmonary  emboli  about  one-half  have 
a single  non-fatal  embolus,  one-fourth  have  a sin- 
gle fatal  embolus,  and  the  remaining  one-fourth 
have  multiple  emboli,  which  in  60%  of  the  cases 
are  followed  by  fatal  embolism. 

Thus  the  incidence  of  venous  thrombosis  anil 
embolism  is  a recorded  one  per  cent  of  all  opera- 
tive procedures,  two  per  cent  of  laparotomies, 
and  three  per  cent  of  all  laparotomies  performed 
in  female  patients.  It  is  mechanically  and  dy- 
namically apparent  that  prolonged  confinement 
to  bed — whether  a patient  is  operated  upon  or 
not — is  a factor  in  the  retardation  of  the  blood 
flow  and  a contributing  factor  in  the  thrombosis 
of  the  deep  veins  of  the  legs,  occasioned  by  a 
slowing  of  the  blood  stream  and  an  altered  vis- 
cosity of  the  blood  with  concomitant  intimal 
damage. 

With  varying  grades  of  subclinical  shock  and 
hemoconcentration,  intravascular  clotting  is  in- 
evitable. Hemoconcentration  is  further  aug- 
mented by  fluid  loss  in  vomiting  and  a de- 
crease post-operative  fluid  intake.  Early  move- 
ment and  exercise  prevents  venous  pooling  with 
a more  liberal  intake  of  food  and  fluids. 

Dock,10  of  the  New  York  Hospital,  reporting 
on  300  autopsies  performed  on  adults  stated  that 
5%  died  of  pulmonary  embolism  secondary  to 
thrombosis  in  the  legs  or  pelvis.  Westdahl  of  San 
Francisco  Hospital  demonstrated  13%  pulmo- 
nary emboli.  In  3.5%  of  the  cases,  embolism 
was  the  immediate  cause  of  death'.  At  the  New 
York  Hospital,  as  many  people  die  of  massive 
pulmonary  embolism  as  of  carcinoma  of  the 
stomach  or  bacterial  endocarditis. 

If  thrombo-embolic  phenomena  are  to  be 
averted,  a more  careful  history  with  respect  to 
antecedent  phlebitis  is  in  keeping  with  the  post- 
operative use  of  dieumoral  and  heparin  to  pre- 
vent intravascular  clotting. 


In  order  to  prevent  fatal  pulmonary  embolism, 
interruption  of  the  femoral  veins  at  the  groins 
— since  it  was  first  described  by  Homans  in 
1934 — has  become  an  accepted  procedure.  The 
purpose  of  the  operation  is  to  interrupt  the  long 
column  of  blood  in  the  femoral  and  popliteal 
veins,  such  that  if  a clot  forms  in  them  that 
it  cannot  lodge  in  the  pulmonary  artery.  Inter- 
ruption of  the  superficial  femoral  vein  just  dis- 
tal to  its  junction  with  the  deep  femoral,  may 
he  carried  out  without  jeopardizing  or  com- 
promising too  severely  the  circulation  of  the 
extremity  irrespective  of  age.  This  is  the  safest 
level  for  the  average  surgeon  to  interrupt  the 
venous  system  since  the  vessel  at  this  point  is 
free  from  tributaries. 

Interruption  of  the  venous  system  at  a higher 
level,  namely  the  inferior  vena-cava,  or  the 
common  iliac  veins,  should  not  be  contemplated 
routinely,  but  reserved  for  the  unusual  case  of 
thrombo-embolic  disease  in  which  the  femoral 
veins  have  been  thrombosed  for  one  week  or 
more,  and  where  pulmonary  emboli  are  still  oc- 
curring. Caval  interruption  is  also  indicated  in 
septic  pulmonary  emboli  from  sepsis  in  the  pelvis 
or  lower  extremity,  and  is  preferable  to  bilateral 
common  iliac  vein  interruption  because  the 
venous  system  from  both  sides  can  be  interrupt- 
ed through  a single  procedure. 

Wound  Healing  and  Wound  Complications 

Newburger,11  from  experimental  work  on  rats 
and  by  controlled  clinical  experience,  concluded 
that  the  “lag"  in  wound  healing  is  decreased 
by  early  ambulation.  This  shortened  “lag” 
period  is  attributed  to  an  increased  blood  sup- 
ply, improved  lymphatic  drainage,  and  a de- 
crease of  disuse  atrophy  of  surgically  repaired 
parts.  The  greatest  danger  of  evisceration  and 
eventration  is  known  to  occur  between  the  sixth 
and  eighth  post-operative  day  when  the  surgeon, 
following  conventional  rules,  allows  the  patient 
some  restricted  activity. 

In  early  rising  patients  studied  by  Blodgett 
and  Beattie,0  an  incidence  of  1.1%  wound  dis- 
ruption is  reported.  Among  the  non-rising  group 
an  incidence  of  2.8%  of  wound  disruption  is  re- 
ported. The  incidence  of  all  wound  infections 
including  minor  stitch  abscesses  was  reported 
as  2.7%  in  the  early  risers  and  5.7%  in  the  late 
risers.  Infected  wounds  were  highest  in  cholecys- 
tectomies and  gastrectomies. 

Zollinger  and  Flynn,  studying  wounds  heal- 
ing following  the  use  of  cotton  and  catgut  in 
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hernia  repair  proved  that  cotton  repaired  wounds 
had  less  general  reaction  than  did  catgut  re- 
paired wounds.  This  fact  has  been  an  induce- 
ment to  permit  patients  out  of  bed  on  the  first 
p.  o.  day.  Patients  with  cotton  repaired  wounds 
had  a more  comfortable  convalescence  as  evi- 
denced by  the  fact  that  patients  with  catgut  re- 
paired wounds  required  more  narcotics.  By  con- 
trast, patients  with  a cotton  wound  were  able  to 
rest  with  a sedative  instead  of  a.,  narcotic  and 
were  in  general  more  comfortable  and  inclined 
to  be  more  active. 

Early  ambulaton  is  physiologically  sound  and 
feasible  if  the  proper  placement  of  incisions,  the 
elimination  of  tensions,  and  suture  line  stresses, 
and  the  abolition  of  dead  space  in  wound  closure 
is  adhered  to.  With  comfortable  wounds  and 
by  strict  adherence  to  the  standards  of  “Hol- 
steadian  technique”  patients  are  desirous  of 
assuming  early  activity. 

Genito -Urinary  Complications 

Urinary  retention  after  major  surgery — par- 
ticularly after  gynecological  and  abdominal  op- 
erations— has  been  frequent  enough  to  be  of  some 
concern  leading  to  innumerable  catheterizations, 
and  resultant  cystitis.  McLaughlin12  reporting 
on  1946  male  service  personnel  and  by  employ- 
ing no  specific  measures  has  been  able  to  convince 
both. the  skeptical  and  the  amused  on  the  advant- 
ages of  early  rising.  By  allowing  patients  out  of 
bed  on  tbe  first  day,  catheterizations  dropped 
from  21.9%  to  0.2%.  The  advantages  of  gravity 
drainage  and  infrequent  catheterization  is  para- 
mount in  the  reduction  of  post-operative  g.  u. 
infections. 

G astro -Intestinal  Tract 

The  effect  of  early  walking  reduces  the  degree 
of  post-operative  gastro-enteric  atony,  wards  off 
generalized  intestinal  distension,  and  combats 
the  bizarre  gastro-intestinal  disturbance  attrib- 
uted to  innumerable  known  and  unknown  causes. 
The  routine  third  day  p.  o.  purge  can  in  many 
instances  be  omitted.  The  patient  who  is  up  and 
about  with  a less  painful  wound  restores  his 
normal  gastro-colic  responses  early  with  a normal 
bowel  habit  resulting.  Patients  can  divert  their 
attentions  and  awareness  of  autonomic  functions, 
and  dismiss  the  alimentation-defecation  train  of 
thought  so  common  in  operated  individuals. 

The  Technique  of  Getting  Out  of  Bed 

The  patient  is  turned  on  the  side  on  which  he 
has  his  incision.  The  hips  and  knees  are  flexed. 
The  knees  and  the  lower  legs  are  brought  to  the 


edge  of  the  bed.  The  patient  is  then  raised  side- 
ways to  a sitting  position  on  the  side  of  the  bed. 
The  advantage  of  sitting  up  in  this  manner  is  to 
assist  the  patient  in  raising  himself,  using  in  this 
manner  the  flank  muscles  on  the  side  opposite 
from  his  wound.  As  the  patient  sits  on  the  side 
of  the  bed,  his  shoes  are  put  on;  he  then  stands 
lip  on  a footstool.  While  standing  on  the  foot- 
stool he  is  encouraged  to  breathe  deeply  and  to 
cough  several  times  after  deep  inspiration.  This 
procedure  is  less  painful  than  coughing  in  bed, 
and  is  often  effective  in  raising  mucus  plugs 
from  the  tracheo-bronchial  tree.  He  is  then  en- 
couraged to  walk  eight  or  ten  feet  before  sitting 
in  a chair.  Patients  are  encouraged  to  be  up 
two  or  three  times  in  a 24  hour  period.  By  the 
end  of  the  third  or  fourth  p.  o.  day,  as  a rule  no 
assistance  is  required.  It  is  of  utmost  import- 
ance to  insist  that  shoes  or  slippers  with  heels 
be  worn  as  a prophylaxis  against  deep  phle- 
bitis of  the  leg  veins.  Any  one  with  a short 
heel  cord  might  injure  his  calf  muscles  by  stand- 
ing and  stepping  down  from  a stool,  resulting  in 
a pathological  sequence  that  might  result  in  a 
vascular  complication  of  some  concern. 

DISCUSSION 

The  manifest  advantages  of  early  p.  o.  rising 
are  several.  Psychologically,  the  early  ambulant 
presents  an  improved  morale.  Subsequent  opera- 
tive procedures  are  contemplated  with  less  fear, 
and  a knowledge  that  the  discomforts  of  conval- 
escence can  be  eliminated  by  a program  of  accel- 
erated activity  and  stir  up  action  beginning  on 
the  first  post-operative  day. 

One  of  the  most  laudable  changes  in  recent 
decades  has  been  the  steady  reduction  of  emerg- 
ency operations.  There  is  today  an  emphasis 
upon  a more  leisurely  technique  stressing  preci- 
sion and  a genuine  respect  for  tissues  that  yields 
generous  dividends  in  improved  wound  healing, 
decreased  post-operative  reaction  which  favors 
the  adoption  of  early  ambulation.  A broad 
knowledge  of  fundamental  physiological  pro- 
cesses enhances  the  utilization  of  new  therapeu- 
tic adjuncts.  With  but  a partial  solution  of  the 
problems  of  hydration,  disturbances  in  electro- 
lyte balance,  hemodynamics  in  shock,  intestinal 
obstruction  and  nutrition  we  add  early  ambula- 
tion as  a therapeutic  adjunct  as  physiologically 
sound,  and  capable  of  reducing  morbidity  and 
mortality  to  an  appreciable  extent  that  it  merits 
further  study  and  clinical  trial. 
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CONTRAINDICATIONS 

There  are  only  a relatively  few  contraindica- 
tions to  early  ambulation,  and  these  are  usually 
self  evident.  The  most  notable  of  these  are  shock, 
severe  hemorrhage,  peritonitis,  insecure  gastro- 
intestinal anastomoses,  and  the  presence  or  sus- 
pected presence  of  thrombi  or  emboli.  Marked 
abdominal  distension  and  prolonged  preopera- 
tive management  with  copious  tamponade  or 
drainage  of  the  abdominal  cavity  are  also  con- 
sidered contraindications  to  early  ambulation. 

CONCLUSIONS 

(1)  Early  ambulation  is  a therapeutic  adjunct 
if  wisely  practiced,  which  is  capable  of  reducing 
post-operative  morbidity  and  mortality. 

(2)  By  early  rising,  there  is  a generally  rec- 
ognized improvement  in  wound  healing  with 
fewer  disruptions,  and  lessened  incidence  of  si- 
lent phlebothrombosis  and  deep-vein  thrombo- 
phlebitis, with  an  improved  patient  morale. 


(3)  There  is  an  appreciable  decrease  in  pul- 
monary complications,  urinary  retention,  fewer 
g.  i.  upsets,  and  a more  rapid  return  to  normal 
alimentation  via  the  per-oral  route  with  resultant 
increase  in  strength. 

(4)  The  conomic  value  of  a shortened  hospi- 
tal stay  is  a worthwhile  aid  to  the  patient,  and 
to  the  hospital  with  a definite  patient  overload. 
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MISCELLANEOUS  SECTION 


Modern  Medica)  Public  Relations 
Pay  Dirt 

HUGH  W.  BRENNEMAN 


Public  Rela\ 
Michigan  State 

It  is  generally  agreed  the  term  Public  Rela- 
tions simply  describes  a formula  for  deserving, 
winning,  and  holding  the  confidence  and  friend- 
ship of  the  public.  It  means  doing  a good  job 
better  and  telling  about  it  best.  I might  urge  a 
slightly  more  specific  or  narrower  definition 
than  Mr.  Perry  has  given,  because  a specific 
definition  permits  reasonable  limitations  to  be 
placed  on  what  might  be  expected  from  a Public 
Relations  program  per  se  and  provides  some 
basis  upon  which  we  can  recognize  pay  dirt — if 
and  when  we  do  hit  it.  That  definition  is  as 
follows : Medical  Public  Relations  is  the  func- 
tion of  medical  leadership  which  evaluates  pub- 
lic attitudes,  identifies  the  policies  and  pro- 
cedures of  organized  medicine  with  the  public 
interests,  and  executes  a program  of  action  to 
earn  public  understanding  and  acceptance. 

Presented  at  the  Public  Relations  Roundtable  of  The  Coun- 
cil on  Medical  Service,  A.M.A.  Midwest  Regional  Conference, 
Jan.  4,  1948,  Cleveland,  Ohio. 


ions  Counsel 
Medical  Society 

Perhaps  oversimplified  this  narrower  defini- 
tions says:  Medical  leadership  must  find  what 
is  wanted,  obviously  and  sincerely  try  to  gratify 
the  wants,  convince  people  that  they  like  Avliat 
they  are  getting. 

It  seems  necessary  at  this  time  to  recapitulate 
or  evaluate  the  problem  facing  medicine.  This 
problem  has  three  phases.  (1)  The  economic 
phase  involving  the  placement  of  physicians  and 
the  costs  of  medical  service.  (2)  The  social  phase 
which  is  essentially  the  combined  effect  on  pub- 
lic opinion  of  all  services  and  activities  of  doc- 
tors, (A)  as  individuals,  and  (B)  collectively. 
13)  The  civic  or  governmental  phase  which  per- 
tains to  the  control  of  medical  practice  by  either 
voluntary,  private  in  nature,  or  compulsory, 
governmental  in  nature.  These  three  phases  of 
the  problem — economic,  social  and  civic  are,  of 
course,  interrelated,  interlocking,  and  interde- 
pendent. But  if  we  can  use  the  specific  defini- 
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tion  and  concept  of  public  relations,  Ave  see  that 
it  applies  in  its  most  real  sense  to  the  social  phase 
of  the  problem  facing  medicine.  To  be  specific, 
if  the  problem  of  placement  of  doctors  and  the 
cost  of  medical  care  is  solved,  it  will  be  much 
easier  for  a public  relations  program  to  convince 
the  public  that  individual  doctors  and  organized 
medicine  are  satisfactorily  serving  the  needs  and 
interests  of  the  public  under  the  present  volun- 
tary system  of  medical  practice.  And  if  the  pub- 
lic relations  program  accomplishes  the  task  of 
convincing  the  public  to  that  effect,  we  have  hit 
pay  dirt  and  it  will  be  an  easy  task  for  our  legis- 
lative representative  to  convince  the  Federal 
Congress  and  all  state  legislatures  that  compul- 
sory government  medicine  is  unnecesary  and 
extravagant  and  that  other  legislation,  request- 
ed by  organized  medicine,  should  be  passed. 

If  you  will  accept  the  definition  and  the  hy- 
potheses regarding  the  overall  problem  of  medi- 
cine, then  Ave  have  boundaries  to  our  field  of 
medical  public  relations  and  can,  within  those 
boundaries,  find  out  Avhetber  medicine’s  Public 
Relations  has  the  resources,  the  possibility,  and 
the  probability  of  hitting  pay  dirt. 

Gazing  over  the  public  relations  field  and 
our  prospect  for  hitting  pay  dirt,  Ave  see  that 
one  characteristic  predominates.  The  character- 
istic is  that  of  selling.  By  “selling”  I do  not 
mean  “merchandizing.”  I refer  to  the  wider 
concept  of  influencing  the  public  to  accept  an 
idea,  person,  or  product. 

Medical  Public  Relations  has  an  idea  to  sell. 
The  idea  is  that  satisfactory  progress  is  being 
made  toAvard  the  ideal  of  a world  in  which  every- 
one has  maximum  health. 

Medical  Public  Relations  has  a person  to  sell — 
the  corporate  person  of  Organized  Medicine,  hav- 
ing the  personal  characteristic  that  it  works  in 
the  public  interest,  and  is  making  satisfactory 
progress  toward  the  complete  health  ideal. 

Medical  Public  Relations  has  a product  to  sell 
— the  product  is  health  education. 

The  assertion  that  public  relations  must  sell 
the  idea,  person,  and  product  referred  to  can 
easily  be  substantiated,  but  perhaps  that  is  un- 
necessary. To  find  pay  dirt  we  must  first  ex- 
plore the  possibilities,  the  probabilities,  and  the 
tools  public  relations  has  for  selling  the  idea, 
the  person,  and  the  product. 

The  possibilities  are  limited  by  time,  interest, 
and  money.  Since  legislation  of  some  kind  may 
be  imminent,  the  time  period  for  raising  public 


opinion  regarding  both  the  idea  and  the  person 
to  a satisfactory  level  is  not  unlimited. 

Because  public  relations  demands  a coopera- 
tive movement,  interest  taken  in  public  relations 
can  limit  the  possibilities  for  its  success,  but 
interest,  fortunately,  is  increasing. 

Money  cannot  buy  good  public  relations  but 
finances  are  essential  in  order  to  maintain  an 
effective  program,  and  money  is  aArailable. 

It  can  be  said  that  with  the  exception  of  the 
time  element  the  possibilities  for  success  of  medi- 
cal public  relations  are  most  favorable,  limited 
only  by  the  wishes  and  efforts  of  organized  medi- 
cine itself. 

The  probabilities  for  success  Avhich  public  re- 
lations has  in  solving  the  social  problem  depend 
upon  (1)  world-wide  trends  toward  the  left — 
OArer  which  organized  medicine  has  relatWely 
little  control,  (2)  the  solving  of  the  economic 
problem  of  supplying  all  demands  for  medical 
care  at  universally  buyable  prices — over  which 
organized  medicine  has  some  control,  and  (3) 
the  skill  and  extent  to  Avhich  organized  medicine 
uses  the  public  relations  tools  available  to  it — 
over  which  the  medical  profession  has  almost 
complete  control. 

The  world-wide  trend  is  still  toward  the  left. 
The  probability  is  that  no  radical  change  in  this 
trend  will  evolve  in  the  immediate  future.  Medi- 
cine is  rapidly  solving  the  economic  problem 
through  voluntary  pre-paid  health  insurance  but 
much  remains  to  be  accomplished  before  there  is 
an  ideal  distribution  of  doctors  or  maximum 
medical  care  for  all  within  the  financial  resourc- 
es of  all.  The  probability  is  that  there  Avill  be 
continued  growth  of  voluntary  pre-paid  health 
insurance,  at  a slower  rate,  and  that  federal  leg- 
islation as  Doctor  Lawrence  has  pointed  out  this 
afternoon  Avill  be  passed  to  attempt  to  assist  in 
some  A\7ay  both  medical  scientific  progress  and 
the  providing  of  medical  facilities  and  services 
for  at  least  some  additional  Ioav  income  groups. 
The  third  probability — that  of  the  skill  and  ex- 
tent to  which  organized  medicine  will  use  public 
relations  tools  is  highly  regarded  because  of  a 
continuing  surge  of  interest  in  socio-economic 
problems  throughout  the  profession  — problems 
which  are  directly  affected  by  public  opinion, 
thereby  necessitating  continued  public  relation? 
efforts. 

We  noAv  arrive  at  the  point  where  Ave  can  con- 
sider the  third  factor  Avhich  is : What  public  re- 
lations tools  are  available  to  organized  medicine 
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and  what  use  is  being  made  of  them.  These  tools 
are  divided  into  four  main  categories:  (1)  The 
activity  of  the  individual  doctor  of  medicine  in 
his  private  medical  practice,  (2)  activity  of  the 
individual  doctor  of  medicine  as  a member  rep- 
resentative of  organized  medicine  in  pursuits 
additional  to  medical  practice,  (3)  the  thinking 
and  activity  of  organized  medicine  as  a group, 
and  (4)  the  effective  employment  by  organized 
medicine  of  personnel,  sales  techniques,  and  com- 
munication media. 

Of  the  first  tool — the  activity  of  individual 
doctors  of  medicine  in  medical  practice — I would 
like  to  refrain  from  any  comment  other  than  the 
evident  fact  that  “ impractices  ” in  the  public 
relations  sense  by  a very  few  doctors  can  do 
great  injury  to  the  public  relations  of  organized 
medicine  as  a group.  The  ethics  committees  of 
both  state  and  county  medical  organizations  are 
well  known  and  most  effective,  but  there  are  no 
medical  public  relations  ethics  committees  to 
take  care  of  the  situation  in  which  a small  minor- 
ity of  doctors  take  certain  actions  which  do  not 
constitute  a breach  of  medical  ethics,  but  do 
represent  a breach  of  medical  public  relations 
ethics.  Perhaps  we  can  hit  pay  dirt  if  some  sort 
of  medical  public  relations  ethics  committee 
could  be  developed. 

Of  the  second  public  relations  tool — the  activ- 
ity of  the  individual  doctor  of  medicine  as  a 
member  representative  of  organized  medicine 
in  pursuits  additional  to  medical  practice — a 
great  deal  c-an  be  said.  Of  all  professions,  indus- 
tries, and  businesses,  none  can  compare  with  the 
profession  of  medicine  in  the  field  of  active  or- 
ganized effort.  You  have  the  leadership  of  the 
American  Medical  Association  and  of  your  state 
and  county  medical  societies  to  thank  for  that. 
To  compare  the  time  and  effort  given  by  medical 
leaders  to  organized  medicine  to  that  given  in 
many  other  businesses  and  professions  to  their 
organizations  is  like  comparing  the  Empire  State 
Building  to  a Chic  Sale  creation!  But  we  must 
note  also  that  a great  deal  more  activity  for  or- 
ganized medicine  remains  to  be  developed  on  the 
part  of  those  who  are  not  leaders,  but  who 
could  more  actively  follow.  The  average  doctor 
of  medicine  is  in  many  cases  completetly  unin- 
formed of  the  projects,  proposals,  and  even  pur- 
poses of  his  organization.  So,  as  a salesman  of 
these  projects,  proposals,  and  purposes,  this  aver- 
age doctor  of  medicine  fails,  quite  naturally. 
Effort  is  being  made  to  better  inform  him,  but 


we  see  the  effort  is  not  yet  successful,  nor  is  its 
import  appreciated.  For  example,  one  medical 
society  was  recently  quite  surprised  to  learn 
that  at  a famous  medical  school  in  another  state, 
one  hour  per  week  in  the  senior  year  was  given 
over  to  lectures  and  discussions  of  the  practice 
of  medicine  from  a socio-economic  standpoint. 
Just  one  hour  per  week  to  the  part  of  medical 
practice  which  today  either  makes  or  breaks  the 
success  of  a doctor  of  medicine,  and  certainly  af- 
fects the  success  of  medicine  as  a social  force ! 
Hitting  pay  dirt  from  a public  relations  stand- 
point, indicates  it  should  not  be  one  hour  per 
week  given  to  this  “unscientific”  subject,  it 
should  be  one  hour  per  day.  And  yet  the  medi- 
cal school  in  which  the  one  hour  per  week  is  giv- 
en is  the  exception.  Few  other  medical  schools 
offer  any  time  in  their  curriculum  for  such  a 
subject.  It  is  no  wonder  that  the  average  doctor 
upon  graduation  from  his  scientific  training 
period  is  a poor  representative  of  organized 
medicine,  and  is  difficult  to  sell  on  the  idea  that 
organized  medicine  has  great  values  for  him  and 
deserves  his  active  support.  To  sum  up  this  pub- 
lic relations  tool — that  is,  the  activity  of  the  in- 
dividual doctor  of  medicine  as  a member  repre- 
sentative of  organized  medicine  in  pursuits  ad- 
ditional to  medical  practice — an  inventory  shows 
that  the  leaders  in  organized  medicine  give  un- 
limited time  and  effort  to  the  organization’s 
programs,  that  the  average  doctor  of  medicine  is 
not  well  informed  on  his  organization’s  activities, 
and,  consequently,  often  fails  as  the  representa- 
tive and  “salesman,”  that  a great  deal  of  sup- 
port of  the  organizational  work  from  the  younger 
doctor  is  missing,  and  that  postgraduate  train- 
ing along  socio-economic-public  relations  lines 
by  organized  medicine  is  definitely  indicated. 

The  third  tool — the  activity  of  organized  med- 
icine as  a group — depends,  of  course,  to  a great 
extent  on  the  public  relations  tools  I have  al- 
ready listed.  But  considered  from  the  view  of 
projects  and  policies  proposed  and  effectively 
forwarded,  remarkable  thinking  and  action  has 
taken  place.  A trip  through  the  American  Medi- 
cal Association  building,  the  reading  of  the 
A.M.A.  Journal,  and  a study  of  the  publications 
of  the  various  A.M.A.  Bureaus  indicates  that 
constructive  thought  is  being  given  to  a myriad 
of  both  scientific  and  socio-economic  problems. 
On  the  national  level  either  serious  thought  or  an 
actual  live  project  is  being  directed  to  all  exist- 
ing medical  socio-economic  problems. 
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However,  the  inventory  is  not  so  complete  on 
the  state  and  county  levels.  Problems  exist  in 
many  states  of  which  organized  medicine  seems 
not  to  be  even  aware.  In  some  state  medical 
societies,  no  single  individual  remains  in  a con- 
tinuing role  of  coordinating  leadership,  and,  as 
a result,  the  action  of  these  states,  and  their  coun- 
ty societies,  is  sporadic,  and,  in  some  cases,  in- 
consistent. Because  in  some  societies  long  range 
planning  is  not  carried  out  due  to  lack  of  con- 
tinuous coordinated  leadership,  intelligent  ac- 
tions of  the  moment  often  tend  to  be  based  upon 
expediency.  This  has  the  public  relations  effect 
of  giving  the  general  action  of  the  group  the  ap- 
pearance either  of  untrustworthiness,  selfish- 
ness, or  lack  of  responsible  organization.  Then 
too,  many  state  and  county  societies  have  inade- 
quate funds  to  do  a good  job — or  do  it  better. 
This,  in  almost  every  instance  can  be  traced  to 
one  item  already  inventoried : That  the  average 
doctor  is  not  properly  informed  of  his  organiza- 
tion’s activities.  If  and  when  he  is  informed,  we 
hit  pay  dirt,  and  obtaining  funds  ceases  to  be  an 
unsurmountable  problem.  Of  course,  the  lack  of 
adequate  funds  hampers  the  use  of  the  fourth 
tool — that  of  employment  of  proper  personnel, 
sales  techniques,  and  communication  media. 

To  sum  up  this  third  tool — that  of  the  activity 
of  organized  medicine  as  a group — we  can  say 
that  action  and  thought  are  being  given  on  the 
national  level  to  all  problems,  but  that  action  on 
the  state  and  county  levels,  while  most  effective 
in  some  states  and  counties,  is  both  sporadic  and 
ineffective  in  many  others.  And  since  the  na- 
tional organization  can  work  effectively  only 
through  state  and  county  organizations,  the  na- 
tionally organized  effort  is  seriously  hampered. 

We  come  now  to  the  fourth  and  last  tool  of 
public  relations,  that  of  the  effective  employ- 
ment of  proper  personnel,  sales  techniques,  and 
communication  media.  Public  Relations  commit- 
tees often  spend  hours  determining  what  media 
to  use — whether  to  spend  more  on  radio  and  less 
on  newspapers,  whether  to  use  pamphlets  or  to 
develop  speakers  bureaus,  how  much  this  type 
of  publicity  should  cost,  and  whether  the  pam- 
phlets should  be  in  one  color  or  in  red,  white 
and  blue ! 

On  the  other  hand,  many  societies’  public  re- 
lations committees  are  spared  this  tedious  tech- 
nical work  and  hit  pay  dirt  by  the  employment 
of  public  relations  counsels  and/or  public -rela- 
tions counselling  services. 


If  we  had  time,  we  might  include  a detailed 
presentation  of  the  public  relations  counsels  and 
counselling  services  which  are  currently  em- 
ployed by  organized  medicine,  but  perhaps  we 
can  sum  up  the  situation  by  saying  that  quali- 
fied persons  and  firms  currently  are  being  em- 
ployed specifically  for  public  relations  purposes 
on  the  state  and  national  levels,  and  by  some  of 
the  larger  county  societies.  The  American  Medi- 
cal Association,  as  you  know,  recently  employed 
new  public  relations  counselling  services,  and  11 
state  medical  societies  and  four  county  societies 
now  employ  such  services.  In  this  respect  it 
might  be  noted  that  at  the  present  time  there  is 
no  single  authorized  agency  to  coordinate  the 
public  relations  efforts  of  the  respective  state 
medical  societies  which  make  up  the  American 
Medical  Association.  We  need  such  an  agency 
to  help  in  hitting  pay  dirt. 

The  use  of  sales  techniques  is  not  formally 
promoted  by  medical  organization.  There  seems 
to  be  a shyness  towards  studying  the  techniques 
of  “how  to  win  friends  and  influence  people.” 
An  attempt  is  being  made  through  the  A.  M.  A. 
Grass  Roots  Conference  to  give  more  socio- 
economic instruction  to  state  and  county  medical 
society  officers.  The  single  day  given  to  this 
conference  seems  most  inadequate  if  the  Grass 
Roots  Conference  developed  into  a semi-annual 
training  course  of  a week’s  duration  that  the 
art  and  science  of  medical  organization  and  med- 
ical public  relations  would  be  greatly  benefited. 

One  sales  technique,  that  of  enlisting  the  as- 
sistance of  other  groups  in  solving  problems  of 
health,  is  being  used  through  the  promotion  of 
national  and  state  conferences  on  such  subjects 
as  medical  service  and  public  relations  and  by 
activity  causing  the  development  of  national, 
state,  and  local  health  councils.  Another  sales 
technique,  the  art  of  infiltration  of  members 
into  civic  groups  for  the  specific  purpose  of  pro- 
moting organized  medicine’s  projects  and  poli- 
cies is  not  actively  promoted  as  is  the  case  with 
many  labor,  political  and  business  groups.  Many 
individual  doctors  do  belong  to  service  and  other 
civic  groups,  and  in  some  of  these  do  “carry  the 
ball  ’ ’ for  organized  medicine,  but  this  is  by  hap- 
penstance rather  than  plan. 

So  far  as  the  various  communication  media  are 
concerned,  medicine’s  greatest  program  has  been 
in  the  development  of  National,  State,  and  Coun- 
ty medical  journals.  Following  the  example  of 
the  brilliant  editor  of  The  Journal  of  the  Amer- 
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iean  Medical  Association,  and  aided  by  adequate 
advertising  by  our  pharmaceutical  friends,  medi- 
cal journals  have  far  surpassed  publications  is- 
sued by  any  other  single  business,  industry,  or 
profession.  While  these  are  professional  journals 
and  are  not  widely  disseminated  to  the  lay  pub- 
lic, their  publication  brings  about  a certain  co- 
hesiveness of  effort  that  is  reflected  in  public 
relations  through  organizational  activity.  We 
are  hitting  pay  dirt  with  this  media. 

The  second  place  is  newspapers.  The  greatest 
value  of  newspapers  as  a public  relations  com- 
munication media  has  been  in  the  publication  of 
news  articles  and  feature  stories  on  medicine  and 
medical  organization.  In  some  states  the  news- 
papers tend  to  be  a media  of  publicity  rather 
than  a public  relations  media.  In  these  states  it 
is  because  of  the  excellent  scientific  work  of  doc- 
tors and  the  general  respect  of  their  community 
that  gives  medicine  a good  press  if  it  has  one. 
In  other  states  newspapers  are  used  as  public 
relations  media  for  facilities  that  have  been  set 
up  whereby  the  newspaper  man  can  and  does 
voluntarily  check  his  stories  with  medical  repre- 
sentatives before  publishing  “news”  given  him 
by  irresponsible  groups.  This  situation  offers  a 
protection  against  false  accusations,  a protection 
which  a published  denial  of  a false  accusation 
can  never  give. 

Practically  all  state  medical  societies  offer 
news  to  newspapers ; of  late,  medical  organiza- 
tion has  permitted  doctors’  names  to  be  used  in 
connection  with  such  impersonal  newc  without 
criticism  accruing  to  the  individual  doctor.  Many 
state  societies  provide  a health  column  weekly 
to  the  newspapers.  Some  states  have  used  news- 
paper advertising  with  some  effectiveness.  This 
newspaper  advertising  has  been  limited,  of 
course.  Sometimes  it  lias  been  used  to  offer  an 
educational  medical  service  with  credit  given  to 
the  medical  organization.  More  often  newspaper 
advertising  has  told  of  organizational  projects 
and  has  usually  attempted  to  identify  the  doctor 
with  health  movements  which  are  recognized  by 
the  general  public  to  be  conducted  in  the  public 
interest.  Pay  dirt  has  been  hit  with  newspapers 
— when  they  are  fully  and  properly  read. 

In  third  position  among  communication  media 
is  direct  mail — pamphlets,  reprints,  letters,  etc., 
usually  disseminated  through  the  mails  to  the 
reading  public.  These  have  been  directed,  in  the 
main,  to  doctors  of  medicine,  just  as  have  been 
the  journals.  Perhaps  that  is  the  reason  the 


pamphlets  tend  to  be  less  attractive  in  lay  out 
and  less  simple  and  direct  in  content  than  is  the 
case  with  pamphlets  issued  to  the  lay  public  by 
business  and  governmental  organizations.  There 
is  a greater  tendency  of  late  to  issue  this  direct 
mail  to  the  lay  public — a tendency  which  prom- 
ises an  increase  in  the  effectiveness  of  this  media 
and  hitting  pay  dirt. 

In  fourth  place  is  the  use  of  radio.  National 
radio  programs  have  been  attempted  with  vary- 
ing success  but  never  with  a consistently  high 
and  prolonged  Hooper  rating.  Various  state 
medical  society  radio  programs  on  scientific 
medicine  have  been  and  are  being  carried  out 
with  sufficient  success  to  remain  on  the  air. 
Radio  programs  featuring  material  of  a socio- 
economic nature  have  been  attempted  in  many 
states  with  few  successes — most  radio  stations 
shying  away  from  “controversial  subjects”  as 
they  put  it.  In  those  states  in  which  such  radio 
programs  have  hit  pay  dirt,  it  has  been  due  to  a 
judicious  mixture  of  scientific  material  and  ma- 
terial of  a medical  socio-economic  nature. 

A fifth  communication  media,  that  of  cinema, 
has  been  grievously  neglected  by  medical  public 
relations  insofar  as  the  lay  public  is  concerned. 
It  is  true  that  the  Hollywood  version  of  the  doc- 
tor has  been  presented  often  and  it  is  also  true 
that  medicine  has  used  the  moving  pictures  for 
scientific  purposes  to  good  effect.  There  have 
been  some  films  of  an  educational  nature  devel- 
oped on  the  national  level  for  use  by  doctors  to 
lay  groups,  but  the  use  of  educational  films  dis- 
tributed through  the  medium  of  the  commercial 
theater,  which  is  by  far  the  most  effective  means, 
has  been  almost  entirely  ignored  with  the  excep- 
tion of  films  used  in  connection  with  charity 
drives.  Other  communication  media  such  as  bill 
boards,  match  folders,  throw  aways,  etc.,  have 
not  lent  themselves  to  medical  public  relations 
and  have  not  been  used.  Other  avenues  of  edu- 
cation such  as  the  schools  has  been  sporadically 
used,  and  in  the  majority  of  cases  on  the  local 
level.  This  is  a potent  field — Hitler  taught  us 
that — and  American  socialists  are  cultivating  it 
assiduously.  The  youth  of  today  vote  tomorrow. 
They  are  not  at  the  present  time  receiving  the 
whole  truth  regarding  medical  matters. 

To  sum  up  this  fourth  tool  of  public  relations 
we  can  say  that  more  and  more  public  relations 
personnel  are  being  employed ; that  the  maxi- 
mum control  of  medical  public  relations  efforts 
rests  with  top  leaders  of  medicine;  that  little 


Vol.  5,  No.  3 


Arizona  Medicine 


59 


formal  coordination  exists  between  state  medical 
societies  in  public  relations  programs ; that  the 
various  sales  techniques  have  hardly  begun  to  be 
formally  developed  by  the  average  doctor  of 
medicine  but  are  being  carried  out  to  some  extent 
in  group  effort ; that  the  avenues  of  communica- 
tion and  publicity  have  been  explored  but  with 
the  exception  of  medical  journals,  and  the  pos- 
sible exception  of  newspapers,  medical  public 
relations  has  scarcely  scratched  the  surface  of 
the  glorious  facilities  which  exist  in  America. 

In  conclusion,  to  sum  up  whether  we  are  hit- 


ting pay  dirt,  the  statement  might  well  be  made 
that  medical  public  relations  has  made  a great 
deal  of  progress  in  a very  short  time ; that  pub- 
lic relations  know-how  is  being  attained  or  em- 
ployed; that  a great  amount  of  hard  public  rela- 
tions work  remains  to  be  done,  and  that  with 
the  present  running  start  great  progress  in  pub- 
lic relations  can  be  expected  during  the  next 
few — what  seem,  at  this  juncture— to  be  crucial 
years.  Time  is  still  the  imponderable.  Whether 
we  have  time  to  tell  our  story  of  a good  job  being 
done  best  our  way,  only  time  will  tell. 


Statement  of  the  Present  Policy  of  the  American  Trudeau  Society, 
Medical  Section  of  the  National  Tuberculosis  Association, 

on  BCG  Vaccination 


The  members  of  the  Society  and  other  physi- 
cians in  the  United  States  have  been  interested 
for  many  years  in  the  active  immunization 
against  tuberculosis  with  BCG.  The  expansion 
of  public  health  activities  in  the  field  of  tuber- 
culosis control  by  official  and  voluntary  agencies 
and  the  acquisition  of  new  knowledge  concern- 
ing immunity  in  tuberculosis  have  prompted 
the  American  Trudeau  Society  to  make  the  fol- 
lowing observations  and  recommendations : 

I.  BCG  vaccine,  prepared  under  ideal  condi- 
tions and  administered  to  tuberculin  nega- 
tive persons  by  approved  techniques,  can 
be  considered  harmless. 

II.  The  degree  of  protection  reported  following 
vaccination  is  by  no  means  complete  nor  is 
the  duration  of  induced  relative  immunity 
permanent  or  predictable.  The  need  for  fur- 
ther basic  research  on  the  problem  of  artifi- 
cial immunization  against  tuberculosis  is 
recognized  and  is  to  be  emphasized.  Studies 
should  be  directed  : (a)  toward  the  improve- 
ment of  the  immunizing  agent,  (b)  to  the 
development  of  criteria  for  vaccination  and 
re- vaccination  and  (3)  to  determine  more 
accurately  which  groups  in  the  general  pop- 
ulation should  be  vaccinated.  Several  well- 
controlled  studies  are  underway  at  the  pres- 
ent time  and  it  is  expected  that  others  will 
begin  within  the  near  future. 

(Report  submitted  to  the  ATS  Executive  Committee  at  its  meet- 
ing in  Chicago  January  22,  1948,  by  Dr.  H.  McLeod  Riggins.  New 
York,  N.  Y.,  chairman  of  the  Chemotherapy  Committee,  and 
adopted  by  the  Executive  Committee.) 


III.  On  the  basis  of  studies  reported  in  the  Eu- 
ropean and  American  literature,  an  appre- 
ciable reduction  in  the  incidence  of  clinical 
tuberculosis  may  be  anticipated  when  cer- 
tain groups  of  people  who  are  likely  to  de- 
velop tuberculosis  because  of  unusual  ex- 
posure, inferior  resistance,  or  both,  are  vac- 
cinated. 

A.  In  the  light  of  present  knowledge  vac- 
cination of  the  following  more  vulner- 
able groups  of  individuals  is  recommend- 
ed provided  they  do  not  react  to  adequate 
tuberculin  tests. 

1.  Doctors,  medical  students  and  nurses 
who  are  exposed  to  infectious  tuber- 
culosis. 

2-  All  hospital  and  laboratory  personnel 
whose  work  exposes  them  to  contact 
with  the  bacillus  of  tuberculosis. 

3.  Individuals  who  are  unavoidably  ex- 
posed to  infectious  tuberculosis  in  the 
hCme. 

4.  Patients  and  employees  of  mental  hos- 
pitals, prisons  and  other  custodial  in- 
stitutions in  whom  the  incidence  of 
tuberculosis  is  known  to  be  high. 

5.  Children  and  certain  adults  consid- 
ered to  have  inferior  resistance  and 
living  in  communities  in  which  the  tu- 
berculosis mortality  rate  is  unusually 
high. 
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B.  Vaccination  of  the  general  population  is 
not  recommended  at  this  time  except  for 
carefully  controlled  investigative  pro- 
grams, which,  as  a rule,  will  be  best  car- 
ried out  under  the  auspices  of  official 
agencies  such  as  the  U.  S.  Public  Health 
Service,  state  and  municipal  health  de- 
partments and  other  especially  quali- 
fied groups. 

IV.  BCG  vaccine  should  not  be  made  available 
for  general  distribution  in  the  United  States 
at  this  time  because:  (a)  the  most  effective 
strain  of  BCG  has  not  been  agreed  upon  nor 
has  fully  satisfactory  standardization  of  the 
vaccine  been  achieved,  (b)  the  best  qualified 
experts  have  not  agreed  as  to  the  most  effec- 
tive method  of  vaccination  and  (c)  fully 
satisfactory  arrangements  have  not  been 
perfected  for  transportation  and  storage  0'f 
the  vaccine. 

The  vaccine  should  be  prepared  only  in  ac- 
credited laboratories  especially  devoted  to  this 
task,  in  which  virulent  tubercle  bacilli  are  not 
cultivated  or  handled  and  in  which  all  other  pos- 
sible precautions  are  exercised  to  assure  safety 
and  quality  of  the  product. 

Adequate  record  systems  should  be  devised  for 
management  of  the  statistical  problems  involved 
in  recording  and  following  large  numbers  of  vac- 
cinated people.  These  and  other  problems  of 
particular  importance  are  now  being  studied  on 
an  extensive  scale  by  official  and  voluntary  agen- 
cies in  the  United  States  and  in  close  collabora- 
tion with  European  scientists  experienced  in 
this  field. 

V.  The  Society  believes  that  since  BCG  vac- 
cination affords  only  incomplete  rather  than 


absolute  protection,  the  most  effective  meth- 
ods of  controlling  tuberculosis  in  the  general 
population  are  (a)  further  improvement  of 
living  conditions  and  the  general  health, 
(b)  reduction  of  tuberculous  infection, 
which  can  he  accomplished  by  modern  pub- 
lic health  methods  and  the  unremitting 
search  among  presumably  healthy  individ- 
uals for  patients  with  infectious  tuberculo- 
sis, (c)  prompt  and  adequate  medical  and 
surgical  treatment  of  patients  with  active 
disease,  (d)  segregation  and  custodial  care 
of  those  not  amenable  to  accepted  forms  of 
therapy  and  (e)  adequate  rehabilitation. 

Fortunately,  great  advances  have  been  achiev- 
ed during  recent  years  in  the  development  of 
diagnostic  methods  applicable  on  a mass  scale 
and  there  have  been  significant  improvements 
in  the  surgical  and  medical  treatment  of  tuber- 
culosis. The  expansion  of  modern  diagnostic, 
therapeutic  and  rehabilitation  facilities  is  re- 
quired at  this  time  to  make  full  use  of  these 
new  methods  which  can  accomplish  further  dra- 
matic reduction  of  tuberculosis  mortality  and 
morbidity  rates  in  the  United  States. 

‘‘It  is  to  be  emphasized  that  BCG  vaccina- 
tion must  not  be  regarded  as  a substitute  for 
approved  hygienic  measures  or  for  public  health 
practices  designed  to  prevent  or  minimize  tuber- 
culous infection  and  disease.  Vaccination  should 
be  regarded  as  only  one  of  many  procedures  to 
be  used  in  tuberculosis  control.  Vaccination 
seems  unwarranted : (a)  in  areas  in  which  the 
tuberculosis  mortality  rate  is  extremely  low  and 
(b)  in  localities  in  which  the  tuberculin  test  is 
of  especial  value  as  a differential  diagnostic 
procedure.” 


Poliomyelitis  Current  Literature 


345.  Jones,  Asa  and  Dickson,  Frank  D.  (Kan- 
sas City,  Missouri) 

AN  ANALYSIS  OF  ONE  HUNDRED  CAS- 
ES OF  POLIOMYELITIS.  J.  Missouri  M.  A. 
44:881-882  (Dec.  1947). 

One  hundred  cases  at  St.  Luke’s  Hospital, 
Kansas  City,  Mo.,  in  1946  are  analyzed.  Twenty- 
eight  cases  were  treated  with  prostigmine,  with 
little  or  no  effect.  Sixteen  cases  were  treated 
with  curar,  which  had  little  effect  on  paralyzed 
muscles  but  did  make  patients  more  comfortable. 
The  mortality  in  this  series  Avas  9 per  cent.  There 
were  6 pregnant  women  in  the  series. 


336-  Boines,  George  J.  (Wilmington  General 
Hospital,  Delaware). 

DIAGNOSIS  OF  BULBAR  POLIOMYE- 
LITIS. Delaware  State  M.  J.  19:209-212  (Nov. 
1947). 

“The  early  diagnosis  of  bulbar  poliomyelitis 
is  made  by  the  early  thorough  examination  of 
the  muscles  supplied  by  the  cranial  nerves.  Early 
hospitalization  is  very  important  for  the  effi- 
cient observation  and  treatment  of  bulbar  polio- 
myelitis because  of  the  rapid  spread  of  the  dis- 
ease into  the  respiratory  center.” 

(Author’s  summary) 
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349.  Metropolitan  Life  Insurance  Co.  (New 
York,  N.  Y.). 

THE  INCREASED  TOLL  OF  CRIPPLES 
FROM  POLIOMYELITIS.  Statistical  Bull. 
28:5-8  (Sept.  1947). 

It  is  estimated  that  as  of  January  1,  1947  there 
were  nearly  74,000  persons  under  21  years  of  age 
crippled  by  poliomyelitis  in  the  United  States. 
The  number  lias  increased  about  10  per  cent  in 
the  past  two  years  and  almost  45  per  cent  in  the 
past  seven  years. 

This  study  was  based  on  the  numbers  of  crip- 
pled children  on  State  registers  as  reported  to 
the  U.  S-  Children’s  Bureau  in  December,  1939 
and  December,  1944. 


338.  Cunning,  Daniel  S.  (Manhattan  Eye, 
Ear  & Throat  IIosp.,  N.  Y.  C.). 

TONSILLECTOMY  AND  POLIOMYELI- 
TIS. Arch.  Otolaryng.  46:575-583  (Nov.  1947). 

A report  of  a nationwide  survey  by  the  Ameri- 
can Laryngological,  Rhinological  and  Otological 
Society  on  the  relation  between  tonsillectomy 
and  poliomyelitis.  Questionnaires  were  tabulat- 
ed from  13  states  regarding  2,476  poliomyelitis 


cases.  It  was  found  that  2 :5  per  cent  of  the  cases 
had  been  preceded  by  tonsillectomies  within  two 
months  preceding  onset  of  poliomyelitis. 

Tt  is  desired  to  compare  the  incidence  of  polio- 
myelitis in  group  of  tonsillectomized  children 
with  the  incidence  in  the  general  child  popula- 
tion. In  order  to  accomplish  this,  it  is  urged  that 
the  survey  he  continued. 


339-  Faber,  Harold  K.,  Silverberg,  Rosalie  J., 
and  Dong,  Luther.  (Stanford  Univ.  Sch.  Med.) 

EXCRETION  OF  POLIOMYELITIS  VI- 
RUS. Proc.  Soc.  Exper.  Biol.  & Med.) 

“Poliomyelitis  virus  when  applied  to  the  cen- 
tral end  of  a divided  branch  of  the  trigeminal 
nerve  in  the  cheek  travels  centripetally  to  the 
corresponding  semilunar  ganglion  within  three 
days.  Centrifugal  spread  to  the  nasopharyngeal 
surfaces,  which  are  supplied  by  the  trigeminal 
nerve,  was  demonstrated  by  detection  of  virus 
in  the  nasopharyngeal  washings  on  the  third  and 
fourth  days.  Virus  was  also  found  in  the  stools 
on  the  fourth  but  not  on  the  third  day,  suggest- 
ing that  it  had  been  swallowed.  It  is  suspected 
that  excretion,  like  invasion,  of  poliomyelitis 
occurs  through  axonal  channels. 


Cancer  Current  Literature 


758.  McSwain,  Barton  and  Spencer,  F.  C. 
Vanderbilt  University,  Nashville,  Tenn. 

CAROTID  BODY  TUMOR  IN  ASSOCIA- 
TION WITH  CAROTID  SINUS  SYNDROME  : 
REPORT  OF  2 CASES.  Surgery  22:  222-229 
(Aug-  1947). 

‘ ‘ Presentation  of  a case  of  carotid  body  tumor 
in  association  with  carotid  sinus  syndrome  of  the 
vagal  type  is  presented.  Cure  was  effected  by 
extirpation  of  the  tumor  with  segments  of  the 
common,  external  and  internal  carotid  arteries.” 

“A  second  patient  with  carotid  body  tumor 
is  described  who  gave  a typical  history  of  caro- 
tid sinus  syndrome  which  disappeared  spon- 
taneously. Two  possible  explanations  of  the 
spontaneous  disappearance  of  the  syndrome  are 
given.”  Author’s  Summary. 

19  references. 


759.  Marinelli,  L.  D.,  Foote,  F.  W.  et  al.  Me- 
morial Hospital,  N.  Y-  C. 

RETENTION  OF  RADIOACTIVE  IODINE 
IN  THYROID  CARCINOMA.  HISTOPATHO- 
LOGIC AND  RADIOAUTOGRAPHIC  STUD- 
IES. Am.  J.  Roentgenol.  58:17-30  (July  1947). 

Report  of  a three  year  study  on  tissue  studies 
and  radioautographs  from  19  cases  of  thyroid 
carcinoma. 


760.  Mills,  Warren  LI.,  Dominguez,  Rafael, 
and  McCall,  Julius  W.  St.  Luke’s  Hospital, 
Cleveland,  Ohio. 

SIMULTANEOUS  CARCINOMA  AND 
MALIGNANT  LYMPHOMA  OF  THE  LAR- 
YNX. Laryngoscope  57:491-500  (July  1947). 

“A  case  of  double  primary  malignant  tumor 
of  the  larynx  is  presented.  One  tumor  is  a 
squamous  cell  carcinoma  of  the  right  vocal  fold. 
The  other  tumor  is  a Hodgkin’s  sarcoma  of  the 
right  ventricle.  The  two  tumors  are  in  contact 
with  each  other  in  the  upper  part  of  the  larynx 
only. 

A table  is  presented  listing  the  cases  of  multi- 
ple malignant  tumors  in  which  the  larynx  is  in- 
volved.” Author’s  Summary. 

36  references. 

756.  Horn,  Robert  C.,  Jr.,  Welty,  Robert  F., 
et  al.  University  of  Pennsylvania,  Philadel- 
phia, Pa. 

CARCINOMA  OF  THE  THYROID.  Ann. 
Surg.  126:140-155  (Aug.  1947). 

71  cases  of  carcinoma  of  the  thyroid  and  3 of 
lateral  thyroid  carcinoma  treated  at  the  Hospi- 
tal of  the  University  of  Pennsylvania  during  an 
11.5  year  period  have  been  reviewed.  62  thyroid 
carcinomas  were  encountered  among  a series  of 
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2,079  surgically  treated  thyroid  lesions,  an  in- 
cidence of  3.0%-  This  is  an  incidence  of  5.4%  of 
carcinoma  in  1,135  surgically  treated  nodular 
goiters. 

23  references. 


778.  Simonds,  F.  L.  and  Anderson,  Leo. 
Omaha,  Nebraska. 

PRIMARY  CARCINOMA  OF  THE  LUNG. 
Nebraska  State  M.  J.  32:311-315  (Aug.  1947). 

‘ ‘ Observations  concerning  present  day  meth- 
ods of  the  diagnosis  and  treatment  of  primary 
lung  tumors  have  been  made.  The  low  operative 
mortality  after  surgical  intervention  in  recent 
years  has  been  emphasized.  Attention  has  been 
called  to  palliative  treatment  by  Roentgen  ther- 
apy, which  may  add  months  or  years  to  the  pa- 
tient’s life  and  comfort.  Author's  Summary. 

7 references. 


802.  Brown,  C.  J.  O.  Alfred  Hospital,  Mel- 
bourne, Australia. 

SURGICAL  TREATMENT  OF  CARCINO- 
MA OF  THE  OESOPHAGUS,  WITH  RE- 
PORT OF  3 CASES.  M.  J.  Australia  2:10-12 
(July  15,  1947). 

« “Transthoracic  oe  ophago-gastretomy  with 
oesophago  gastrostomy  presents  a practical  ap- 
proach to  the  problem  of  carcinoma  in  the  lower 
2/3  of  the  oesophagus  or  in  the  cardiac  end  of  the 
stomach.  It  is  probably  that  total  gastrectomy 
is  more  readily  performed  by  this  route  than 
from  below.” 

“Patients  tolerate  the  operation  very  well; 
and  even  if  the  growth  recurs,  they  have  a period 
of  relief  and  are  saved  the  distress  of  death  from 
starvation.”  Author’s  Summary. 

11  references. 


MORE  CANCERS  FOUND  AT  DETECTION 
CENTERS  THAN  EXPECTED 

A nine-months’  survey  of  cancer  detection  cen- 
ters in  one  state  shows  that  10  to  15  times  as 
many  cancers  are  being  discovered  in  male  ex- 
aminees, and  twice  as  many  in  females,  as  would 
be  expected  from  the  general  cancer  prevalence 
rates  by  sex  and  age.  These  facts  are  revealed  in 
a report  by  Howard  W.  Jones,  Jr.,  M.  1).,  and  W . 
Ross  Cameron,  M.  1).,  Baltimore,  in  the  Decem- 
ber 13  issue  of  The  Journal  of  the  American 
M edical  Associat  ion. 

The  two  doctors  state  that  from  November  1, 
1946  to  July  31,  1947  a total  of  1,709  persons 
were  examined  in  cancer  detection  centers  in 
Maryland,  336  being  men  and  1,373  women.  By 
means  of  the  expected  prevalence  and  detectabil- 
ity rates  only  0.56  cases  of  cancer  would  have 
been  anticipated  in  the  male  and  4.9  cases  in  the 
female  examinees.  Actually  eight  cancers  were 
found  among  the  men  and  nine  among  the 
women. 

Although  a cancer  detection  center  represents 
a ease  finding  clinic  to  which  only  persons  who 
are  free  from  cancer  symptoms  are  supposed  to 
be  admitted  for  examination,  the  writers  sug- 
gest that  a high  proportion  of  the  patients  come 
to  such  centers  because  of  minor  complaints  or 
because  of  the  occurrence  of  cancer  in  their 
immediate  families.  They  are  therefore  not  a 
true  cross  section  of  the  population  as  a whole. 

“An  incidental,  but  important  finding,”  the 
doctors  also  write,  “was  that  36  per  cent  of  men 
and  51  per  cent  of  women  examinees  were  re- 
ferred to  their  physician  because  medical  or  sur- 
gical conditions  other  than  cancer  were  discov- 
ered.” 

Reprinted  from  Illinois  Medical  Journal.  February,  1948. 


Statement 


Submitted  on  Behalf  of  the  American  Medical 
Association  by  Dr.  James  R.  Miller,  to  the 
House  Committee  on  Interstate  and  Foreign 
Commerce,  on  H.  R.  5644,  Introduced  by  Rep- 
resentative Dolliver;  and  H.  R.  5678,  Intro- 
duced by  Representative  Priest,  Identical  Bills 
to  Assist  the  States  in  the  Development  and 
Maintenance  of  Local  Public  Health  Units, 
April  9,  1948. 


Mr.  Chairman  and 
Members  of  the  Committee: 

My  name  is  Dr.  James  R.  Miller.  I practice 
medicine  in  Hartford,  Connecticut  and  am  here 
as  a member  of  the  board  of  Trustees  of  the 
American  Medical  Association.  I appreciate  this 
opportunity  to  record  our  approval  of  the  ob- 
jectives of  this  legislation,  for  the  Association 
has  for  many  years  been  active  in  promoting 
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the  establishment  and  maintenance  of  public 
health  activities,  on  federal,  state  and  local  levels. 

As  evidence  of  our  early  interest  in  the  sub- 
ject, the  minutes  of  the  meeting  of  the  Associa- 
tion in  1883  contained  a report  of  a survey  that 
had  been  made  on  behalf  of  the  Association  to 
.ascertain  what  states  and  counties  had  at  that 
time  health  departments. 

In  more  recent  years,  the  House  of  Delegates, 
in  1942,  adopted  the  following  resolution  ex- 
pressive of  a continued  concern  in  public  health 
activities : 

Resolution  from  Section  on  Preventive  and 
Industrial  Medicine  and  Public  Health 
on  Civilian  Health  Protection  in  War 

Dr.  Stanley  H.  Osborn,  Section  on  Preventive 
and  Industrial  Medicine  and  Public  Health, 
presented  the  following  resolution,  which  was 
adopted  on  motion  of  Dr.  Osborn,  seconded  by 
Dr.  George  Blumer,  Connecticut,  and  carried: 

WHEREAS,  A major  inadequacy  in  the  civi- 
lian health  protection  in  war  as  in  peace  time 
continues  from  the  failure  of  many  states  and  of 
not  less  than  half  the  counties  in  the  states  to 
provide  even  minimum  necessary  sanitary  and 
other  preventive  services  for  health,  by  full  time 
professionally  trained  medical  and  auxiliary  per- 
sonnel on  a merit  system  basis  supported  by  ade- 
quate tax  funds  from  local  and  state,  and  where 
necessary  from  federal  sources ; therefore,  be  it 

RESOLVED,  That  the  Trustees  of  the  Amer- 
ican Medical  Association  be  urged  to  use  all  ap- 
propriate resources  and  influences  of  the  Associ- 
ation to  the  end  that,  at  the  earliest  possible  date, 
complete  coverage  of  the  nation’s  area  and  pop- 
ulation by  local,  county,  district  or  regional  full 
time  modern  health  services  be  achieved. 

Proceedings  of  the  House  of  Delegates, 
American  Medical  Association,  Atlantic 
City,  June  8-12,  1942,  page  71. 

Subsequently,  copies  of  this  resolution  were 
forwarded  to  each  state  medical  association  in  an 
effort  to  stimulate  activity  directed  toward  the 
achievement  of  the  objectives  sought  by  it. 

Editorials  have  from  time  to  time  been  pub- 
lished in  The  Journal  of  the  Association  in  a 
still  further  effort  to  extend  public  health  cov- 
erage to  the  nation  and  the  Association  has  col- 
laborated with  other  organizations  to  promote 
this  objective. 

Not  only  has  the  Association  consistently 
sought  to  extend  public  health  coverage  but  it 
has  also  recorded  its  approval  of  federal  aid  to 
assist  in  the  development  of  local  health  units. 
Point  2 of  the  Ten  Point  National  Health  Pro- 


gram of  the  Association  emphasizes  that  the  pro- 
viding of  preventive  medical  services  through 
professionally  competent  health  departments 
with  sufficient  staff  and  equipment  to  meet 
community  needs  is  recognized  as  essential  in 
a well-rounded  health  program.  It  is  also  stated 
that  “The  principle  of  federal  aid  through  pro- 
vision of  funds  or  personnel  is  recognized  with 
the  understanding  that  local  areas  shall  control 
their  own  agencies  as  has  been  established  in 
the  field  of  education.  Health  departments 
should  not  assume  the  care  of  the  sick  as  a func- 
tion, since  administration  of  medical  care  under 
such  auspices  tends  to  a deterioration  in  the 
quality  of  the  service  rendered.” 

Again,  in  indicating  the  progress  that  has  been 
made  in  accomplishing  the  objectives  of  the  Ten 
Point  National  Health  Program,  a statement 
was  submitted  by  the  Board  of  Trustees  to  the 
House  of  Delegates  at  the  Cleveland  meeting  in 
January  of  this  year.  In  pointing  out  progress 
under  Point  2,  it  was  stated : 

‘ ‘ The  Board  of  Trustees  has  supported  pend- 
ing legislation  for  federal  aid  in  the  establish-' 
ment  of  local  Health  units  with  emphasis  on 
the  principle  that  medical  care  and  treatment 
are  not  properly  functions  of  public  health 
units.  ’ ’ 

The  statement  submitted  by  the  Board  of 
Trustees  was  approved  by  the  House  of  Dele- 
gates. 

To  the  extent,  therefore,  that  H.  R.  5644  and 
H.  R.  5678  will  provide  federal  aid  in  the  devel- 
opment of  local  health  units,  they  conform  to 
the  position  that  the  Association  has  taken  and 
on  behalf  of  the  Association  I record  our  ap- 
proval of  them  in  principle. 

The  Bureau  of  the  Census  recently  issued  a 
report  pointing  out  that  there  were  approxi- 
mately 155,100  units  in  this  country  apart  from 
federal  and  state  governments.  These  included 
38,200  county,  town,  township  or  city  jurisdic- 
tions, 108,600  school  districts  and  8,300  special 
districts.  The  report  of  the  Subcommittee  on  Lo- 
cal Health  Units  of  the  American  Public  Health 
Association  in  1945  reported  that  “at  present 
there  are  approximately  18,500  local  govern- 
mental jurisdictions,  apart  from  school  districts 
that  may  be  responsible  for  local  public  health 
service.”  This  same  report  came  to  the  conclu- 
sion that  what  was  needed  was  1,200  county, 
county-city  or  multi-county  units  each  includ- 
ing a minimum  of  50,000  people. 


Arizona  Medicine 


May,  4948 


64 


These  small  health  jurisdictions  were  devel- 
oped in  the  days  of  the  horse  and  buggy  and  of 
dirt  roads.  In  many  instances,  they  do  not  in- 
clude a large  enough  population  to  afford  a 
full-time  health  officer,  sanitary  engineer  and 
public  health  nurses.  A modernization  of  our 
public  health  and  administrative  set-up  is  long 
overdue  and  this  legislation  may  well  supply  the 
needed  impetus. 

Section  3 (d)  defines  a “local  public  health 
unit”  as  a governmental  authority  of  a local 
area  “basic  public  health  services,”  but  there 
is  no  definition  contained  in  the  legislation  as  to 
what  shall  constitute  “basic  public  health  serv- 
ices.” Section  5 (b)  (4)  does  authorize  the  Sur- 
geon General  of  the  Public  Health  Service  by 
regulation  to  prescribe  the  “types  of  health  serv- 
ices” which  shall  be  considered  basic  public 
health  services.  Before  promulgating  any  such 
regulation,  the  Surgeon  General  will  be  required 
to  consult  with  a conference  of  state  health 
authorities  whose  agreement  he  shall  obtain,  in 
so  far  as  practicable,  prior  to  the  issuance  of  the 
regulation. 

It  is  our  viewpoint  that  the  law  itself  should 
state  what  shall  constitute  “basic  public  health 
services”  and,  as  a corollary,  that  such  determin- 
ation should  not  be  left  to  any  federal  adminis- 
trative officer.  If  such  a definition  can  be  form- 
ulated under  a regulation  promulgated  by  the 
Surgeon  General  of  the  Public  Health  Service, 
then  it  seems  to  me  that  it  could  as  readiny  be 
formulated  now  and  incorporated  as  a part  of 
the  legislation. 

Dr.  Haven  Emerson,  Chairman,  Subcommit- 
tee on  Local  Health  Units,  Committee  on  Ad- 
ministrative Practice,  American  Public  Health 
Association,  has  stated  that  the  six  basic  func- 
tions of  a local  health  department  include: 

1.  Vital  statistics,  or  the  recording,  tabula- 
tion, interpretation,  and  publication  of  the 
essential  facts  of  births,  deaths,  and  report- 
able  diseases ; 

2.  Control  of  communicable  diseases,  includ- 
ing tuberculosis,  the  venereal  diseases,  ma- 
laria, and  hookworm  diseases ; 

3.  Environmental  sanitation,  including  super- 
vision of  milk  and  milk  products,  food  pro- 
cessing and  public  eating  places,  and  main- 
tenance of  sanitary  conditions  of  employ- 
ment ; 

4.  Public  health  laboratory  services; 

6.  Hygiene  of  maternity,  infancy,  and  child- 
hood, including  supervision  of  the  health  of 
the  school  child  ; 


6.  Health  education  of  the  general  public  so 
far  as  not  covered  by  the  functions  of  de- 
partments of  education. 

1 suggest  that  Section  3 of  the  pending  bills 
he  amended  by  adding  a definition  of  basic  pub- 
lic health  services  to  include  the  foregoing  func- 
tions and  to  exclude  “the  care  of  the  sick”  as 
a function  except  where  that  care  is  necessary 
for  the  protection  of  the  health  of  the  com- 
munity. 

This  legislation  as  now  drafted  confers  on  the 
Surgeon  General  of  the  United  States  Public 
Health  Service  the  right  to  withhold  approval 
of  a state  plan  and  to  withdraw  approval  of  a 
state  plan  it  in  his  opinion  it  does  not  conform 
(1)  to  the  specifications  set  forth  in  Section  6 

(a)  and  (2)  to  the  regulations  promulgated  by 
the  Surgeon  General  as  authorized  by  Section  f) 

(b) .  Apparently,  the  Surgeon  General  will  make 
the  final  determination,  subject  to  the  provision 
contained  in  Section  9 (a)  that  the  law  is  to  be 
administered  by  him  under  the  supervision  and 
direction  of  the  Administrator  of  the  Federal 
Security  Agency.  I suggest  the  desirability  of' 
assuring  an  appeal  by  a state  whose  plan  has 
been  disapproved,  either  to  a public  health  ad- 
visory council,  administration  of  the  law,  or  to 
the  courts,  or  to  both. 

1 would  suggest,  too,  the  desirability  of  stat- 
ing in  Section  2 as  a part  of  the  Declaration  of 
Policy  and  Purpose  that  it  is  the  intent  of  the 
Congress  in  enacting  this  legislation  to  preserve 
to  the  states  and  to  their  local  units  the  direct- 
ing control  of  the  operation  of  any  public  health 
units  to  be  provided  under  a state  plan  and  that 
authorized  regulations  must  be  promulgated  with 
that  objective  in  view. 

This  is  most  important  legislation  and  in  my 
judgment  it  will  function  more  effectively  with 
the  least  amount  of  interference  and  direction 
by  government. 
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Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  he  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  present  case  is  one  of  obscure  chronic 
arthritis  in  an  adolescent.  The  consultant  is  Dr. 
Edward  W.  Boland  of  Los  Angeles,  a specialist 
in  arthritis.  Dr.  Boland  is  a graduate  of  St. 
Louis  University  Medical  School,  was  an  associ- 
ate of  Dr.  Phillip  Blench  at  the  Mayo  Clinic  for 
several  years,  and  during  the  war  was  Chief  of 
the  Division  on  Rheumatic  Diseases  at  the  Army 
Rheumatism  Center,  Army  and  Navy  General 
Hospital,  Hot  Springs,  Arkansas.  He  is  a mem- 
ber of  numerous  medical  societies,  is  an  officer 
of  the  American  Rheumatism  Association,  has 
written  many  papers  on  various  aspects  of  ar- 
thritis, is  an  assistant  professor  of  clinical  medi- 
cine at  the  University  of  Southern  California 
Medical  School,  and  a Fellow  of  the  American 
College  of  Physicians. 


CASE  NUMBER  VII 

The  patient  is  a white  female  youth  of  17  years. 
Her  present  illness  began  ten  months  ago  in  April 
at  her  home  in  a mid-western  town.  It  consisted 
of  a mildly  painful  swelling  of  the  ankles,  knees, 
and  finger-joints;  it  was  transient  at  the  onset, 
with  some  days  of  freedom;  she  had  no  fever,  but 
her  appetite  was  poor;  and  there  was  a poor  mo- 
bility of  her  eyes.  There  was  no  diagnosis  or 
treatment  at  that  time,  though  she  rested  when 
it  seemed  necessary. 

Five  months  later,  in  August,  her  feet  became 
moderately  swollen  and,  after  visiting  a clinic, 
she  was  sent  to  a hospital.  Her  general  feeling 
and  swelling  of  the  joints  improved,  but  no  diag- 
nosis was  made.  She  was  able  to  go  to  school. 

In  October  her  back  became  “sore,”  there  was 
a slight  swelling  of  the  feet  and  knees,  and  it  was 
noted  that  she  had  a fever.  Her  normal  weight 
had  been  132  pounds,  and  after  a loss  to  120 
pounds,  it  had  improved  and  then  dropped  again. 
She  was  put  to  bed,  given  injections  of  “protein- 
iron”  and  Vitamin  B,  and  given  a “sulfa  drug” 
by  mouth.  No  change  in  her  condition  resulted. 


In  January  she  came  to  Arizona  with  her 
mother.  Episodes  of  fever  recurred  about  once 
a week  or  so,  lasted  for  a few  days  and  reached 
levels  of  101  to  102.5  degrees.  The  high  points 
were  associated  with  a chill,  which  was  usually 
preceded  by  a sweat.  Her  appetite  was  poor,  she 
had  nocturia,  and  there  had  been  no  menses  for 
four  months.  She  had  a slight  cough  and  ex- 
pectoration each  morning.  A neighborhood  physi- 
cian was  called,  and  after  a cursory  examination 
he  ordered  an  x-ray  of  the  chest  (which  was  neg- 
ative) and  prescribed  100,000  units  of  penicillin 
a day  for  3 days  intramuscularly.  The  fever  sub- 
sided, though  about  as  usual. 

A month  later  the  family  moved  to  Tucson  and 
the  present  physician  was  called.  Her  general 
condition  was  the  same;  she  was  bedfast;  her 
weight  had  decreased  to  less  than  90  pounds;  and 
her  medication  consisted  of  a vitamin  concen- 
trate and  two  kinds  of  ferrous  iron  tablets. 

The  family  history  was  negative  for  pertinent 
illnesses.  The  patient  had  always  been  well  ex- 
cept for  pneumonia  at  the  age  of  7 years. 

On  physical  examination  she  was  seen  to  be 
pallid,  cadaverous,  and  apathetic.  The  tongue 
was  pale;  the  membranes  of  the  nose  and  throat 
were  slightly  injected;  there  was  purulent  ma- 
terial in  the  left  nares;  the  sinuses  were  not  ten- 
der; and  there  was  no  adenopathy.  The  abdomen 
was  scaphoid,  and  the  spleen  was  not  palpable 
on  inspiration.  The  lungs  were  clear  by  stetho- 
scope. The  heart  was  small;  the  pulse  was  96 
per  minute  and  regular;  the  B/P  was  108/85;  and 
there  was  a soft  basal  systolic  (hemic  murmur. 
The  temperature  was  99.6  degrees  by  mouth.  The 
hands  were  thin,  and  there  was  a slight,  non- 
tender swelling  and  partial  fixation  of  the  finger 
joints  bilatterally.  The  ankles  were  normal,  and 
there  was  no  edema.  The  knees  were  mildly  en- 
larged by  a boggy,  sluggishly-inflammatory  swell- 
ing, left  greater  than  right.  The  elbows  and 
shoulders  were  not  swollen,  but  the  joints  were 
held  in  partial  fixation  from  immobility.  The 
para-spinal  muscles  were  tender. 

The  tentative  impressions  were  an  atypical 
rheumatoid  arthritis,  with  fixations  of  disuse;  un- 
dernutrition; secondary  anemia;  and  a systemic 
infection,  such  as  undulant  fever,  to  be  ruled  out. 

A blood  count  included  a hemoglobin  of  9.5  gm.; 
RBC,  3,620,000;  WBC,  5,000,  with  83%  neutro- 
philes  (28%  band  forms),  5%  lymphocytes,  1% 
monocytes,  and  11%  eosinophiles.  The  sedimenta- 
tion rate  was  118  mm.  in  60  minutes.  The  ag- 
glutinations for  B.  abortus  and  melitensis  were 
negative. 

It  was  decided  to  repeatedly  transfuse  the  pa- 
tient, to  gradually  mobilize  the  fixed  joints,  and 
to  use  analgesics  and  soporifics  as  needed.  The 
first  transfusion  was  given  without  incident. 
When  the  patient  was  seen  at  the  end  of  a week, 
the  temperature  was  normal,  the  anorexia  was 
less,  the  color  was  better,  the  attitude  more  hope- 
ful. She  complained  of  intercostal  neuralgia.  The 
joints  were  the  same.  She  was  hospitalized  for 
the  second  transfusion  (for  convenience),  and 
there  was  only  a slight  febrile  reaction.  Fluoro- 
scopy showed  normal  lungs  and  a normal  heart, 
though  it  was  larger  than  noted  by  physical 
signs.  X-rays  of  the  knees  were  normal,  a report 
which  was  confirmed  by  a consultant. 

Two  weeks  later  she  was  able  to  stand  and 
walk  and  the  joint  movements  were  better.  She 
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continued  to  have  bouts  of  fever  and  sweats.  A 
trial  of  sulfadiazine  and  of  penicillin  injections 
produced  no  results.  The  symptoms  and  signs 
were  the  same.  A blood  culture  was  negative 
after  four  weeks.  A skin  test  for  brucellosis  was 
negative,  and  an  opsonocytophagic  test  was 
normal. 

After  another  two  weeks  the  rehabilitation  had 
proceeded  well.  There  was  no  specific  change, 
however,  and  the  fever  continued  to  recur  and 
subside.  Sulfamerazine  was  used,  and  on  one  oc- 
casion it  seemed  as  though  a remission  of  the 
fever  occurred  as  a result.  In  spite  of  the  trans- 
fusion the  blood  count  remained  about  the  same 
(Hb.  8.7  gm;  RBC  3,670,000;  WBC  4,  500;  N.  81%, 
L.  17%,  M.  1%,  E.  1%). 

QUESTIONS— 

1.  Does  this  represent  any  special  type  of 
arthritis  ? 

2.  Is  there  a relationship  to  age?  To  the  en- 
doerines ? To  infection?  To  a metabolic  fault 

3.  What,  is  the  cause  of  the  depressed  blood 
count  ? 

4.  What  is  the  prognosis? 

5.  Is  there  any  treatment  of  notable  value  ? 
Physiotherapy?  Heat?  Vaccine?  Therapy  for 
hematopoiesis  ? Gold  ? 

M.  I).,  Tucson 

ANALYSIS  AND  ANSWERS— 

This  interesting  case  presents  the  following 
salient  features : ( 1 ) Progressive  polyarthritis 
in  an  adolescent  female;  (2)  severe  general  con- 
stitutional reaction  with  a weight  loss  of  42 
pounds  over  a period  of  some  10  months,  low 
grade  fever,  marked  asthenia,  hypochromic  an- 
emia, and  a greatly  elevated  erythrocyte  sedi- 
mentation rate;  (3)  bouts  of  higher  fever,  at 
times  associated  with  “chills.”  Certain  pertinent 
clinical,  roentgenograph ic  and  laboratory  data 
are  lacking  in  the  summary,  but  sufficient  in- 
formation is  included  to  allow  a discussion  of 
differential  diagnosis  and  possibly  to  justify  a 
p resum  p t i ve  d i agnosis . 

Although  this  adolescent  patient  has  a strato- 
spheric sedimentation  rate  (118  mm  in  1 hour), 
bouts  of  fever  and  polyarthritis,  acute  rheumatic 
fever  can  he  ruled  out.  The  clinical  course  ap- 
parently was  one  of  progressive  arthritis  with 
ultimate  deformity  of  joints.  Rheumatic  fever 
may  produce  crippling  lesions  in  the  heart 
valves  and  myocardium,  but  the  articular  mani- 
festations are  acute  or  subacute  and  do  not 
leave  joint  residues  and  do  not  result  in  actual 
joint  deformity.  Joint  manifestations  in  acute 
rheumatic  fever  are  usually  transient  and  migra- 
tory, and  the  inflammatory  reaction  in  any  in- 
dividual joint  generally  does  not  last  longer  than 


a matter  of  days  or  weeks.  The  response  to  ade- 
quate salicylate  therapy  (120  to  150  grains  per 
day)  is  not  stated,  but  undoubtedly  such  a ther- 
apeutic trial  would  have  given  negative  results. 
Apparently  there  is  no  clinical  or  electrocardio- 
graphic evidence  of  heart  involvement. 

The  bouts  of  fever  (sometimes  accompanied  by 
chill),  the  very  rapid  erythrocyte  sedimentation 
rate,  and  the  slight  leucopenia  should  suggest 
the  possibility  of  a disseminated  lupus  erythem- 
atosus. When  articular  manifestations  are  pres- 
ent in  disseminated  lupus  they  usually  consist 
of  aching  and  stiffness  about  joints  or  in  mus- 
cles (without  objective  joint  findings),  but  ap- 
proximately 10  per  cent  of  patients  do  show  ob- 
jective joint  changes.  Such  findings  when  pres- 
ent most  often  consist  of  slight  swelling,  tender- 
ness, and  perhaps  increased  local  heat  in  peri- 
pheral joints,  often  the  small  joints  of  the  fin- 
gers ; transient  effusions  into  large  joints  such 
as  the  knees  may  occur.  The  articular  manifesta- 
tions are  usually  minimal  and  transient ; perma- 
nent changes  are  most  uncommon.  Unfortunate- 
ly the  degree  of  actual  articular  crippling  cannot 
be  pictured  from  the  case  description.  No  other 
stigmata  of  disseminated  lupus  are  mentioned ; 
there  is  no  mention  of  skin  rash,  albuminuria  or 
cylinduria,  facial  edema,  effusions  into  serous 
cavities,  hypereuglobulinemia,  etc.  But  at  times 
the  articular  symptoms  constitute  the  early  chief 
complaints  and  may  precede  the  skin  rash  and 
other  manifastations  by  months.  We  cannot, 
therefore,  definitely  rule  out  disseminated  lupus 
erythematosus  on  the  evidence  presented.  The 
subsequent  clinical  course  would  be  helpful. 

The  episodes  of  chills  and  fever  might  suggest 
the  possiblity  of  a subacute  bacterial  endocardi- 
tis, but  blood  cultures  failed  to  grow  organisms, 
and  a leucopenia  not  a leucocytosis  was  present. 
Certainly  the  crippling  arthritis  does  not  fit  in 
with  such  a picture. 

Periarteritis  nodosa  might  he  considered  be- 
cause of  the  chronic  fever,  musculoskeletal  symp- 
toms, severe  constitutional  reaction  and  obscure 
nature  of  the  illness.  Transient  pain  and  swell- 
ing in  joints  may  occur  with  this  syndrome,  hut 
more  often  the  musculoskeletal  complaints  are 
directed  to  the  muscles  and  consist  of  aching, 
stiffness  and  local  tenderness.  Leucocytosis  (with 
at  times  an  eosinophilia)  is  characteristic  rather 
than  leucopenia.  Features  such  as  nephritic  and 
intestinal  symptoms,  asthma,  polyneuritis,  ab- 
normal cardiac  findings,  etc.,  evidently  were  not 
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present  in  the  ease  under  discussion.  Muscle  bi- 
opsy might  have  been  a valuable  diagnostic 
procedure. 

Arthralgia  and  general  aches  and  pains  in 
muscles,  joints  and  limbs  may  occur  in  Brucel- 
losis. It  is  probable  that-  this  disease  does  not 
produce  a true  chronic  peripheral  arthritis,  de- 
spite some  opinions  to  the  contrary.  At  any  rate 
no  immunological  or  cultural  evidence  for  Bru- 
cellosis is  given. 

The  progressive  polyarthritis,  leading  to  actual 
joint  crippling,  fits  best  into  the  clinical  pattern 
of  rheumatoid  arthritis.  Although  the  involved 
small  joints  of  the  hands  and  feet  were  not  spe- 
cifically identified  in  the  summary,  it  will  be 
assumed  that  they  included  the  proximal  inter- 
phalangeal,  metacarpophalangeal,  and  metatar- 
sophalangeal joints;  rheumatoid  arthritis  has  a 
predilection  for  these  small  joints.  Tenderness 
of  the  paraspinal  muscles  and  the  “intercostal 
neuralgia”  suggest  involvement  of  the  spinal 
joints.  Unfortunately  the  physical  findings  on 
examination  of  the  back  did  not  receive  elabora- 
tion, and  apparently  roentgenograms  of  the  low- 
er back  were  not  made.  Had  there  been  roent- 
genographic  evidence  it  will  be  assumed  that 
they  included  the  proximal  inter  phalangeal, 
metacarwpophalangeal,  and  metatarsophalangeal 
joints ; rheumatoid  arthritis  has  a predilection 
for  these  small  joints.  Tenderness  of  the  para- 
spinal  muscles  and  the  “intercostal  neuralgia” 
suggest  involvement  of  the  spinal  joints.  Un- 
fortunately the  physical  findings  on  examination 
of  the  back  did  not  receive  elaboration,  and  ap- 
parently roentgenograms  of  the  lower  back  were 
not  made.  Had  there  been  roentgenograph ie  evi- 
dence of  bilateral  sacro-ileitis,  the  diagnosis  of 
rheumatoid  arthritis  could  be  strongly  support- 
ed. Pronounced  constitutional  symptoms  and 
hypochromic  anemia  are  common  in  rheumatoid 
arthritis  when  the  disease  is  severe.  Neither  the 
total  nor  the  differential  leucocyte  count  is  char- 
acteristic ; a moderate  leucocytosis,  a normal 
count,  or  a mild  leucopenia  may  be  found. 

ANSWERS  TO  QUESTIONS 

(1)  It  is  impossible  to  mak.e  a definite  diagno- 
sis on  the  basis  of  the  data  presented.  Because 
the  picture  best  fits  the  clinical  pattern  of 
rheumatoid  arthritis  we  will,  for  purposes  of  dis- 
cussion, make  such  a diagnosis  provisionally. 

(2)  Rheumatoid  arthritis  may  affect  persons 
of  any  age.  It  more  commonly  begins  between 


the  ages  of  20  and  40,  but  it  may  commence 
in  childhood,  adolescence  or  even  after  the  age  of 
60.  In  juveniles  or  adolescents  the  disease  tends 
to  be  severe  and  deformities  may  appear  earlier ; 
often  crippling  and  muscular  wasting  are  great- 
er. The  term  “Still’s  Disease”  is  sometimes  ap- 
plied to  those  cases  of  juvenile  rheumatoid  ar- 
thritis which  also  demonstrate  splenomegalia, 
lymphadenopathy  and  anemia.  The  current 
concept  is  that  Still’s  Disease  is  merely  a form 
of  rheumatoid  arthritis  which  occurs  in  youth ; 
the  objective  manifestations  and  the  histologic 
findings  in  the  joints  are  identical  with  those  in 
adult  rheumatoid  arthritis. 

The  cause  of  rheumatoid  arthritis  is  not 
known.  All  currently  considered  etiologic  the- 
ories— infectious,  endocrine,  circulatory,  meta- 
bolic, psychogenic — lack  proof.  There  is  no  evi- 
dence that  an  endocrine  imbalance  plays  any  role 
in  the  production  of  the  disease.  No  definite 
metabolic  fault  lias  been  identified.  Recent  in- 
vestigators (Block  and  Murrill)  found  no  devia- 
tions from  normal  in  total  sulfur,  total  nitro- 
gen and  amino  acid  contents,  or  total  serum  pro- 
tein. The  total  lipid,  total  cholesterol  and  phos- 
pholipid contents  of  the  plasma  are  also  normal 
(Block,  Buchanan  and  Freyberg).  Recently 
Ropes,  Rossemeil  and  Bauer  found  a slight  but 
definite  negative  calcium  balance  in  patients 
with  rheumatoid  arthritis  ; the  degree  varied  with 
the  amount  of  calcification  noted  roentgeno- 
graph ically,  and  the  negative  balance  probably 
was  the  result  of  the  disease  process  rather  than 
a causative  factor.  The  local  inflammatory  re- 
actions in  the  joints,  the  general  constitutional 
reaction,  and  the  elevated  erythrocyte  sedimen- 
tation rate  suggest,  of  course,  an  infectious  pro- 
cess. But  repeated  cultivations  of  the  blood, 
joint  fluid,  synovia  and  subcutaneous  nodules, 
have  failed  to  prove,  that  the  disease  is  an  in- 
fectious process.  It  is  true  that  about  50  per 
cent  of  patients  with  rheumatoid  arthritis  have 
agglutination  titers  of  1 to  160  or  higher  for 
hemolytic  streptococci,  but  in  the  strict  sense 
this  means  only  that  the  patient  has  been  infect- 
ed with  streptococci  sometime  along  the  line 
and  not  that  the  arthritis  is  actually  due  to 
these  organisms.  In  short,  although  many  clini- 
cal features  and  some  immunological  findings 
suggest  that  infection  may  play  a.  role  in  the 
pathogenesis  of  rheumatoid  arthritis,  positive 
evidence  is  lacking.  It  is  more  probable  that  in- 
fections of  various  types  merely  serve  as  trigger 
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mechanisms  to  set  off  an  already  present  latent 
disease,  or  that  they  precipitate  exacerbations 
of  an  already  existing  process. 

(3)  The  cause  of  the  anemia  and  of  the  leu- 
copenia  remains  uncertain.  It  is  now  well  un- 
derstood that  rheumatoid  arthritis  is  a general 
systemic  disease,  characterized  pathologically  by 
widespread  changes  in  various  tissues  and  or- 
gans including  the  heart,  kidneys,  peripheral 
nerves,  skeletal  muscles,  etc.  It  is  not  a disease 
solely  of  the  musculoskeletal  system ; the  joints 
merely  demonstrate  the  predominant  clinical 
manifestations.  Some  investigators  have  sug- 
gested that  the  leucopenia  and  anemia  are  due 
to  depression  of  bone  marrow,  this  being  one  of 
the  manifestations  of  a general  systemic  disease. 
Steinberg,  however,  was  unable  to  demonstrate 
bone  marrow  depression  in  rheumatoid  arthri- 
tis; actually  hyperplastic  bone  marrow  with 
marked  erythropoiesis  and  myelopoiesis  was 
found  by  sternal  biopsy. 

(T)  It  is  difficult  to  give  the  prognosis  in 
any  case.  The  process  is  capable  of  terminating 
at  any  point,  either  permanently  or  temporarily. 
In  general,  the  outlook  for  severe  juvenile  rheu- 
matoid arthritis  is  unfavorable.  Severe  crip- 
pling and  a steady  downhill  course  may  result 
despite  the  best  present  day  management. 

(5)  There  is,  of  course,  no  known  cure  for 
rheumatoid  arthritis,  but  much  may  be  done  to 
benefit  the  patient’s  general  health,  and  not  in- 
frequently an  arrest  of  the  disease  will  reward 
therapeutic  effort.  If  the  particular  patient 
under  discussion  has  rheumatoid  arthritis,  man- 


agement should  include  adequate  rest,  high  vita- 
min high  caloric  diet  with  vitamin  supplements, 
multiple  blood  transfusions,  salicylates  for  the 
relief  of  pain,  adequate  joint  splinting,  and 
proper  physiotherapeutic  measures.  The  trend 
is  definitely  against  vaccines  of  various  types  in 
the  treatment  of  this  disease.  Gold  salt  therapy 
certainly  would  be  justified,  although  in  the 
presence  of  such  severe  constitutional  reaction 
chrysotherapy  should  be  given  cautiously. 


The  1,200th  baby  whose  birth  expenses  were 
covered  by  the  hospital-sponsored  Arizona  Blue 
C'ross  Plan  for  the  prepayment  of  hospital  care 
expenses,  was  born  to  Mrs.  Charles  K.  Prettyman 
in  Good  Samaritan  Hospital  in  Phoenix  on  Lin- 
coln’s Birthday.  A sturdy,  seven-pound  boy,  he 
was  named  Leigh  Robert.  Mr.  Prettyman  is 
business  secretary  of  the  Phoenix  Y.  M.  C.  A. 


MEDICAL  OXYGEN 

HOME  DELIVERY  AND  INSTALLATION 

RENTAL  AND  SALES 

Services  Performed  by  Trained  Technicians 
as  Prescribed  by  Physician 

DAY  AND  NIGHT  EMERGENCY  SERVICE 

Masks  - Catheters  - Canulas  - Adult  and  Infant  Open 
Top  Tents  - Humidifiers  - Regulators  - Penicillin  Neb- 
ulizers - Manifolds  - and  Specialized  Equipment. 

OXYGEN  THERAPY  SERVICE  CO. 

PHOENIX,  ARIZONA 
DAY  5-4318  NIGHT 
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. . a considerable  reseiVoir  of 
unsuspected  and  unreported 
amebiasis  has  been  brought  back 

to  the  United  States . . . .’51 


^Jrging  clinicians  and  roentgenologists  to  be  on  the  alert 
for  signs  of  this  disease,  Wilbur  and  Camp1 2  note  the  frequency 
with  which  the  radiologist  finds  unsuspected  lesions, 
ultimately  diagnosed  as  amebiasis. 

Diodoquin  . . . high-iodine-containing  amebacide  . . . 

“is  a valuable  addition  to  the  therapeutic  remedies  available 
for  the  treatment  of  this  insidious  and  intractable  disease.”3 

Diodoquin  may  be  employed  in  acute  or  latent  forms 
of  amebiasis.  Relatively  nontoxic,  well  tolerated, 

Diodoquin  does  not  produce  unpleasant  purgation 
and  may  be  administered  over  prolonged  periods. 


DIODOQUIN 

(5,7-diiodo-8-hydroxyquinoline) 


SEARLE 

RESEARCH 


1.  Editorial:  The  Problem  of  Amebiasis,  J.A.M.A.  134 :1095 
c July  26)  1947. 

2.  Wilbur,  D.  L.,  and  Camp,  J.  D.:  Amebic  Disease  of  the 
Cecum:  Clinical  and  Radiological  Aspects,  Gastroenter- 
ology 7:535  (Nov.)  1946. 

3.  Morton,  T.  C.  St.  C.:  Diodoquin  for  Chronic  Amoebic  Dys- 
entery in  Service  Personnel  Invalided  from  India,  Brit.  M.J. 
1:831  ( June  16)  1945. 


IN  THE  SERVICE 
OF  MEDICINE 


Diodoquin  is  the  registered  trademark  of 
G.  D.  Searle  ct*  Co.,  Chicago  80,  Illinois. 
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PROGRAM 


HOTEL  HEADQUARTERS  - Westward  Ho 
Rooms  and  Entertainment 


Fiftu-S  even  tl,  Ann  ual 


ARIZOMA  MEDICAL 
ASSOCIATION 


PHOEMIX,  ARIZOMA 
MAY  19-21,  1948 


SCHEDULE  OF  BUSINESS  AND 
ENTERTAINMENT 

MEETING  PLACES — all  events  connected  with 
Business  and  Scientific  sessions — 

Shrine  Auditorium 

REGISTRATION May  19-21  each  day 

9:00  A.  M.  throughout  day 
Stage  of  “Hall  of  Exhibits” — Shrine 
COUNCIL  SESSIONS— Conference  Room,  Shrine 
1st  Meeting,  May  19  at  10:00  A.  M. 

2nd  Meeting.  May  21  at  9:00  A.  M. 

HOUSE  SESSIONS Lecture  Room,  Shrine 

1st  Meeting,  May  19  at  2:00  P.  M. 

2nd  Meeting,  May  21  at  10:00  A.  M. 

Additional  sessions  of  Council  and  House  subject  to  call. 


Official  Call 

It  is  a pleasure  to  announce  the  Fifty- 
Seventh  Annual  Meeting  of  the  Arizona 
Medical  Association  and  the  Woman's 
Auxiliary  for  May  19-21  at  Phoenix. 
Guest  and  local  orators  will  honor  the 
Association  with  their  presentations  at 
the  Scientific  Sessions. 


President 

Arizona  Medical  Association 


ENTERTAINMENT 

PRESIDENT’S  DINNER- DANCE 

May  20  at  7:30  P.  M. 

DINNER— Patio,  Westward  Ho— 7:30  P.  M. 
DANCE  —Fiesta  Room,  Westward  Ho — 

9 to  Midnight 

Guests:  Fifty  Year  Club,  Guest  Speakers, 
President  Arizona  Medical  Assn., 
President  Woman’s  Auxiliary  to  the 
AMA, 

President  Arizona  Auxiliary 
GOLF:  May  22-23  E.  Payne  Palmer,  Jr.,  Chair- 
man, Robt.  E.  Hastings,  Tucson 


OFFICERS  & COUNCIL 


Preston  T.  Brown... 

Phoenix 

President 

Harold  W.  Kohl 

Tucson 

...President-Elect 

Robert  E.  Hastings. 

Tucson 

Vice-President 

Frank  J.  Milloy 

Phoenix 

Secretary 

C.  E.  Yount 

Prescott 

Treasurer 

James  R.  Moore  

Speaker  of  the  House 

Phoenix 

Jesse  D.*  Hamer 

Phoenix 

... Delegate,  AMA 

D.  F.  Harbridge 

Phoenix 

Medical  Defense 

COUNCILORS 

Robert  S.  Flinn 

Phoenix 

..Central  District 

Arthur  C.  Carlson Northern  District 

Cottonwood 

Hal  W.  Rice Southern  District 

Bisbee 

COUNCILORS-AT-LARGE 
(3  immediate  Past  Presidents) 


George  O.  Bassett Prescott 

Dan  L.  Mahoney Tucson 

W.  Paul  Holbrook Tucson 


(Dr.  Holbrook  is  serving  unexpired  term 
for  Dr.  Chas.  P.  Austin  of  Morenci.) 
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COMMITTEES 

ANNUAL  MEETING 


Guest  Orators 


Scientific  Assembly:  Harold  W.  Kohl,  Tucson, 
Chairman;  O.  W.  Thoeny,  Phoenix;  Harry  T. 
Southworth,  Prescott,  Robert  E.  Hastings, 
Tucson. 

Registration Frank  J.  Milloy 

House  of  Delegates  Special  Committees: 

To  be  announced. 


HOUSE  OF  DELEGATES 


J.  DEWEY  BISGARD Omaha,  Nebraska 

Professor  of  Surgery,  University  of  Nebraska 
Medical  School. 

JEROME  W.  CONN Ann  Arbor,  Michigan 

Associate  Professor  of  Medicine,  University  of 
Michigan  College  of  Medicine. 

IRVIN  E.  HENDRYSON Denver,  Colorado 

Department  of  Orthopedics,  University  of  Colo- 
rado School  of  Medicine. 

(Auspices,  National  Foundation  for 
Infantile  Paralysis) 


APACHE: 

A.  H.  Dysterheft  (McNary) 

To  be  named  (1) 

COCHISE: 

To  be  named  (2) 

COCONINO: 

To  be  named  (2) 

GILA: 

To  be  named  (2) 

GRAHAM: 

D.  E.  Nelson  (Safford) 

J.  N.  Stratton  (Safford) 

GREENLEE: 

C.  H.  Laugharn  (Clifton) 

S.  C.  Lovre  (Morenci) 

MARICOPA: 

Louis  B.  Baldwin 
Joseph  Bank 
Thomas  H.  Bate 
Paul  H.  Case 
William  Cleveland 
Daniel  J.  Condon 
Carlos  C.  Craig 
Palmer  Dysart 
Ben  Pat  Frissell 
Ronald  S.  Haines 
Carl  A.  Holmes 
Louis  G.  Jekel 
James  Lytton-Smith 
(all  of  Phoenix) 
MOHAVE: 

Walter  Brazie  (Kingman) 
Broda  O.  Barnes  (Kingman) 

NAVAJO: 

C.  H.  Peterson  (Winslow) 

M.  G.  Wright  (Winslow) 

PIMA: 

H.  D.  Cogswell 
J.  Donald  Francis 
Ed  J.  Gotthelf 

E.  M.  Hayden 
Wm.  Roy  Hewitt 
Donald  F.  Hill 
Harry  E.  Thompson 
Hugh  C.  Thompson 

(all  of  Tucson) 

PINAL: 

C.  R.  Swackhamer  (Superior) 
O.  E.  Utzinger  (Ray) 

SANTA  CRUZ: 

E.  C.  Houle  (Nogales) 

Z.  B.  Noon  (Nogales) 

YAVAPAI: 

Ernest  A.  Born  (Prescott) 

C.  E.  Yount,  Jr.  (Prescott) 

YUMA: 

A.  I.  Podolsky  (Yuma) 

Philip  G.  Corliss  (Somerton) 


Honored  Guests 


A “Fifty  Year  Club”  is  being  formed  this  year 
for  the  first  time.  This  Club  consists  of  those 
members  of  the  Association  who  have  been  in 
practice  for  50  years  or  more.  Members  who  will 
be  so  honored  this  year — and  who  will  comprise 
the  charter  membership  of  the  Club — are: 

Francis  W.  Allen Tucson 1898 

Lewis  A.  W.  Burtch Phoenix 1897 

Timothy  T.  Clohessy Phoenix 1894 

Guy  H.  Fitzgerald Tucson 1898 

Delamere  F.  Harbridge Phoenix 1898 

Robert  N.  Looney Prescott 1898 

William  R.  Lyon Tucson 1895 

E.  Payne  Palmer Phoenix 1898 

Harry  A.  Reese Yuma 1896 

Alexander  M.  Tuthill Phoenix 1895 

Clarence  E.  Yount Prescott 1896 

Honored  Posthumously 

(deceased  during  past  year) 

James  E.  Drane Phoenix 

William  Jackson Coolidge 

Members  of  the  Fifty  Year  Club  have  been  extended  active 
membership,  with  all  rights  and  privileges  of  voting  and  holding 
office,  without  payment  of  dues.  • 

They  will  be  honored  guests  at  the  President's  Dinner-Dance. 


SCIENTIFIC  SESSIONS 


Wednesday  Evening,  May  19 Shrine 

7:30  P.  M. 

Thursday  Morning,  May  20 Shrine 

9:30  A.  M. 

Thursday  Afternoon,  May  20 Shrine 

2:00  P.  M. 

Friday  Afternoon,  May  21 Shrine 

2:00  P.  M. 

Friday  Evening,  May  21 Shrine 

7:30  P.  M. 


cYi3! 

EVENING  SCIENTIFIC  SESSION 
7:30  P.  M.,  Wednesday  Evening,  May  19,  Shrine 

Preston  T.  Brown,  Presiding 

1.  “Agenesis  of  the  Right  Lungs  in  Identical 

Twins — a Case  Report” 

Florence  B.  Yount,  M.  D.,  Prescott 

2.  “The  Spontaneous  Hypoglycemias — Differen- 

tial Diagnosis  and  Management” 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich. 

3.  “Riedel’s  Struma” 

E.  Payne  Palmer,  M.  D.,  Phoenix 

4.  “The  Cancer-Ulcer  Problem  of  the  Stomach” 

J.  Dewey  Bisgard,  M.  D.,  Omaha,  Nebr. 


May,  1948 


72 


Arizona  Medicine 


Program 

Thursday  Morning,  May  20 
GENERAL  SESSION 

9:30  A.  M.— 

Gall  to  Order 

Preston  T.  Brown,  M.  D.,  President 

Invocation 

Rabbi  A.  L.  Krohn 
Welcome 

H.  D.  Ketcherside,  M.  D.,  President, 
Maricopa  County  Medical  Society 

Response 

Philip  G.  Corliss,  Yuma  County  Medical 
Society 

Induction  of  President 

Preston  T.  Brown,  M.  D.,  officiating 

Presidential  Address 

Harold  W.  Kohl,  M.  D.,  Tucson 

Memorial  Service 

Hal  W.  Rice,  M.  D.,  Historian,  Bisbee 


10:15  A.  M.  SCIENTIFIC  SESSION 

1.  “The  Use  of  Radium  in  the  Nasopharynx— 

a Preliminary  Report” 

John  S.  Mikell,  M.  D.,  Tucson 

2.  “Surgical  Treatment  of  Varicose  Veins” 

Jesse  B.  Littlefield,  M.  D.,  Tucson 

3.  “Cardiac  Injuries” 

Dermont  W.  Melick,  M.  D.,  Phoenix 
George  G.  McKhann,  M.  D.,  Phoenix 

4.  “A  New  Medium  for  Hysterosalpingography” 

M.  James  Whitelaw,  M.  D.,  Phoenix 

Thursday  Afternoon,  May  20 
2:00  P.  M. 

1.  “Postoperative  Spinal  Punctures  and  Re- 

actions” 

Zenas  B.  Noon,  M.  D.,  Nogales 

2.  “Early  Diagnosis  of  Poliomyelitis” 

Irvin  E.  Hendryson,  M.  D.,  Denver,  Colo. 

3.  “Treatment  of  Menstrual  Disorders  in  Gen- 

eral Practice” 

Broda  O.  Barnes,  M.  D.,  Kingman 

4.  “Some  Indications  for  Pulmonary  Resection” 

J.  Dewey  Bisgard,  M.  D.,  Omaha,  Nebraska 
Question  and  Answer  Period 

Thursday  Evening,  May  20 

President’s  Dinner  Dance  — Westward  Ho 
7:30  P.  M. 


Friday  Morning,  May  21 

Sessions  of  the  Council  and  the  House  of 
Delegates — Shrine 
9:00  A.  M.  Council 
10:00  A.  M.  House  of  Delegates 

Friday  Afternoon,  May  21 
2:00  P.  M.— Shrine 

1.  “Differential  Diagnosis  in  Radiating  Pain 

into  the  Upper  Extremity” 

William  A.  Bishop,  M.  D.,  Phoenix 

2.  “Psychiatric  Aspects  of  the  Low  Back  Prob- 

lem— the  Narco-Therapeutic  Approach” 
Otto  L.  Bendheim,  M.  D.,  Phoenix 

3.  “Acute  Obstructive  Laryngotracheo — Bron- 

chitis” 

A.  Harry  Neffson,  Tucson 

4.  “Management  of  Diabetic  Coma” 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich. 

Question  and  Answer  Period 


Friday  Evening,  May  21 
7:30  P.  M. — Shrine 

1.  “Electro-encephalography:  Its  Place  in 

Neuro-Diagnosis” 

John  Raymond  Green,  M.  D.,  Phoenix 

2.  “Surgical  Management  of  Lesions  of  the 

Gallbladder  and  Common  Duct” 

J.  Dewey  Bisgard,  M.  D.,  Omaha,  Nebr. 

3.  “Care  of  the  Dying” 

Robert  S.  Flinn,  M.  D.,  Phoenix 

4.  “Obesity:  Physiology  and  Management” 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich. 

Question  and  Answer  Period 


PRESIDENTS  AND  SECRETARIES  OF  THE 
ASSOCIATION  SINCE  ITS  ORGANIZATION 


Year 

Elected  President 

1892  J.  A.  Miller,  Phoenix 

1893  H.  A.  Hughes.  Phoenix 

1894  Ancil  Martin,  Phoenix 

1895  P.  G.  Cotter,  Yuma 

1896  D.  M.  Purman,  Phoenix 

1897  Chas.  H.  Jones,  Tempe 

1898  W.  V.  Whitmore,  Tucson 

1899  Win  Wylie.  Phoenix 

1900  T.  B.  Davis,  Prescott 

1901  H.  W.  Fenner,  Tucson 

1902  Wm.  Duffield,  Phoenix 

1903  L.  D.  Dameron,  Phoenix 

1904  W.  H.  Ward,  Phoenix 

1905  J.  W.  Coleman,  Jerome 

1906  O.  E.  Plath,  Phoenix 

1907  A.  R.  Hickman.  Douglas 

1908  A W.  Olcott,  Tucson 

1909  R.  N.  Looney,  Prescott 

1910  John  W.  Foss,  Phoenix 

1911  Francis  E.  Shine,  Bisbee 

1912  John  E.  Bacon,  Miami 

1913  Ira  E.  Huffman,  Tucson 

1914  John  W.  Flinn.  Prescott 

1915  Roy  E.  Thomas,  Phoenix 

1916  Robt.  Ferguson,  Bisbee 

1917  W.  A.  Holt.  Globe 

1918  W.  Warner  Watkins,  Phoenix 

1919  C,  E.  Yount.  Prescott 

1920  A.  M.  Tuthill,  Morenci 

1921  A.  L.  Gustetter,  Nogales 

1922  H.  T.  Southworth,  Prescott 

1923  C.  A.  Thomas,  Tucson 

1924  R,  D Kennedy,  Globe 

1925  R.  D,  Kennedy**,  Globe 

1926  Geo.  A.  Bridge.  Bisbee 

1927  Chas.  A.  Vivian,  Phoenix 

1928  A.  C.  Carlson,  Jerome 

1929  Samuel  H.  Watson,  Tucson 

1930  Joseph  M.  Greer,  Phoenix 

1931  Harry  A.  Reese.  Yuma 

1932  Clarence  Gunter,  Globe 

1933  N.  C.  Bledsoe,  Tucson 

1934  Fred  G.  Holmes***,  Phoenix 
Meade  Clyne,  Tucson 

1935  C.  R.  K.  Swetnam,  Prescott 

1936  Jesse  D Hamer,  Phoenix 

1937  C.  R.  Swackhamer,  Superior 

1938  Hal  W.  Rice,  Bisbee 

1939  Chas.  S.  Smith.  Nogales 

1940  D.  F.  Harbridge,  Phoenix 

1941  W.  Paul  Holbrook,  Tucson 

1942  E.  Payne  Palmer,  Sr.,  Phoenix 

1943  O.  E.  Utzinger,  Ray 

1944  Dan  L.  Mahoney,  Tucson 

1945  Charles  P.  Austin,  Morenci 

1946  George  O.  Bassett,  Prescott 

1947  Preston  T.  Brown,  Phoenix 


Secretary 

J.  W.  Green,  Tucson 
L.  D.  Dameron,  Phoenix 
L.  D.  Dameron 
L.  D.  Dameron 
L.  D.  Dameron 
L.  D.  Dameron 
O.  E.  Plath,  Phoenix 
O.  E.  Plath 

Chas.  H.  Jones,  Tempe 

Chas.  H.  Jones 

Chas.  H.  Jones 

Chas.  H.  Jones 

John  W.  Foss,  Phoenix 

John  W,  Foss 

John  W.  Foss 

John  W.  Foss 

John  W.  Foss 

John  W,  Flinn,  Prescott 

John  W.  Flinn 

John  W.  Flinn 

John  W.  Flinn 

W.  W.  Watkins,  Phoenix 

C.  E.  Yount.  Prescott 

C.  E.  Yount 

C.  E.  Yount 

C.  E.  Yount 

C.  E.  Yount 

C.  E.  Yount 

D F.  Harbridge*,  Phoenix 

D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 
D.  F.  Harbridge 

D.  F.  Harbridge 

D.  F.  Harbridge 

D.  F.  Harbridge 

D.  F.  Harbridge 

D.  F.  Harbridge 

L.  K.  Kober,  Phoenix 

W.  W.  Watkins,  Phoenix 

W.  W.  Watkins 

W.  W.  Watkins  and 

Frank  J.  Milloy,  Phoenix 

Frank  J,  Milloy 

Frank  J.  Milloy 

Frank  J.  Milloy 

Frank  J,  Milloy 


*Dr.  Harbridge  served  22  years  as  secretary  due  to  method  of 
election  and  time  of  taking  office  changing  and  overlapping. 


**In  1925  the  By-Laws  were  changed  to  provide  for  the  elec- 
tion of  a President-Elect,  to  be  elected  one  year  and  take  office 
the  following  year.  For  this  reason  Dr.  Kennedy  served  two 
years  as  president. 

***Dr.  Holmes,  the  President-Elect,  was  compelled  to  resign 
before  he  became  President  on  account  of  illness,  and  the  Coun- 
cil advanced  the  first  Vice-President,  Dr.  Meade  Clyne,  to  that 
office,  and  he  became  President  at  the  1934  meeting. 

Terms  extend  from  one  annual  meeting  to  the  next  rather 
than  for  calendar  year. 
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Hall  of  Exhibits 


The  following  firms  are  supporting  the  Annual  Meeting — support  them,  in 
turn,  by  taking  sufficient  time  out  to  visit  their  instructive  displays. 


Abbott  Laboratories  

American  Cancer  Society  

Ames  Company,  Inc.,  

Arizona  Society  for  Crippled  Children 

Audio  Development  Co 

Aunger’s  Arizona  Brace  Shop  

Ayerst,  McKenna  & Harrison 

Don  Baxter,  Inc 

Blair  Surgical  Supply  Co 

Blue  Shield  - Blue  Cross  

Borden’s  Maricopa  Division  

Borden’s  Prescription  Products  

Bower  Co.  Office  Supplies  

Burroughs  Wellcome  

Cameron  Surgical  Specialty  Co 

Carnation  Co 

Ciba  Pharmaceutical  Products ... 

Coca  Cola 

Cutter  Laboratories  

Doho  Chemical  Corporation  

C.  B.  Fleet  Co 

General  Electric  X-ray  Corp 

Gerber’s  Products  

Harrower  Laboratory,  Inc 

Holland-Rantos 

Infantile  Paralysis  Foundation  

Kelton  Audio  Equipment  Co 

Lanteen  Laboratories  

Lederle  Laboratories,  Inc 

Benton  M.  Lee  Investment  Co 

Eli  Lilly  & Co 

J.  B.  Lippineott  

M & R Dietetic  Laboratories  

Mead  Johnson  

W.  S.  Merrell  Co 

Mountain  States  Tel.  & Tel.  

National  Dairy  Products,  Inc 

Ortho  Pharmaceutical  Co 

PBSW  Supply  & Equipment  Co 

Parke,  Davis  

Pet  Milk  Corporation  

Philip  Morris 

Phoenix  Limb  Shop  

Sandoz  Chemical  Works,  Inc 

G.  D.  Searle  & Co 

Smith-Dorsey  Co 

Sonotone  

Southwestern  Surgical  Supply  Co 

Standard  Insurance  Co 

Standard  Surgical  Supply  Co 

Stayner  Corporation  

Westinghouse  Electric  Corp 

Winthrop-Stearns,  Inc 


North  Chicago 

Arizona  Division 

.Elkhart,  Indiana 

Phoenix 

..Minneapolis,  Tucson 

Phoenix 

New  York  City 

Glendale,  Calif. 

Phoenix,  Tucson 

Phoenix 

Phoenix 

New  York  City 

Phoenix 

Tuckahoe,  N.  Y. 

Chicago 

Los  Angeles 

..Summit,  New  Jersey 
Phoenix,  Atlanta,  Ga. 

Berkeley,  Calif. 

New  York  City 

Lynchburg,  Va. 

Phoenix 

Fremont,  Michigan 

Glendale,  Calif. 

New  York  City 

Arizona  Chapter 

Phoenix,  Tucson 

, Chicago 

New  York  City 

Phoenix 

Indianapolis 

Philadelphia 

Columbus 

Evansville 

Cincinnati 

Phoenix 

New  York  City 

..Raritan,  New  Jersey 

Phoenix 

Detroit 

St.  Louis 

New  York  City 

Phoenix 

New  York  City 

...Chicago 

Lincoln,  Nebraska 

Phoenix 

Phoenix 

Phoenix 

Phoenix 

Berkeley,  Calif. 

San  Francisco 

New  York  City 
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WOMAN’S  AUXILIARY 

OFFICERS 

President — Mrs.  Harry  T.  Southworth Prescott 

President-Elect — Mrs.  Thomas  H.  Bate...  Phoenix 
First  Vice-Pres. — Mrs.  Melvin  Lloyd  Kent.. ..Mesa 
Sec.  Vice-Pres. — Mrs.  Hugh  C.  Thompson. .Tucson 


Recording  Sec’y — Mrs.  N.  K.  Thomas Tucson 

Cor.  Sec’y — Mrs.  Alvin  Kirmse Whipple 

Treasurer — Mrs.  Karl  S.  Harris Phoenix 


Directors — Mrs.  Paul  H.  Case,  Phoenix; 
Mrs.  .Jas.  H.  Allen,  Prescott 
Mrs.  Hervey  S.  Faris,  Tucson 


GREETINGS 

By  this  time,  you  have  all  received  notices  of 
the  Annual  Meeting-  of  the  Woman’s  Auxiliary 
to  the  Arizona  Medical  Association  to  be  held 
in  Phoenix,  May  19-21.  A most  cordial  invita- 
tion is  extended  to  every  doctor’s  wife  to  attend 
the  general  session  of  the  Auxiliary  and  the 
social  events  which  have  been  planned.  The 
Maricopa  County  Auxiliary,  as  hostess,  has  ar- 
ranged a delightful  social  program.  The  Annual 
Meeting  will  be  highlighted  by  the  presence  of 
the  President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  Mrs.  Eustace  A. 
Allen  of  Atlanta,  Georgia.  It  is  with  pleasur- 
able anticipation  that  we  look  forward  to  seeing 
you  at  the  convention. 

Mrs.  Harry  T.  Southworth, 
President 


CONVENTION  COMMITTEES 

Maricopa  County  Medical  Auxiliary,  Hostess 

General  Chairman — Mrs.  Carlos  C.  Craig,  Phoenix 
Registration  and  Credentials 

Mrs.  John  W.  Pennington,  Chairman 
Mrs.  Marriner  W.  Merrill 
Mrs.  Preston  T.  Brown 
Mrs.  Karl  S.  Harris 
Reservations 

Mrs.  L.  L.  Tuveson 
Transportation 

Mrs.  Reed  Shupe,  Chairman 
Mrs.  R.  W.  Hussong 
Mrs.  L.  D.  Beck 
Mrs.  Angus  J.  DePinto 
Finance 

Mrs.  Archie  E.  Cruthirds 
Hostess  Committee 

Mrs.  Paul  H.  Case,  Chairman 
Mrs.  J.  Madison  Greer 
Mrs.  James  R.  Moore 
Mrs.  Harry  J.  French 
Mrs.  Wm.  F.  Schoffman 
Mrs.  Geo.  S.  Enfield 
Mrs.  Louis  G.  Jekel 
Mrs.  Jesse  D.  Hamer 
Mrs.  L.  Clark  McVay 
Publicity 

Mrs.  Matthew  Cohen,  Chairman 
Mrs.  Benjamin  Herzberg 
Luncheon  Committee  for  May  20 

Mrs.  O.  W.  Thoeny,  Chairman 
Mrs.  R.  Lee  Foster 
Mrs.  Harry  J.  French 


Luncheon,  May  21 

Mrs.  Thomas  W.  Woodman,  Chairman 
Mrs.  E.  Payne  Palmer,  Jr. 

Mrs.  Robert  H.  Cummings 
Mrs.  Charles  W.  Suit,  Jr. 

Mrs.  Clarence  B.  Warrenburg 
Cocktail  Party 

Mrs.  Dudley  T.  Fournier,  Chairman 
Mrs.  Angus  J.  DePinto 
Mrs.  Zeph  B.  Campbell 
Mrs.  .John  Cogland 


AUXILIARY  PROGRAM 

Headquarters  for  all  Sessions 
Hotel  Westward  Ho 

Registration Lobby  of  Hotel,  May  19 

General  Sessions Saratoga  Room 

May  20,  10:00  A.  M. 

May  21,  10:00  A.  M. 

Executive  Board  Meeting May  19,  7:00  P.  M. 

Dinner  Meeting — Aluminum  Room 

May  20 

General  Session 10:00  A.  M. 

Mrs.  Harry  T.  Southworth,  President,  presiding 

Invocation Reverend  Frederick  A.  Barnhill 

Address  of  Welcome Mrs.  Jos.  Bank,  Phoenix 

Response Mrs.  Harold  W.  Kohl,  Tucson 

Speaker Dr.  Irvin  E.  Hendryson 

Dept,  of  Orthopedics,  University  of  Colorado 
School  of  Medicine 

“Poliomyelitis  Today” 

Business  Session 10:30  A.  M. 

Roll  Call 

Reading  of  Minutes 

Report  of  Meeting  of  Board  of  Directors 
Reports  of  State  Officers  and  Committee 
Chairmen — 

President Mrs.  H.  T.  Southworth 

First  Vice-Pres Mrs.  M.  L.  Kent 

Second  Vice-Pres Mrs.  Hugh  C.  Thompson 

Recording  Sec’y Mrs.  N.  K.  Thomas 

Corresponding  Sec’y Mrs.  Alvin  Kirmse 

Treasurer Mrs.  Katl  S.  Harris 

Committee  Chairmen 

Health Mrs.  Ira  E.  Harris,  Miami 

Legislative Mrs.  W.  F.  Schoffman,  Phoenix 

Nat’l  Board Mrs.  .J  .D.  Hamer,  Phoenix 

Public  Relations. ...Mrs.  W.  R.  Hewitt,  Tucson 

Publicity Mrs.  L.  G.  Jekel,  Phoenix 

Bulletin Mrs.  C.  C.  Craig,  Phoenix 

Hygeia Mrs.  H.  D.  Cogswell,  Tucson 

Historian Mrs.  G.  B.  Irvine,  Tempe 

Post-War  Plan’g  ...Mrs.  H.  A.  Hough,  Prescott 

Report  of  Special  Committee  Revisions — 

Mrs.  T.  H.  Bate 

Report  of  Convention  Committee — 

Mrs.  C.  C.  Craig 

Report  of  Registration  and  Credentials  Com- 
mittee— 

Mrs.  J.  W.  Pennington 

Report  of  Nominating  Committee — 

Mrs.  Hervey  S.  Faris 

Election  of  Officers 

Friday  Morning,  May  21 


Second  Session 10:00  A.  M. 

Greetings Mrs.  E.  Henry  Running 

In  Memoriam Mrs.  James  R.  Moore 
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Roll  Call Mrs.  N.  K.  Thomas 

Minutes Mrs.  N.  K.  Thomas 

Reports  of  County  Presidents — 

Gila Mrs.  Clarence  Gunter 

Maricopa Mrs.  Joseph  Bank 

Pima Mrs.  Charles  E.  Starns 

Yavapai Mrs.  E.  B.  Jolley 


Report  of  Committee  on  Resolutions 
Miscellaneous  Business 
Installation  of  Officers 
Presentation  of  President,  1948-1949 
Adjournment  of  Annual  Session 
Parliamentarian — Mrs.  Jesse  D.  Hamer 
Post-Convention  Board  Meeting 


ENTERTAINMENT 

Thursday,  May  20 — Luncheon 12:30  Noon 

Westward  Ho 

Honoring  Mrs.  Eustace  A.  Allen,  President, 
Woman’s  Auxiliary  to  the 
American  Medical  Association 

Dinner-Dance — Thursday,  May  20 7:30  P.  M. 

Under  direction  Arizona  Medical  Association 

Friday,  May  21 

Luncheon — 12:00  Noon — Silver  Spur 

Cocktail  Party 7:30  P.  M. 

Gardens,  Dr.  Dudley  T.  Fournier 
Home,  1619  Palmcroft  Dr.  S.W. 


ACTIVITIES  FOR  YEAR  PAST 
Board  Meets  with  Council  of  State  Association 

Following  the  example  set  by  the  National 
Boards  of  the  American  Medical  Association  and 
its  Auxiliary,  a committee  of  Auxiliary  to  the 
Arizona  State  Medical  Association  met  with  a 
committee  of  the  Arizona  State  Medical  Associa- 
tion Sunday,  March  7th,  at  the  Westward  Ho, 
to  discuss  matters  of  interest  to  both  organiza- 
tions. Topics  under  discussion  were  ways  in 
which  the  organizations  can  help  with  the  cur- 
rent health  problems  of  the  community  and  the 
annual  meeting  to  be  held  in  Phoenix  in  May. 

Those  attending  were : Mrs.  Harry  South- 
worth,  Prescott;  Mrs.  N.  K.  Thomas,  Tucson; 
Mrs.  Jesse  Hamer,  Mrs.  T.  H.  Bate,  Mrs.  L.  G. 
Jekel,  Phoenix,  and  Dr.  Preston  T.  Brown,  Dr. 
Jesse  Flamer,  Dr.  Frank  -J.  Milloy,  and  Mr. 
Jackson,  Executive  Secretary,  Phoenix. 


COUNTY  AUXILIARY  REPORTS 
Gila  Auxiliary 

The  Gila  County  Auxiliary  had  a dinner  meet- 
ing with  the  doctors  in  January,  at  which  time 
officer's  were  elected  and  plans  were  made  to 
help  the  Gila  County  Hospital,  our  project  of 
the  year.  Each  member  is  to  have  a benefit 
bridge  luncheon  this  spring.  The  money  raised 
is  to  be  used  for  bed  lamps,  which  many  of  the 
rooms  lack. 

Camilla  Gunter 


Woman’s  Auxiliary  to  the  Maricopa  County 
Medical  Society 

The  Woman’s  Auxiliary  celebrated  their 
twenty-fifth  anniversary  this  year.  We  were 
proud  to  have  Maricopa  County  represented  by 
one  of  our  members  who  became  National  Presi- 
dent and  also  computed  a chapter  pertaining  to 
Auxiliary  in  the  A.M.A. ’s  book,  “A  History  of 
A.M.A.” 

A number  of  our  members  attended  the  A.M.A. 
convention  in  Atlantic  City  celebrating  its  One 
Hundrethj  Anniversary. 

In  November  we  were  hostesses  to  the  women 
for  the  Southwestern  Medical  Convention.  Com- 
plete coverage  of  the  convention  news  and  photo- 
graphs was  kept  in  the  Maricopa  County  scrap- 
book. 

Many  members  were  instrumental  in  organ- 
izing the  Phoenix  Symphony  Orchestra. 

Welfare  activities  included  assistance  to  Com- 
munity Chest  Drive,  Red  Cross,  March  of  Dimes, 
Easter  seal  sale,  T.  B.  seal  sale,  and  gifts  were 
donated  at  Christmas  time  to  children  in  the 
State  Mental  Hospital. 

Members  of  our  group  assisted  on  the  many 
drives,  some  assuming  the  chairmanship.  The 
programs  presented  at  the  Auxiliary  meetings 
were  arranged  to  make  members  aware  of  Civic 
and  Community  affairs.  We  heard  authorities 
on  child  guidance  and  marriage  counseling. 

Various  Red  Cross  classes  were  taught  by  one 
of  our  members. 

The  chairman  of  Hygeia  Magazine  worked 
diligently  and  obtained  her  quota. 

At  the  April  meeting  Mrs.  Joseph  White  will 
talk  on  “Women’s  Role  in  Furthering  Peace 
Through  the  United  Nations.” 

At  present  many  plans  are  underway  for  the 
State  Medical  Convention  to  convene  in  Phoenix, 
Maricopa  group  to  be  hostesses. 

Members  will  be  working  on  the  drive  to  raise 
Hinds  for  the  new  St.  Joseph ’s  Hospital. 

Respectfully  submitted, 

Mona  Cohen, 

Publicity  Chairman. 


Pima  Auxiliary 

The  Pima  County  Auxiliary  outside  activities 
have  had  as  their  purpose  the  promotion  of 
health  and  welfare,  in  general,  and  among  chil- 
dren, in  particular.  Our  activities  within  and 
in  preparation  for  our  regular  meetings  have 
had  as  their  objectives  the  increasing  of  attend- 
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mice,  the  arousing  of  keener  interest  and  en- 
thusiasm in  the  auxiliary’s  endeavers,  the  de- 
velopment of  a genuine  spirit  of  friendliness, 
and,  by  a form  of  indoctrination,  the  making 
of  our  membership  sufficiently  informed  on  sub- 
jects vital  to  the  medical  profession  and  health 
education  in  general  that  each  one,  whenever 
an  opportunity  occurs,  can  interpret  to  her  as- 
sociates casually,  correctly,  and  impressively 
any  issues  related  to  these  subjects. 

Mrs.  Harry  T.  Southworth  of  Prescott  and 
Mrs.  Thomas  H.  Bate  of  Phoenix,  president  and 
president-elect  of  the  State  Auxiliary,  made 
their  official  visit  in  March.  The  meeting  was 
held  at  the  home  of  Mrs.  Richard  K.  Hausmann. 
Mrs.  Southworth  spoke  on  the  work  of  the  state 
organization  and  plans  for  the  convention  in 
May.  Mrs.  Bate  reported  on  the  national  meet- 
ing of  presidents  and  presidents-elect  which 
she  attended  last  November  in  Chicago.  She 
also  described  projects  which  Arizona  auxili- 
aries will  undertake  during  the  coming  year. 

Bess  Starnes 


Y avapai  Auxiliary 

The  Yavapai  County  Auxiliary  has  divided 
its  activities  this  year  between  social  and  wel- 
fare interests.  Our  first  fall  meeting  was  a well 
attended  luncheon  at  a downtown  restaurant 
at  which  we  welcomed  several  new  members. 
As  our  group  is  relatively  small  it  is  usually 
possible  to  hold  our  meetings  in  the  homes  of 
the  members,  so  our  programs  are  a combination 
of  social  and  business  activity.  Our  December 
meeting,  which  came  just  a few  days  before 
Christmas,  was  held  at  the  home  of  Mrs.  J.  H. 
Allen.  Each  member  brought  toys  which  were 
delivered  to  the  local  welfare  organization  for 
distribution  to  selected  children  for  Christmas 
gifts. 

Mrs.  E.  A.  Born  was  hostess  for  the  January 
meeting  at  which  final  plans  were  made  for  our 
annual  rummage  sale.  The  sale,  held  in  the 
downtown  district  for  two  days,  netted  us  over 
$200.  From  this  our  contributions  to  several 
local  and  national  service  funds,  as  well  as  our 
donation  to  the  cancer  fund  will  be  made.  We 
have  also  made  a donation  of  children’s  clothing 
to  the  P.  T.  A.  of  one  of  our  local  elementary 
schools. 

Another  of  our  activities  has  been  the  inter- 
pretation of  prepayment  medical  services  to  the 
community.  At  a recent  meeting  of  the  Monday 


May,  ID  18 


dub  of  Prescott,  Dr.  E.  A.  Born  represented 
us  as  the  speaker  of  the  day  to  tell  of  the  Blue 
Shield  plan.  As  a result  of  this  talk  we  have  had 
requests  for  speakers  from  other  groups  and  are 
planning  to  continue  this  work. 

Evelyn  Kirmse,  Secretary 


SCIENTIFIC  CANCER  INSTITUTE 

Presented  by 

ARIZONA  DIVISION,  THE  AMERICAN 
CANCER  SOCIETY 
in  conjunction  with 
ARIZONA  STATE  DEPARTMENT 
OF  HEALTH 
May  1«,  17,  18,  19,  1948 
Committee 

Chairman — 

E.  Payne  Palmer,  Sr.,  M.  D. — Medical  Ad- 
visor of  The  American  Cancer  Society, 
Arizona  Division. 

Co-Chairmen — 

J.  P.  Ward,  M.  D. — Medical  Director  of  Ari- 
zona State  Department  of  Health. 

Mrs.  Thomas  A.  Hartgraves  — State  Com- 
mander, Field  Army,  Arizona  Division  of 
The  American  Cancer  Society. 

Mrs.  Robert  E.  May — Member  of  the  State 
Board  of  Trustees,  Arizona  Division  of  The 
American  Cancer  Society. 

Mrs.  Melba  Cox  Dunning — Executive  Sec- 
retary, Arizona  Division  of  The  American 
Cancer  Society. 

Mrs.  Hale  Pragoff — Medical  Social  Worker, 
Arizona  State  Department  of  Health. 

Miss  Jefferson  Brown,  Director  of  Public 
Health  Nurses,  Arizona  State  Department 
of  Health. 

G.  R.  Clark,  M.  D. — Director  of  Tuberculo- 
sis and  Cancer  Control,  Arizona  State  De- 
partment of  Health. 

John  Foster,  M.  D. — Member  of  the  Cancer 
Committee  of  the  Maricopa  County  Medi- 
cal Society. 

Arthur  J.  Present,  M.  D. — Executive  Offi- 
cer of  the  Detection  Center  or  Tumor  Clinic 
at  the  Tucson  Medical  Center. 

Registration — Hotel  Westward  Ho 
Institute  Headquarters — Hotel  Westward  Ho 
Mrs.  Mildred  May  — Chairman  of  Courtesies 
Mrs.  T.  A.  Hartgraves — Chairman  of  Reception 
Serving  Committee 

Mrs.  E.  Payne  Palmer,  Sr.  Mrs.  C.  R.  Swackhamer 
Mrs.  Irving  A.  Jennings  Mrs.  H.  P.  Southworth 
Mrs.  R.  E.  Solosth 

Honorary  Guests 

Mrs.  Grace  Seaman  Mrs.  T.  C.  Harper 

Mrs.  Michael  Herbolich  Mrs.  Irma  Courteol 
Mrs.  Freeland  J,.  Byars  Mrs.  Sophie  Smoot 
Mrs.  Mildred  P.  Fulkerson  Mrs.  G.  L.  Bissinger 
Miss  Bertha  Case  Mrs.  W.  W.  Mitchell 

Mrs.  Josephine  Borree  Mrs.  George  B.  Irvine 
Mrs.  Hal  J.  McCorrell  Mrs.  Preston  T.  Brown 
Mrs.  Clara  Jane  Crozier 


SUNDAY,  MAY  l(i,  1948 

7:00-9:00  P.  M.  Registration  and  Get  Together- 
Hotel  Westward  Ho — Palm  Room 
INSTRUCTIONS 

QUESTION  BOX  - Melba  Cox  Dunning 
Anyone  attending  the  Institute  may  present 
questions  which  will  be  answered  at  the  Panel 
Discussion  Wednesday,  May  19  from  1:30  - 2:30 
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P.  M.  All  questions  must  be  written  and  deposit- 
ed in  the  question  box  at  the  end  of  each  session. 
The  groups  will  be  divided  for  specific  training 
after  the  Scientific  Session  May  18  at  12:00  o’clock 
Noon.  Nurses  and  Social  Workers  will  remain  in 
the  Bishop  Atwood  House  for  Luncheon.  Physi- 
cians and  Field  Army  Workers  will  attend  the 
Luncheon  at  the  Hotel  Westward  Ho. 


MONDAY,  MAY  17,  1948 
Auditorium  — St.  Monica’s  Hospital 

South  Seventh  Avenue 
Presiding — Mrs.  T.  A.  Hartgraves 

9:30  - 9:40  A.  M.  Invocation — 

Father  Emmett  McLaughlin 

9:40  - 9:45  A.  M.  Greeting — 

Mrs.  T.  A.  Hartgraves 

9:45  - 10:00  A.  M.  National  and  State  Relationship 
Mrs.  H.  G.  Bogert 

Morning  Scientific  Session 
Presiding — E.  Payne  Palmer,  Sr.,  M.  D. 

10:00  - 10:30  A.  M.  Cancer  Statistics — 

E.  Cuyler  Hammond,  M.  D. 

10:30-  11:00  A.  M.  General  Aspects  of  Cancer — 
Charles  S.  Cameron,  M.  D. 

11:00-  11:30  A.  M.  Normal  and  Malignant  Cell 
Division — O.  O.  Williams,  M.  D. 

11:30  - 12:00  Noon  Function  of  Detection  Center 
and  Cancer  Clinic — John  Foster,  M.  D. 

12:00-  1:30  P.  M.  Tour  of  Hospital 

1:30  - 2:30  P.  M.  Luncheon — Cafeteria, 

St.  Monica’s  Hospital 

Afternoon  Scientific  Session 
Auditorium  — St.  Monica’s  Hospital 
Presiding — E.  Payne  Palmer,  Sr.,  M.  D. 

2:30  - 3:00  P.  M.  Cancer  in  Dentistry — 

Charles  E.  Borrah,  M.  D. 

3:00-  3:30  P.  M.  Cancer  in  Women 
Margaret  Williams,  M.  D. 

3:30  - 4:00  P.  M.  Cancer  of  the  Breast — 

E.  Payne  Palmer,  M.  D. 

4:00  - 4:30  P.  M.  Cancer  in  Children — 

Florence  Yount,  M.  D. 

4:30-  5:00  P.  M.  Cancer  of  the  Genito-Urinary 
Tract — Robert  Cummings,  M.  D. 

EVENING  FREE 


TUESDAY,  MAY  18,  1948 
Bishop  Atwood  House 

First  Avenue  and  Roosevelt 
Morning  Scientific  Session 
Presiding— Royal  Rudolph,  M.  D. 

9:30  - 10:00  A.  M.  Cancer  of  the  Skin — - 
Kenneth  C.  Baker,  M.  D. 

10:00  - 10:30  A.  M.  Cancer  of  the  Lung — 

John  Stacey,  M.  D. 

10:30  - 11:00  A.  M.  Cancer  of  the  Gastro-Intestinal 
Tract — Royal  Rudolph,  M.  D. 

11:00- 11:30  A.  M.  Tumors  of  the  Brain — • 

John  Eisenbeiss,  M.  D. 

11:30-12:00  Noon  Irradiation  Therapy— 

Maurice  Richter,  M.  D. 

LUNCHEON 

12:00-  2:00  P.  M. 

NOTICE:  Luncheon  for  Physicians  and 

Field  Army  in  Continental  Room — 

Hotel  Westward  Ho. 

Presiding — E.  P.  Palmer,  Sr.,  M.  D. 
Speakers:  Charles  S.  Cameron,  M.  D.,  and 
E.  Cuyler  Hammond,  Sc.  D. 
NOTICE:  Luncheon  for  Nurses  and  Social 
Workers — Bishop  Atwood  House. 

Afternoon  Scientific  Session 
NOTICE:  Nurses  and  Social  Workers 
Presiding — J.  P.  Ward,  M.  D. 

2:00  - 2:30  P.  M.  Application  of  Cancer  Educa- 


tion in  the  Program  of  the  Social  Worker — 
Mrs.  Hale  Pragoff 

2:30  - 3:00  P.  M.  Integration  of  Cancer  Program 
in  the  General  Health  Program — 

J.  P.  Ward,  M.  D. 

3:00  - 5:00  P.  M.  Nursing  Aspects  of  the  Cancer 
Patient — Miss  Marjorie  Schlotterbeck,  R.  N. 
3:00  - 5:00  P.  M. 

NOTICE:  Field  Army  Workers  and  Inter- 

ested Laymen 

Special  Organizational  Session 
Hotel  Westward  Ho 
Presiding — Mrs.  Thomas  A.  Hartgraves 
Speaker — Mrs.  Emilie  G.  Bogert 
Hotel  Westward  Ho 


WEDNESDAY,  MAY  19,  1948 
El  Zariba  Shrine  Auditorium 

Fifteenth  Avenue  and  Washington  Street 

Morning  Session 

9:30-11:15  A.  M.  Tour  of  Medical  Display 
through  the  courtesy  of  the  Arizona  State 
Medical  Association. 

Luncheon 
TIME  FREE 
Afternoon  Session 

Good  Samaritan  Hospital  Nurses  Home 
1033  East  McDowell  Road 
Nurses’  Auditorium 
Presiding:  E.  Payne  Palmer,  Sr.,  M.  D. 

1:30-  2:30  Panel  Discussion 
Members  of  the  Panel: 

E.  Payne  Palmer,  Sr.,  M.  D. 

E.  Cuyler  Hammond,  Sc.  D. 

Mrs.  Harold  G.  Bogert 
Mrs.  Hale  Pragoff,  B.  S.,  M.  A. 

Miss  Jefferson  Brown,  R.  N. 

2:30  - 3:30  Review  of  Films 
3:30  - Delegates  Report  to  Mrs.  Robert  E. 

May,  Treasurer 


PROGRAM 

OF  ARIZONA  SECTION 
AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  MEETING 
10:00  A.  M.,  May  19,  1948 

PARLOR  “B”  - WESTWARD  HO  HOTEL 

1.  “Bronchography”  (paper  held  over  from  1947) 

Dr.  Howell  Randolph, 

Phoenix,  Arizona 

2.  “Exploratory  Thoracotomy  in  Obscure  Tho- 

racic Disease” 

Dr.  John  B.  Grow, 

Chief  of  Surgical  Service, 

Nat’l.  Jewish  Hospital, 

Denver,  Colorado 

3.  “The  Use  of  the  Laboratory  in  Controlling  the 

Treatment  of  Tuberculosis” 

Dr.  C.  Richard  Smith, 

Director  of  the  Laboratory, 

The  Barlow  Sanatorium  Assn., 

Los  Angeles,  California 

4.  Luncheon  Meeting  at  12:15 — 

Parlor  “B”  - Westward  Ho  Hotel 
Discussion:  Resection  for  Non-Tuberculous 

Pulmonary  Disease 
Dr.  J.  Dewey  Bisgard, 

Omaha,  Nebraska. 

All  physicians  interested  in  these  subjects  are 
invited  to  attend  these  meetings.  Members  of 
the  American  College  of  Chest  Physicians  should 
make  a special  effort  to  be  present  on  this  day. 
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Mridlij  Paradise 
for  W-Men 


— or  why  you  can  count  on  safer 

Cutter  Saftiflask  Solutions 

You’ve  heard  about  Hollywood  and 
its  “yes”-men  — but  have  you  heard 
about  the  mecca  for  “no”-men? 

It’s  Cutter’s  testing  department — 
where  Saftiflask  Solutions  are  put 
through  purges  that  make  the  Gestapo 
look  sissy! 

So  tough,  in  fact,  are  Cutter  testing 
technicians  that  they  measure  solu- 
tions by  the  same  rigid  rules  they  use 
for  delicate  vaccines  and  serums  — 
figuring,  no  doubt,  that  any  material 
designed  for  mass  intravenous  injec- 
tion should  be  equally  dependable. 

This  ivory  tower  attitude  is  not 
aimed  at  pleasing  Cutter  production 
men — who  not  so  fondly  refer  to  the 
testers  as  “stinkers.”  But  it  does 
pay  off  in  safer  solutions  for  you. 

Add  to  such  assurance  the  trouble- 
free  performance  of  Cutter  Saftiflask 
equipment,  and  you’ll  see  why  so 
many  doctors— and  hospital  staffs  — 
specify  Cutter  Solutions 
in  Saftiflasks.  You’ll  find 
it  worth  your  while,  too. 


CUTTER 

LABORATORIES 


BERKELEY  1,  CALIFORNIA 
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HAROLD  W.  KOHL,  M.  D. 
PRESIDENT  1948-1949 

Dr.  Harold  W.  Kohl  of  Tucson  will  become 
President  of  the  Arizona  Medical  Association  at 
the  Annual  Meeting  this  May  19-21.  He  is  high- 


ly qualified  for  this  high  post  in  the  Association 
as  he  has  served  on  the  Council  in  several 
capacities  over  a period  of  several  years.  His 
service  to  the  Association  as  Delegate  to  the 
American  Medical  Association  just  prior  to 
World  War  II  provided  him  with  national  as- 
pects of  organized  medicine  which  are  invalu- 
able to  a state  president.  As  Speaker  of  the 
Arizona  Association  House  of  Delegates  he  has 
a knowledge  of  procedures  that  further  qualify 
him  for  the  presidency. 

Dr.  Kohl  was  born  in  Minneapolis,  Minne- 
sota and  graduated  from  the  University  of  that 
state  with  the  degree  of  Doctor  of  Medicine  in 
1925.  His  internship  was  in  Walter  Reed  Hos- 
pital at  Washington,  D.  C.,  and  Fitzsimmons 
General  Hospital,  Denver.  He  holds  a license  to 
practice  his  profession  in  Minnesota  as  well  ai 
in  Arizona. 

In  1926,  Dr.  Kohl  entered  the  United  States 
Medical  Corps  and  remained  with  that  service 
until  1931  when  he  resigned  with  the  grade  of 
Captain  and  located  at  Tucson  where  he  was 
associated  in  practice  for  three  years  with  Dr. 
Dan  L.  Mahoney.  He  then  opened  his  own  of- 
fice and  limited  his  practice  to  internal  medi- 
cine. In  1942  he  volunteered  his  services  for 
World  War  II.  He  was  with  the  Army  of  the 
United  States,  assigned  first  as  Chief  of  Medical 
Service,  MacDill  Field  Station  Hospital,  Tampa, 
Florida.  After  attending  school  for  Air  Force 
Medical  Officers  at  Randolph  Field,  Texas,  he 
was  named  Flight  Surgeon.  In  1943  he  was  as- 
signed as  Station  Surgeon,  Avon  Park  Army 
Air  Field,  Avon  Park  Florida.  In  1945  he  was 
assigned  to  command  MacDill  Field  Station 
Hospital  where  he  served  in  the  grade  of  Colonel 
until  his  return  to  inactive  service  in  February, 
1946.  He  then  resumed  his  private  practice  at 
Tucson. 

In  addition  to  the  routine  memberships  with 
Pima  County  Medical  Society,  the  Arizona  State 
Medical  Association,  and  Fellowship  with  the 
American  Medical  Association,  he  holds  mem- 
bership with  the  American  College  of  Chest 
Physicians  and  with  the  American  College  of 
Physicians.  He  is  certified  in  his  specialty  by 
the  American  Board  of  Internal  Medicine. 

Mrs.  Kohl,  formerly  Ann  Kathleen  O’Flaherty 
of  Denver,  shares  the  doctor’s  interest  in  medi- 
cal affairs  by  being  especially  active  with  the 
Woman’s  Auxiliary.  Their  son,  Harold  Willis 
(Continued  on  Page  81) 


80 


Arizona  Medicine 


May,  1948 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D. 

'Announcing  the  association  of  Dr.  cJam.es  H.  West 
formerly  of  Drs.  Osmond  and  West 
of  Cleveland,  Ohio 

**a)ll  — ■ jISV 

EMPHASIS  ON  ONCOLOGY 


721  North  4th  Ave. 

TUCSON,  ARIZONA 
Telephone  3671 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  WARNER  WATKINS,  M.  D.,  Director 
R.  LEE  FOSTER,  M.  D„  Radiologist 
DOUGLAS  D.  GAIN,  M.  D.,  Radiologist 
THOMAS  T.  FROST,  M.  D„  Pathologist 

TELEPHONE  3-4105 


Vol.  5,  No.'S 


Arizona  Medicine; 


81 


(Continued  from  Page  79) 

Kohl  -Jr.,  is  now  13  and  plans  to  make  medicine 
his  career. 

Dr.  Kohl  brings  a keen  enthusiasm  for  and 
wide  knowledge  of  the  various  aspects  of  organ- 
ized medicine  into  the  presidency  and  joins  the 
line  of  recent  presidents  who  have  been  making 
history  in  the  progress  of  medicine  in  all  its  ram- 
ifications for  Arizona.  The  membership  of  the 
state  association  welcomes  Dr.  Kohl  to  this  im- 
portant position  and  anticipates  a year  of  con- 
tinued progress  under  his  direction. 


THE  ARIZONA  DIVISION  OF  THE 
AMERICAN  CANCER  SOCIETY 
Mrs.  Thomas  A.  Hartgraves,  State  Commander 
Dr.  E.  Payne  Palmer,  Sr.,  Medical  Adviser 
The  reason  for  creating  the  Cancer  Society  in 
the  State  of  Arizona  was  to  disseminate  authen- 
tic information  in  the  field  of  cancer  control. 
Schools  and  Speakers’  Bureaus  were  designed 
for  nurses,  both  graduate  and  under  graduate, 
teachers,  college  students,  and  high  school  stu- 
dents. The  Speakers’  Bureau,  comprised  of  both 
professional  and  lay  persons,  serves  all  club 
groups.  This  program  is  still  being  carried  on. 

In  developing  the  education  program,  above 
mentioned  a great  need  was  evidenced  in  that 
many  people  do  not  have  the  proper  diagnosis 
and  care,  due  to  lack  of  funds.  As  soon  as  it 
was  possible,  a service  program  was  established. 
This  program  provides  free  examination  and 
partial  care  for  individuals  not  eligible  for  coun- 
ty service,  whose  incomes  do  not  exceed  $1800 
per  year,  and  have  two  or  more  dependents,  or 
cases  similar  to  this. 

I.  Education 

A.  FREE  literature  is  distributed  upon 
request  for  nurses,  teachers,  college  stu- 
dents, high  school  students,  and  all  club 
organizations,  or  interested  individuals. 

B.  An  Institute  once  each  year  for  lay  and 
professional  groups. 

C.  Six  weeks  ’ Summer  Course  in  instruc- 
tion in  health  education  concentrating 
on  the  cancer  program  for  teachers' 
seeking  re-certification  and  other  stu- 
dents. 

D.  Radio  discs  supplied  upon  request. 

E.  Scientific  and  dramatic  films  based  on 
the  cancer  problem  are  available  for 
loan  upon  request  without  charge. 

F.  We  also  provide  gratis  materials  for 
art  and  manual  arts  classes  developing 
contests  for  the  Society. 


II.  Service 

A.  Dressings 

We  provide  surgical  dressings  upon 
request  for  cancer  patients  wdio  are 
unable  to  provide  their  own.  The  re- 
quest must  be  accompanied  with  a de- 
scription of  the  case  from  a physician 
■whose  name  is  on  the  Registry  of  the 
Arizona  State  Medical  Association. 

B.  Examination 

Persons  desiring  an  examination  for 
cancer  may  write  to  the  State  Head- 
quarters and  an  appointment  card  will 
be  sent  to  the  individual  for  the  doc- 
tor making  this  request,  but  the  patient 
must  be  medically  indigent  according 
to  the  eligibility  requirement  as  stated 
above  in  the  second  paragraph  of  this 
article. 

C.  Treatment  and  Hospitalization 

After  examination,  should  it  be  found 
that  the  patient  needs  treatment,  the 
American  Cancer  Society,  Arizona  Di- 
vision, can  assume  the  financial  re- 
sponsibility of  not  more  than  $150  of 
hospitalization  or  care. 

III.  Financial  Set-Up 

$13,000  for  service  in  the  State  of  Ari- 
zona. Care  can  be  given  to  approxi- 
mately 100  cases  annually. 

A.  A $150  loan  can  be  arranged  if  the  pa- 
tient does  not  meet  the  requirements 
of  the  eligibility  clause  and  there  is  an 
urgent  need  for  funds. 

B.  We  must  have  clearance  from  County 
Health  Department  or  other  similar 
agencies  where  financial  histories  are 
made. 

IV.  The  Role  of  the  Doctor  in  Relationship  to 

the  Agency. 

A.  Technique  of  referral 

A physician  who  has  a patient  eligible 
for  assistance  from  the  Society  should 
write  or  phone  the  State  Commander 
for  authorization  of  payment  by  the 
Society. 

B.  Treatment  and  care  by  the  agency 
Society  assumes  no  responsibility  for 
treatment,  but  provides  financial  as- 
sistance and  education. 


HYPERPLASTIC  LYMPHOID  TISSUE  OF 
THE  NASOPHARYNX  AND  ITS  TREAT- 
MENT BY  IRRADIATION. 

Although  not  a new  procedure,  it  is  chiefly 
through  the  work  of  Dr.  S.  J.  Crowe  and  As- 
sociates of  Johns  Hopkins  Hospital  that  the  use 
of  radium  in  the  treatment  of  hyperplastic 
lymphoid  tissue  of  the  nasopharynx  has  been 
(Continued  on  Page  83) 
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PHOENIX  OPTICAL  DISPENSERS 


ARIZONA  STATE  MEDICAL  ASSOCIATION 


You  are  cordially  invited  to  visit  our  offices  while  in  Phoenix. 

Look  over  our  complete  stock  of  all-plastic  artificial  eyes — the  only-  such 
service  available  in  Arizona.  The  new  Monoplex  eye — the  world’s  finest — is 
selected  and  custom-fitted  while  the  patient  waits.  It  is  of  superior  quality- — 
reproduced  from  color  photographs;  of  actual  living  eyes, — hence  remarkably 
lifelike.  It  is  unbreakable,  and  will  not  discolor  nor  roughen, — and  the  cost 
is  the  lowest  for  all-plastic  eyes. 

Featuring  the  FINEST  IN  EYEWEAR,  we  are  the  leading  ophthalmic 
dispensers  in  Arizona — devoted  entirely  to  Arizona  eye  physicians  and  their 
patients. 

Choose  your  Optical  Dispenser  for  your  patient  with  the  same  discretion 
and  regard  which  your  patient  used  in  selecting  you  for  eye-care. 

The  services  of  our  precision  laboratories  and  of  our  skilled  technicians 
are  available  to  all  eye-physicians  in  Arizona — direct  or  by  mail. 


r welcome  the 


★ 


★ 


COMPLETE  PRESCRIPTION  SERVICE— CONTACT  LENSES 

EQUIPMENT 


★ 


An  Independent-  - Arizona  Owned  and  Operated  - Serving  Arizona 


In  Phoenix 

PHOENIX  OPTICAL  DISPENSERS 


In  Tucson 

OPTICAL  DISPENSERS  OF  TUCSON 


Main  Office 
14  E.  Monroe 
Phone  4-8423 


Branch 

1 512  N.  7th  Sf. 
Phone  3-0897 


36  E.  Broadway 
Phone  7732 
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(Continued  from  Page  81) 
popularized.  Since  some  physicians  have  been 
disappointed  with  the  results  obtained  in  such 
treatment  it  is  well  to  review  briefly,  some  of 
the  points  in  the  rationale  and  indications  for 
such  treatment,  as  at  least  some  of  the  negative 
results  can  be  accounted  for  by  a failure  to 
heed  these  points  in  a selection  of  patients. 

In  the  use  of  radium  from  a single  relatively 
small  source  as  is  done  in  these  eases,  it  must  be 
remembered  that  the  effect  is  localized  to  a small 
area.  The  dosage  from  a source  of  radium  falls 
off  rapidly  in  accordance  with  the  inverse  square 
law  in  which  the  intensity  of  radiation  varies 
inversely  with  the  square  of  the  distance.  Fur- 
thermore in  this  proceedure  the  applicator  is 
constructed  so  that  a large  proportion  of  the 
irradiation  used  is  beta  irradiation  which  is  of 
low  penetrating  power.  Since  the  applicator 
also  places  the  radium  at  the  pharyngeal  open- 
ing of  the  Eustachian  tube,  it  is  logical  that  the 
cases  which  do  best  are  those  in  which  the  hyper- 
trophied lymphoid  tissue  is  localized  about  this 
orifice. 

Many  cases,  however,  have  involvement  of 
lymphoid  tissues  elsewhere,  as  in  the  tonsils, 
the  adenoids  and  the  scattered  lymphoid  folli- 


Cverybody  4 

PRESCRIPTION  DRUGGISTS 

The  REX  ALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


STAHLBERG 

LABORATORIES 

Specializing  in 

BACTERIOLOGY  PARASITOLOGY 
HAEMATOLOGY 
BLOOD  CHEMISTRY 
URINE  CHEMISTRY 

129  W.  McDowell  Road  Phone  4-3677 
Phoenix,  Arizona 


PERSONAL! 


THAT  ASSURED  FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU. 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 

Let  us  take  your  order  for  a suit  that 
will  be  "Strictly  Personal." 

"Let  Thew  Suit  You" 

• 

CHAS.  H.  THEW  TAILORING 

216  N.  Central  Ave. 
PHOENIX,  ARIZONA 
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cles  of  the  pharynx.  There  may  he  associated 
infection  in  any  or  all  of  these  tissues.  The 
lymphoid  tissue  may  extend  rather  far  up  into 
the  Eustachian  tube.  Obviously  in  these  instanc- 
es, larger  coverage  must  be  obtained  in  the  dos- 
age of  irradiation.  This  can  be  accomplished  by 
multiple  sources  of  radium  or  by  multiple  ap- 
plications as  has  been  done  in  the  past,  but  it  is 
in  such  circumstances  that  treatment  by  x-ray 
is  indicated  and  will  usually  give  better  results. 
With  proper  technic,  fairly  uniform  dosage  to 
all  the  involved  tissues  can  be  obtained  with 
beneficial  effects  on  the  infection  present  and 
satisfactory  shrinkage  of  the  lymphoid  tissue. 
The  dosage  required  is  relatively  small  and  no 
harmful  or  unpleasant  side  effects  need  be 
encountered. 

X-ray  treatment  in  these  conditions  is  not 
new.  As  early  as  1924,  Dr.  W.  Warner  Watkins 
published  a paper  dealing  with  the  pathological 
basis  for  such  treatment.1  It  is  to  be  expected 
that  comparable  results  can  be  obtained  with 
either  form  of  irradiation  so  long  as  the  basic 
principles  governing  the  selection  of  the  proper 
form  are  observed.  As  in  all  therapy,  one  should 

1 Volume  83:1305.  October  25,  1924. 


try  to  fit  the  treatment  to  the  individual  patient 
and  not  try  to  fit  the  patient  to  a single  technic 
of  treatment. 


PRINCIPLES  OF  EARLY  MANAGEMENT 
OF  HAND  INJURIES 
I.  PROTECTION  OF  THE  HAND 

Following  injury,  the  hand  is  particularly  sus- 
ceptible to  the  development  of  complications 
leading  to  serious  disabilities.  For  this  reason  it 
is  important  that  the  freshly  injured  hand  be 
given  the  most  careful  protection  against  such 
complications  as  result  from  added  infection, 
additional  tissue  damage  and  stiffening. 

The  principles  governing  the  provision  of  this 
protection  may  be  briefly  stated  as  follows: 

1 — Protection  against  added  infection 

Any  open  accidental  wound  of  the  hand  may 
be  assumed  to  be  contaminated.  It  is  important 
that  no  additional  infection  be  added.  This 
requires 

a.  Protection  of  the  wound  at  once  with  a 
sterile  dressing. 

ii.  Avoidance  of  putting  anything  into  the 
wound,  such  as  instruments,  gauze,  appli- 
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eators,  sponges  or  any  sort  of  antiseptic. 

c.  If  any  cleansing  of  the  areas  around  the 
covered  wound  is  done,  it  should  be  with 
soap  and  water  only. 

d.  Avoidance  of  all  efforts  at  treatment  of  the 
wound  by  exploration,  debridement  or  re- 
pair_of  damaged  structures  until  adequate 
facilities  are  available.  Adequate  facilities 
for  this  purpose  should  include  a location 
where  surgically  aseptic  technic  is  employ- 
ed, adequate  anesthesia,  proper  instru- 
ments, sufficient  assistance,  good  lighting 
and  the  provision  of  a bloodless  operative 
field. 

e.  Application  of  a sterile  dressing  which  will 
protect  against  the  entrance  of  foreign  ma- 
terial. Such  a dressing  should  be  volumi- 
nous, firmly  applied  with  moderate  pres- 
sure, separating  the  fingers  from  each  other, 
and  should  maintain  the  hand  and  fingers 
in  the  position  of  function. 

f.  Antibiotic  drugs  should  be  administered 
systematically,  not  locally,  in  full  dosage. 
Tetanus  antitoxin  (or  toxoid)  should  be 
administered  when  the  conditions  warrant. 


2 — Protection  against  added  tissue  damage  and 
deformity 

Immobilization  of  the  hand  is  required  in  any 
major  injury,  whether  the  wound  involves  skin, 
tendons,  nerves,  joints  or  bones.  Immobilization 
should  be  governed  by  the  following  principles : 

a.  Immobilization  should  be  employed  as  soon 
as  possible  after  receipt  of  the  injury  for 
protection  from  further  tissue  damage. 

b.  Following  definitive  treatment  of  the  in- 
jury, the  immobilization  should  be  contin- 
ued as  long  as  may  lie  required  for  healing 
to  occur. 

c.  Immobilization  should  be  in  the  position  of 
function  (position  of  grasp)  in  order  to 
maintain  optimum  relation  of  bone  frag- 
ments and  of  soft  tissue  structures. 

d.  The  position  of  function  in  immobilization 
is  necessary  to  provent  disabling  deformi- 
ties, contractures,  muscle  weakness  and 
joint  stiffening,  and  to  insure  the  earliest 
return  of  usefulness  after  healing. 

e.  Flat  splinting  of  the  hand  or  any  of  its 
digits  must  be  avoided  at  all  times. 
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James  E.  Drane,  M.  D. 

James  Erasmus  Drane  was  born  August  18, 
1872  at  Blackburn,  Missouri  and  passed  away 
on  December  24,  1947  at  Phoenix,  Arizona. 
Cause  of  death  was  a cerebral  hemorrhage.  His 
father  was  James  Erasmus  Drane  and  his  moth- 
er Mary  Shaw  Drane.  lie  is  survived  by  his 
wife,  Edith  Abell  Drane,  and  a daughter,  Jean 
Drane  Wilkinson  (Mrs.  Frank  M.).  He  was 
preceded  in  death  a few  months  by  his  only  son, 
James  Lawrence  Drane. 

Dr.  Drane  received  his  degree  in  medicine 
from  the  University  Medical  College,  Kansas 
City,  Missouri  in  1896.  He  did  special  work  at 
Cook  County  Hospital,  Chicago,  Illinois  in  1898, 
1903,  and  at  the  Good  Samaritan  Hospital,  Los 
Angeles,  in  1935.  He  practiced  at  Mesa,  Ari- 
zona from  1896  to  1923  and  at  Phoenix  from 
1893  until  the  time  of  his  death,  being  in  active 
practice  until  the  day  he  was  stricken.  He  was 
an  Assistant  Surgeon  of  the  Southern  Pacific 
R.  R.,  1923-1947. 

Attesting  to  his  interest  in  medical  and  civic 
affairs  were  his  memberships  with  the  Maricopa 
County  Medical  Society,  the  Arizona  Medical 
Association  and  the  American  Medical  Associa- 
tion. He  was  president  of  the  Maricopa  Medical 
Society  in  1926.  He  was  a member  of  the  staff 
of  St.  Joseph’s,  Good  Samaritan  and  St.  Monica 
hospitals  in  Phoenix.  His  religious  affiliation 
was  with  the  Episcopal  Church,  He  held  mem- 


bership in  the  Arizona  Club,  Phoenix  Exchange 
Club,  Executives  Club  and  Avas  a charter  mem- 
ber of  the  Masonic  Lodge  of  Mesa,  Arizona. 

Last  October,  the  Maricopa  County  Medical 
Society  honored  him  with  a special  dinner  in 
recognition  of  his  51  years  in  the  practice  of 
medicine,  a fitting  testimony  of  their  deep  af- 
fection and  regard  for  him. 

The  passing  of  Dr.  Drane  is  keenly  felt  by 
his  family,  and  a host  of  friends  among*  his 
patients  and  medical  associates.  The  strength 
of  his  cheerful  personality  and  professional  skill 
will  long  be  felt  in  the  community. 


Samuel  Hume  Watson,  M.  D. 

Samuel  Hume  Watson  was  born  March  15, 
1877  at  Vinto,  Iowa  and  passed  aAvay  at  Tucson, 
Arizona  on  February  5,  1948.  He  was  the  son 
of  the  late  Peter  W.  and  Blanch  Y.  Hughes 
Watson.  He  is  survived  by  his  wife,  Mrs.  Jane 
Shreeves  Watson,  whom  he  married  in  1906  at 
BlairstoAvn,  IoAva  Avhere  he  Avas  engaged  in 
practice. 

Dr.  Watson  received  his  degree  in  medicine 
from  Rush  Medical  College  in  1899  and  pursued 
an  active  career  as  a physical!  and  surgeon  for 
48  consecutive  years.  He  held  office  in  many 
national  and  local  organizations  and  was  the 
author  of  many  brochures  on  his  specialty  and 
of  articles  published  in  medical  journals.  He 
came  Avest  suffering  from  tuberculosis,  arriving- 
in  Tucson  in  1911,  and  completely  recovered  his 


88 


May,  1948 


Arizona  Medicine 


health,  late*  specializing  in  the  treatment  of  the 
disease  which  sent  him  westward.  In  11)18  he 
formed  a partnership  with  Dr.  Meade  Clyne. 
The  late  Dr.  Chas.  S.  Kibler  later  joined  the 
firm  known  as  The  Tucson  Clinic,  now  staffed 
by  several  other  physicians. 

From  1912  until  1918,  Dr.  Watson  served  as 
medical  director  of  the  Tucson  Arizona  Sana- 
torium. Throughout  the  years  he  has  been  a 
member  of  the  medical  staff  at  St.  Mary’s  hos- 
pital and  sanatorium,  and  physician  in  chief  of 
Barfield’s  sanatorium,  St.  Lukes  In-the-Desert, 
and  at  Anson ’s  Rest  Home.  He  has  been  a mem- 
ber of  the  American  Medical  Association  since 
1900,  and  a Fellow  of  the  American  College  of 
Physicians  since  1915.  Dr.  Watson  was  president 
of  the  Arizona  State  Medical  Association  1928- 
1929,  and  of  the  Anti-Tuberculosis  Association 
in  1916.  He  was  a continuous  member  of  the 
Pima  Society  from  1911  and  served  as  its  Vice 
President  in  1916  and  its  president  in  1918.  He 
also  maintained  membership  in  the  Southwestern 
Medical  Association.  His  outstanding  contribu- 
tions to  medicine  were  in  the  fields  of  allergy 
and  intestinal  tuberculosis. 

Dr.  Watson  also  maintained  a civic  interest 
which  endeared  him  to  his  community.  He  was 
a member  of  the  Tucsoli  Country  Club,  the  Old 
Pueblo  Club,  The  Elks,  and  various  Masonic 
orders. 

The  medical  profession  has  lost  a beloved  and 
respected  confrere  and  the  community  a friend 
and  builder. 


AMERICAN  COLLEGE  OF  SURGEONS 
To  the  Members  of  the  Regional  Fracture 
Committees : 

The  following  statement  was  unanimously 
adopted  at  the  annual  meeting  of  the  American 
Society  for  Surgery  of  the  Hand  in  January, 
1948. 

“The  American  Society  for  Surgery  of  the 
Hand,  founded  in  1946,  states  in  part  as  the  sec- 
ond article  of  its  constitution:  ‘The  object  of  the 
Society  shall  be  to  increase  and  extend  as  widely 
as  possible  our  knowledge  of  the  hand  and  its 
surgical  treatment  . . . . ’ 

“Such  injuries,  occurring  frequently  as  emerg- 
encies in  homes,  industrial  plants  and  highway 
accidents,  are  usually  first  treated  by  general 
practitioners  or  in  the  emergency  departments 
of  hospitals  and  industrial  clinics. 

“It  is  of  importance,  therefore,  that  correct 
principles  of  early  treatment  should  be  estab- 
lished and  that  knowledge  of  them  should  be  dis- 
seminated as  widely  as  possible  among  the  pro- 
fession at  large. 

“The  American  Society  for  Surgery  of  the 
Hand  expresses  the  hope  that  the  American  Col- 
lege of  Surgeons  will  consider  favorably  the  in- 
clusion of  injuries  of  the  hand  as  a subject  of 
specific  interest  in  the  program  of  education 
and  investigation  carried  on  by  its  Committee  on 
Fractures  and  Other  Trauma  and  its  Regional 
Committees.  The  American  Society  for  Surgery 
of  the  Hand  stands  in  readiness  to  cooperate 
fully  in  the  pursuit  of  such  an  objective  and  to 
furnish  such  information  and  recommendation 
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on  the  subject  as  the  American  College  of  Sur- 
geons may  desire. 

This  action  was  reported  at  the  annual  execu- 
tive session  of  the  Committee  on  Fractures  and 
Other  Trauma  of  the  American  College  of  Sur- 
geons, February  1,  1948  in  Toronto.  It  was  voted 
that  the  American  Society  for  Surgery  of  the 
Hand  be  asked  to  prepare  material  for  the  Com- 
mittee and  that  this  be  submitted  to  the  mem- 
bers of  the  Regional  Fracture  Committees  with 
the  request  that  they  publicize  it  to  the  general 
medical  profession  as  widely  as  possible. 

The  presentation  of  Principles  of  Early  Man- 
agement of  Hand  Injuries  is  being  prepared  by 
the  American  Society  for  Surgery  of  the  Hand 
and  will  be  submitted  in  several  sections  at  in- 
tervals. The  first  of  these  on  General  Principles 
of  Protection  is  enclosed  herewith. 

Please  constitute  yourself  a committee  of  one 
to  see  that  this  is  given  every  possible  means  of 
publicity  in  your  State.  It  should  be  read  at  the 
monthly  conference  of  every  hospital.  It  should 
be  called  to  the  attention  of  all  emergency  rooms, 
whether  in  hospitals  or  industry.  Its  publica- 
tion in  State  Medical  Journals  will  bring  it  to 
the  eyes  of  general  practitioners  who  would  not 
learn  of  it  otherwise.  You  will  think  of  other 
ways  to  carry  this  message  widely. 

Injuries  to  the  hand  are  all  too  often  given 
poor  early  treatment.  The  results  are  tragic. 
We  ask  your  help  in  this  problem. 

ROBERT  H.  KENNEDY,  M.  D. 

' Chairman,  Committee  on 

Fractures  and  Other  Traumas 


AMA'S  LAWRENCE  IN  WASHINGTON 
Late  in  January,  hearings  were  resumed  by 
the  Senate  Subcommittee  on  Health  and  Educa- 
tion on -the  Wagner-Murrav-Dingell  bill  (S.  132) 
and  the  so-called  Taft  National  Health  Act  of 
1947  (S.  545).  Mr.  Isidore  S.  Falk,  Director  of 
the  Bureau  of  Research  and  Statistics  of  the 
Social  Security  Administration,  who  had  just 
begun  his  testimony  when  the  Subcommittee 
abruptly  adjourned  last  February,  was  the  first 
witness.  He  was  followed  by  his  associate,  Wil- 
bur Cohen  ; Marjorie  Shearon,  adviser  to  the  Sub- 
committee ’s  Senator  Forest  C.  Donnell;  Dr. 
Maurice  Friedman  of  Washington,  and  others. 
Except  for  Senators  Donnell,  II.  Alexander 
Smith  of  New  Jersey,  Chairman,  and  James  E. 
Murray  of  Montana,  members  of  the  Subcom- 
mittee showed  little  interest  in  the  proceedings. 
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Occasionally,  Senator  Claude  Pepper  of  Florida 
would  drop  in.  He  livened  things  up  a bit  by 
taking  sharp  issue  with  Ids  Republican  colleagues 
or  by  directing;  pointed  questions  at  witnesses. 
But  usually  Senators  Smith,  Donnell  and  Mur- 
ray carried  on  alone. 

The  small  hearing  room  was  seldom  filled  with 
spectators.  However,  there  were  a number  of 
regular  attendants,  the  majority  of  them  repre- 
senting organizations.  Those  opposed  to  S.  1320 
and  more  or  less  in  favor  of  S.  515  represented 
medical  groups.  They,  like  those  Avho  took  the 
opposite  view,  had  become  familiar  figures  at 
the  hearings.  Among  the  former  were  repre- 
sentatives of  A APS  (American  Association 
of  Physicians  and  Surgeons),  NPC  (National 
Physicians  Committee),  and  UPHL  (United 
Public  Health  League).  Of  course,  the  AMA 
was  represented  by  Dr.  Joseph  S.  Lawrence, 
Director  of  the  Washington  Office  of  the  Coun- 
cil on  Medical  Service.  As  lie  is  the  subject  of 
these  observations  his  will  be  the  only  name  men- 
tioned of  those  who  represent  medicine  in  Wash- 
ington. 

“Joe”  Lawrence,  as  he  is  known  to  his  inti- 
mates, deserves  some  nice  things  said  about  him. 


He  is,  of  course,  the  dean  of  medical  representa- 
tives in  Washington,  having  21  years  of  legis- 
lative experience  to  his  credit.  Unlike  many 
men  long  in  service,  his  interest  and  enthusiasm 
have  not  been  dulled.  Few  are  more  youthful  in 
their  outlook.  He  is  forever  seeking  new  facts 
or  learning  from  others  who  possess  information 
lie  doesn 't  have.  What  is  most  pleasing  to  those 
who  are  closely  associated  with  him  is  that  he 
wears  well.  He  grows  in  stature  as  one  gets  to 
know  him  better. 

( 'ommon  sense  and  tolerance  are  very  im- 
portant attributes  when  discussing  medical  prob- 
lems with  public  officials.  For  many  of  them 
do  not  see  eye  to  eye  with  organized  medicine. 
Some  are  openly  hostile  to  the  position  it  takes. 
Dr.  Lawrence  has  shown  the  proper  regard  for 
their  views,  and  his  discussions  with  them  are 
friendly  and  frank.  Sometimes  they  come 
around  to  his  point  of  view.  But  whether  they 
do  or  not,  lie  earns  their  respect. 

From  time  to  time,  criticism  has  been  leveled 
at  Dr.  Lawrence  because  he  is  not  aggressive 
enough.  Physicians  should  not  be  deluded  by 
such  reports  because  Dr.  Lawrence  knows,  as 
does  any  informed  person  in  Washington,  that 
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he  will  accomplish  little  by  being  a belligerent 
advocate.  Crusaders  may  cry  to  high  heaven  and 
raise  a great  rumpus,  as  some  have  done,  but 
all  they  accomplish  is  to  strengthen  the  resolve 
of  their  opponents.  Dr.  Lawrence  goes  about  his 
task  in  a calm  and  quiet  manner,  making  known 
the  views  of  the  AMA  and  the  reasons  therefor. 
As  has  been  said,  he  may  not  win  the  support 
of  the  officials  with  whom  he  talks,  but  at  least 
he  earns  their  friendly  regard,  which  may  prove 
very  valuable. 

Your  Observer,  in  common  with  some  others, 
had  misgivings  when  Dr.  Lawrence  first  came 
to  Washington.  But  these  have  been  dissipated 
by  his  sound  judgment  and  patience.  Many  men 
would  have  been  tempted  to  throw  in  the  sponge 
if  they  had  run  into  some  of  the  difficulties 
which  confronted  him.  Fortunattely,  he  took 
them  in  stride.  Today,  he  is  in  a better  position 
than  any  other  representative  of  the  medical 
profession  in  Washington  to  serve  effectively. 

The  legislative  bulletin  issued  by  the  Wash- 
ington Office  typifies  Dr.  Lawrence.  It  is  dig- 
nified, informative,  and  well  edited.  Here  is 
no  flamboyance  or  hurling  of  thunderbolts. 
Stated  in  a readable  manner  are  the  facts,  which 
speak  for  themselves. 

From  all  of  this,  it  should  be  apparent  that 
your  Observer  considers  Dr.  Lawrence  a worthy 
and  effective  representative  of  the  American 
Medical  Association  in  the  Nation’s  Capital. 

Reprinted  from  “In  and  Out  of  Focus,  by  The  Observer,” 
Medical  Annals  of  the  District  of  Columbia. 
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A TRAINED  STAFF  OF 
SPECIALISTS 

is  on  hand  to  provide  you  and 
your  patients  with 

BRACES 

BELTS 

ji  3 

TRUSSES 

ARCH  SUPPORTS 

SURGICAL  SUPPORTS 


We  Design  and  Manufacture 
SPECIAL 

SURGICAL  AND  FRACTURE  APPLIANCES 
TO  SUIT  YOUR  INDIVIDUAL 
REQUIREMENTS 


We  Rent 
HOSPITAL  BEDS 
WHEEL-CHAIRS 
INVALID  WALKERS 
CRUTCHES  AND  CANES 


GRUNOW  CLINIC 
BRACE  SHOP 

926  East  McDowell  Road 

Telephone  4-7746  Phoenix 
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LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
James  M.  Ovens,  M.  D.,  F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  D.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D 

UROLOGY 

M.  L.  Day,  M.  D,  F.A.C.S. 

L.  L.  Stolfa,  M.  D, 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.  D.,  F.A.C.S. 

O.  W.  Thoeny,  M.  D.,  F.A.C.S. 

DERMATOLOGY 

George  K.  Rogers,  M.  D, 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F.A.C.P. 
Leslie  B.  Smith,  M.  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F.  Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D. 

DENTISTRY  AND  ORTHODONTIA 

Norton  J.  Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D. 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 

RADIOLOGY  CLINICAL  PATHOLOGY 

Audrey  Wilson,  M.  D.  Hugh  Wilson,  M.  D. 

DEPARTMENT  OF  MEDICAL  RESEARCH 

Carlos  A.  Tanturi,  M.  D. 
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THE  AMERICAN  MEDICAL  ASSOCIATION 
SAYS  PUBLIC  DEMAND  FOR  SERVICE 
AT  NIGHT  MUST  BE  MET 
The  American  Medical  Asociation  calls  on 
county  medical  societies  to  meet  the  public  de- 
mand for  emergency  medical  service  at  night. 

‘ ‘ From  many  sections  of  the  United  States,  ’ ’ 
says  an  editorial  in  a recent  (March  6)  issue  of 
The  American  Medical  Asociation,  “complaints 
have  come  lately  that  persons  who  have  called 
physicians  late  at  night  have  been  unable  to  se- 
cure attendance  from  either  those  whom  they 
considered  their  family  physicians  or  from  spe- 
cialists or,  indeed,  from  any  physician.  ’ ’ 

The  American  Medical  Association  says  that 
large  county  medical  societies  or  urban  groups 
should  maintain  a physicians’  telephone  ex- 
change which  would  take  the  responsibility  for 
locating  physicians  if  response  is  not  made  to 
the  ringing  of  the  telephone  in  the  home  or  in 
the  office. 

The  solution  is  simple  and  practical,  requir- 
ing only  a minimum  of  community  organization. 
A number  of  county  medical  societies  already 
maintain  a physicians’  telephone  exchange 
where  doctors’  calls  may  be  received  and  doc- 


tors located  if  their  office  or  home  telephones 
do  not  respond.  Such  an  exchange  can  be  util- 
ized as  at  night  or  oil  holidays,  simply  by  fur- 
nishing the  exchange  with  a list  of  physicians 
who  are  able  and  willing  to  make  night  calls. 
Such  physicians  would  probably  include  the 
younger  general  practitioners,  newcomers  to 
the  community,  and  others  in  general  practice. 
If  such  a roster  were  available,  and  its  availa- 
bility widely  publicized,  night  calls  for  medi- 
cal service  would  soon  gravitate  to  this  center 
and  the  patient  would  be  assured  the  services 
of  a physician. 

Under  such  a system  the  necessity  for  calling 
many  doctors  would  be  eliminated.  Two  calls 
at  most  would  be  necessary.  Where  there  is  no 
physicians’  telephone  service,  it  might  be  possible 
to  have  the  hospitals  cooperate  by  handling  such 
night  calls. 

The  Medical  Society  of  the  District  of  Colum- 
bia and  the  Milwaukee  County  Medical  Society 
have  found  such  a plan  practical,  as  have  a num- 
ber of  other  societies. 

By  this  simple  and  practical  expedient,  which 
is  doubtless  in  effect  in  modified  form  in  a 
number  of  communities,  the  sick  can  be  served 


AMBULANCE 

MOTOR  OR  THE  ABOVE  TWIN  ENGINE  BEECHCRAFT  PLANE 

Rate  Thirty  (30)  Cents  per  Mile  Flown — 190  M.P.H.  Cruise 

Room  for  Four  Attendants  plus  Pilot  and  Patient 

A.  LEE  MOORE,  Pilot 

A.  L.  Moore  and  Sons 

MORTICIANS 

Telephone  4-4111  Adams  at  Fourth  Ave. 

PHOENIX 
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and  the  medical  profession  can  redeem  its  pledge 
of  unselfish  public  service. 

It  is  highly  important  that  where  such  ar- 
rangements exist  they  be  brought  to  the  atten- 
tion of  the  lay  people  in  the  community  through 
appropriate  public  channels,  not  once  but  re- 
peatedly, to  keep  the  shifting  populations  well 
informed. 

Few  problems  in  the  field  of  medical  service 
have  aroused  so  much  public  discussion.  Wheth- 
er resentment  against  physicians  is  justified  or 
not,  it  does  harm.  The  solution  for  this  problem 
is  so  eminently  simple  and  would  reflect  so  fa- 
vorably  upon  physician-patient  relationships  that 
medical  societies  everywhere  are  urged  to  give 
it  serious  consideration  immediately. 


Emergency  Calls 

Oppositionists  to  the  American  Form  of  Medi- 
cine not  infrequently  try  to  prove  their  false 
claim  of  inadequate  medical  care  . . . by  pub- 
licizing isolated  instances  of  sudden  death. 
Almost  invariably  they  say  either  that  a physi- 
cian could  not  he  procured  or  that  a physician 
refused  to  come. 


Over  a period  of  many  years  the  Censors  of 
this  Society  have  investigated  each  and  every 
one  of  these  claims,  as  rare  as  they  have  been, 
that  have  come  to  their  knowledge.  Three  times 
they  have  found  that  the  deceased  were  chronic 
alcoholics  who  had  made  life  miserable  not  only 
for  their  families,  their  family  physicians,  but 
their  neighborhood  physicians  as  well  and  then 
had  finally  tippled  . . . toppled  . . . and  failed 
to  bounce  in  the  proverbial  manner  of  drunks 
and  babies.  Summary : They  were  put  to  bed 
and  left  to  sleep  it  off  as  usual  only  this  time 
the  pitcher  had  gone  to  the  well  once  too  often. 
Diagnosis:  Fractured  skulls,  fractured  necks 
with  acute  and  chronic  alcoholism.  Result:  Exit. 
The  old  story  of  the  little  boy  who  cried  “Wolf.” 
On  one  occasion  a man  sat  in  his  apartment 
reading  his  paper.  lie  slumped  over.  His  wife 
ran  next  door  to  their  neighbor  whom  she  knew 
to  be  a Professor  in  one  of  the  large  teaching 
centers.  She  arrived  at  his  apartment  breath- 
less. He  tried  to  explain  to  the  excited  lady 
that  he  was  a research  ophthalmologist,  that 
he  did  not  even  practice  ophthalmology,  he  was 
merely  a student  of  the  physiology  of  the  eye. 

(Continued  on  Page  97) 


Greetings  to  the  Members  of  The  Arizona  Medical  Association 

We  Cordially  Invite  You 
To  Visit  Our  “Branch  Office" 

SHRINE  AUDITORIUM 

Which  Will  Be  Operating  Daily  During  the  Convention 
We  Hope  You  Will  Find  Our  Innovation 
Interesting  and  Informative 


Benton  M.  Lee  & Componij 

Members  New  York  Stock  Exchange 
Also  Specializing  in  Arizona  Securities 
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LAS  ENCINAS  SANITARIUM 

Pasadena,  California 


INTERNAL  MEDICINE  INCLUDING  FUNCTIONAL  AND  ORGANIC  NERVOUS  SYSTEM  DISEASES 

Board  of  Directors:  GEORGE  DOCK,  M.D.,  President;  J.  ROBERT  SANFORD,  M.D.,  Vice-President 
Address:  STEPHEN  SMITH,  M.D.,  F.A.C.P.;  CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P, 

Medical  Directors,  Pasadena,  California 


Let  "EDIPHONE"  Be  Your  "DOCTOR"  for  Your  Office  Ailments 


sw 


PETERSON, BROOKE.  STEINER  £r  WIST  | 


530  W.  Wash.  Phoenix  Phone  2-2301 

Arizona  Distributor 
THE  EDISON  ELECTRONIC 
VOICEWRITER 

"EDIPHONE” 

It's  a handsome  addition  to  any  office.  And 
it's  just  as  useful  as  it  is  beautiful.  Whenever 
a thought  occurs,  whenever  there's  a memo, 
a letter,  a report  to  write,  you  just  step  on  the 
button  and  start  talking. 

THERE'S  A NEW  EXCITING 
EXPERIENCE  AWAITING  YOU! 


A TIME  SAVING  DEVICE 
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The  Allergy  Research  Laboratory 
Scratch  Shin  Testing  Set* 


The  technique  of  scratch  skin  testing  for  pollen  sensitivity  has  been 
well  standardized  and  need  not  be  complicated. 

A history  of  the  patient's  symptoms  measured  against  the  pollinating 
season  of  suspected  offenders  will  usually  narrow  the  field  of  possibilities. 

The  Allergy  Research  Laboratory's  scratch  skin  testing  set  contains 
diagnostic  materials  for  the  major  pollen  factor  in  the  specific  area  of  the 
doctor's  practice.  Diagnostic  sheets  containing  information  on  the  pollinat- 
ing seasons  are  offered  for  the  doctr's  convenience. 

Definite  information  and  the  exact  time  of  appearance,  season  to  season, 
in  specific  areas  is  furnished  through  periodical  bulletns. 


* Diagnostic  materials  and  a convenient  step  cut  wood  index  block  together  with  history 
sheets  will  be  supplied  free  of  charge  to  the  physician  upon  request. 

An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


cAlleryy,  (Research  J^a  bora  to  rie£,  3nc. 


Phoenix,  Arizona 


U.  S.  Biological  License  No.  151 
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(Continued  from  Page  94) 

Finally,  he  gave  in  and  went  next  door  with 
her.  The  man  was  dead.  The  wife  was  certain 
that  if  he  had  come  immediately  her  husband 
might  have  been  saved.  She  was  equally  cer- 
tain that  he  had  delayed  ten  minutes  with  her ; 
actually  it  hadn’t  been  more  than  two  . . . and 
after  all  . . . wasn’t  he  a professor  in  a medical 
school  ? In  her  mind  he  could  have  saved  her 
husband. 

Therefore,  the  Censors  of  the  Society  request- 
ed the  Committee  on  Public  Relations  to  survey 
this  situation  for  its  actual  worth  and  the  re- 
sults of  this  survey  are  as  follows : 

1.  The  cause  of  emergency  calls  ranges  all 
the  way  from  “A”  for  abactio  to  “Z” 
for  Zelotypia  . . . but  67%  of  all  emer- 
gency calls  are  the  result  of  some  form 
of  hysteria. 

2.  Where  emergency  calls  result  from  sud- 
den calamity  . . . such  as  cerebral  hemor- 
rhage, coronary  thrombosis,  etc.  ...  96% 
of  the  end  results  are  determined  not  by 
medical  intervention  but  by  the  degree 
of  the  immediate  trauma. 


3.  In  cases  of  accidental  trauma  such 
as  lacerations,  fractures,  etc.,  common 
knowledge  of  first  aid  plus  immediate 
skilled  medical  attention  is  largely  the 
determining  factor. 

After  concluding  this  survey,  which  covers 
more  than  one  hundred  practicing  physicians 
in  the  city  of  New  York,  with  an  average  length 
of  practice  of  twelve  and  one-half  years  and  all 
economic  and  racial  groups  we  must  conclude — 

1.  The  Public  Relations,  not  only  of  the  NeAV 
York  County  Medical  Society,  but  those  of  every 
practitioner  of  the  healing  art  remain  where 
they  have  always  been,  not  in  the  hands  of  this 
Committee  but  in  the  hands  of  each  individual 
practitioner.  Each  of  us  wears  the  title  of  “Doc- 
tor,” meaning  “Learned.”  Ours  is  the  badge 
of  distinction  that  in  itself  with  our  very 
presence  lends  ease  to  that  infathomable  ache 
which  our  survey  clearly  reveals  causes  67% 
of  all  emergency  calls. 

2.  Even  if  the  96%  in  the  second  group  are 
not  influenced  by  immediate  medical  attention 
. . . the  mere  presence  of  one  stamped  with  the 
seal  of  authority  does  more  for  the  four  free- 
doms of  all  involved  than  any  charter. 


EL  SERENO 
LODGE 


Spacious,  Quiet 
Suburban 


SPECIALIZING  IN  THE  TREATMENT  OF  ALCOHOLISM 
AND  NERVOUS  DISORDERS 

Other  Cases  Accepted 


MEDICAL  STAFF  OPEN 


R.  N.  IN  CHARGE 


EL  SERENO  LODGE 

PHOENIX 

11th  Ave.  and  West  Broadway  Telephone  4-6757 
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3.  The  third  group  needs  no  explanations. 
Therefore,  with  all  explanations  to  the  con- 
trary . . . we  must  continue  to  regard  emer- 
gency calls  as  part  of  the  price  of  leadership 
. . . part  of  the  price  we  pay  . . . another  part 
of  the  class  tax  that  we  have  always  paid  and 
will  always  pay  . . . regardless  of  the  system 
of  medical  practice  that  may  be  followed.  Spe- 
cialists cannot  hold  aloof.  General  practitioners 


cannot  be  too  busy.  Nothing  short  of  physical 
disability  should  excuse  one  from  a humani- 
tarian duty  as  a good  neighbor.  Neighborliness 
cannot  be  legislated  into  existence.  Rare  as 
these  instances  are,  one  case  reaching  the  pub- 
lic press  would  create  a false  impression  as  to 
their  infrequency  and  counteract  the  vast  num- 
ber of  times  that  doctors  have  responded.” 

Reprinted  from  New  York  Medicine.  2-5-48 
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MATERNITY  SUPPORT 

Before  and  after  the  baby 
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EXCESSIVE  FATIGUE 

HERNIA 

If  inoperable  or  when  opera- 
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Thousands  of  doctors  prescribe  Spen- 
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person  who  will  wear  it. 


SPENCER  SUPPORT  SHOP 

W.  B and  MAUDE  KEEN  - Dealers 


Phone: 

3-4623 


Phoenix,  Arizona 


706  N.  First 
Street 


Vol.  5,  No.  3 


Arizona  Medicine 


99 


National  Emergency  Medical  Service 


MEMORANDUM  I 
Report  of  Spring  Session  of  Council 
(American  Medical  Association,  April  5 and  6, 
1948) 

TO : State  Medical  Society  Secretaries  and 

State  Journal  Editors 

FROM : Council  on  National  Emergency  Medi- 
cal Service 

SUBJECT:  (1)  Organization  of  State  Medical 
Training  Program 

(2)  Physicians  and  the  Universal  Mili- 
tary Training  Program 

(3)  Articles  in  State  Journals 
Defense  of  America  in  any  all-out  national 

emergency  will  depend  upon  strong  state  organ- 
izations. In  atomic,  chemical  and  bacterial  war- 
fare, the  burden  will  fall  largely  on  our  indus- 
trial centers.  It  is,  therefore,  necessary  that  med- 
ical facilities  and  personnel  must  be  prepared 
to  meet  any  attack.  These  facts  were  developed 
at  the  Spring  Conference  of  the  Council  on  Na- 
tional Emergency  Medical  Service  which  was 
held  at  the  American  Medical  Association  April 


5 and  6,  attended  by  fifty-one  representatives 
from  forty-one  states. 

(1)  Organization  of  State  Committees.  With 
this  in  mind  the  conference  passed  the  follow- 
ing recommendation,  asking  for  the  immediate 
organization  of  state  committees  to  work  with 
the  Council  on  National  Emergency  Medical 
Service.  If  such  a committee  has  been  formed 
in  your  state  we  would  appreciate  having  the 
official  name  of  the  committee  and  its  personnel. 

“WHEREAS,  the  medical  profession  is 
presently  confronted  with  great  and  growing 
problems  relating  to  National  Defense ; and 
“WHEREAS,  both  the  planning  and  imple- 
mentation of  programs  to  meet  those  problems 
in  many  instances  reach  down  to  state  and 
local  community  levels,  therefore  be  it 

“RESOLVED,  that  the  Council  on  National 
Emergency  Medical  Service  call  upon  the 
state,  territorial  and  district  component  soci- 
eties of  the  American  Medical  Association  to 
activate  at  once  a committee  of  proper  desig- 
nation and  direction  to  work  with  and  under 
the  guidance  of  this  Council  in  its  program 
to  meet  those  problems,  and  further  be  it 
(Continued  on  Page  101) 


To  better  carry  out  our  " Service ” Policy, 
uve  announce  the  opening  of  our  Tucson 
Branch,  May  ist  . . . 809  E.  Broadway 
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We  specialize 

in  filling 


Doctors'  Prescriptions  for 
CAMP  SCIENTIFIC  SUPPORTS 

LOV-E'  CORRECTIVE  BRASSIERES 
* 

Mrs.  Larson  is  a Graduate  of 
Camp  Surgical  School  in  Chicago 


LARSON'S 
Phone  4-9906 
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1 1 9 E.  Washington  St. 
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90%  of  America's  Precision  Hearing  Test 
Instruments  are  MAICO 
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(Continued  from  Page  99) 

‘‘REQUESTED,  that  each  state,  territorial 
and  district  society  submit  to  this  Council  the 
personnel  and  terms  of  reference  of  such  com- 
mittee promptly  upon  its  appointment.” 

The  first  duty  of  this  committee  will  be  to 
stimulate  local  governmental  agencies  to  organ- 
ize a medical  relief  program  in  ease  of  a na- 
tional emergency. 

Requests  already  have  been  sent  from  the 
Council’s  office  to  the  governor  of  each  state 
asking  for  information  in  regard  to  each  State’s 
disaster  service.  We  would  suggest  that  if  con- 
tact with  the  governor  of  your  state  has  not 
been  made  already  concerning  such  a survey 
from  the  medical  standpoint,  that  this  be  done. 

(2)  Physicians  and  the  Universal  Military 
Training  Program.  Enclosed  is  a statement  of 
the  A.  M.  A.  “on  a proposal  to  induct  physi- 
cians as  such  in  connection  with  the  contemplat- 
ed revival  of  the  Selective  Service  Training  Pro- 
gram.” Mr.  J.  W.  Holloway,  Jr..  Director  of 
the  Bureau  of  Legal  Medicine  and  Legislation 
of  the  American  Medical  Association  on  April  9 
sent  a special  telegram*  to  the  Secretary  or  Ex- 
ecutive Secretary  of  each  state  medical  society 
in  regard  to  the  legislation  to  be  introduced  in 
Congress  authorizing  special  calls  for  physicians, 
dentists  and  veterinarians  up  to  forty-five  years 
of  age.  This  telegram,  also  enclosed,  expressed 
the  strong  opposition  of  this  proposal  by  the 
Council  on  National  Emergency  Medical  Service 
and  the  Executive  Committee  of  the  Board  of 
(Continued  on  Page  103) 

^TELEGRAM:  “Preliminary  prints  of  legis- 
lation yet  to  be  introduced  to  reactivate  selective 
service  will  authorize  special  calls  for  physicians, 
dentists  and  veterinarians  up  to  forty-five  years 
of  age.  Council  on  National  Emergency  Medical 
Service  has  expressed  strong  opposition  to  this 
proposal  on  the  ground  that  it  is  unnecessary  in 
view  of  record  of  medicine  in  World  War  II  in 
supplying  needed  medical  personnel,  that  it  is 
discriminatory' in  that  the  other  needed  scientific 
and  technical  personnel  is  not  subject  to  similar 
call  and  that  it  reflects  on  patriotism  of  physi- 
cians by  inferring  they  will  not  respond  to  an 
emergency.  The  Executive  Committee  of  Board 
of  Trustees  has  reaffirmed  this  opposition.  Sug- 
gest you  transmit  views  of  your  Association  with- 
out delay  to  Senate  Committee  on  Armed  Serv- 
ices, Senator  Chan  Gurney,  Chairman,  to  House 
Committee  on  Armed  Services,  Congressman 
Walter  G.  Andrews,  Chairman,  and  to  your 
senators  and  Congressmen.  Urgent. 

J.  W.  Holloway,  Jr., 

American  Medical  Assn.” 
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Trustees.  Hearings  on  the  Universal  Military 
Training  Act  are  now  being  held  in  Washington. 
Representatives  of  the  Council  have  appeared 
at  several  of  these  Congressional  hearings.  James 
C.  Sargent  M.  D.,  has  been  selected  by  the 
Board  of  Trustees  to  present  the  official  A.M.A. 
policy  on  the  legislation  being  considered  by  the 
House  of  Representatives  Committee  on  Armed 
Services  in  Washington  April  23.  A copy  of  his 
official  statement  will  be  mailed  to  you  as  soon 
as  available. 

(3)  Articles  in  State  Journals.  We  suggest 
that  information  in  regard  to  the  Spring  Confer- 
ence and  the  actions  taken  in  regard  to  the  pro- 
gram as  it  is  being  developed  by  the  Council  be 
carried  in  each  state  journal. 

Enclosed  are  four  News  Releases  distributed 
during  the  Conference  which  may  be  helpful  in 
preparing  these  articles. 

(4)  Additional  Resolutions.  Other  resolu- 
tions passed  by  the  Council  will  be  mailed  later. 
These  are  yet  to  be  approved  by  the  Board  of 
Trustees. 

James  C.  Sargent,  M.  D. 

Chairman 

Richard  L.  Meiling,  M.  1). 

Secretary 


STATEMENT 

Of  The  American  Medical  Association  on  a 
Proposal  to  Induct  Physicians  as  Such  in  Con- 
nection with  the  Contemplated  Revival  of  the 
Selective  Training  Program 
Preliminary  prints  of  a Senate  bill  to  provide 
for  the  Common  Defense  by  Increasing  the 
Strength  of  the  Armed  Forces  of  the  United 
States,  and  to  provide  for  a Universal-Training 
Program  contain  a section  which  would  author- 
ize the  President,  pursuant  to  requisitions  sub- 
mitted by  the  armed  forces,  to  make  special 
calls  for  members  of  the  medical,  dental  and 
veterinary  professions,  who  have  not  yet  reached 
the  age  of  forty-five  at  the  time  of  such  call,  in 
such  classifications  and  in  accordance  with  such 
priorities  as  he  shall  determine.  Persons  so 
called  will  be  liable  for  induction  for  service  in 
the  armed  forces  in  accordance  with  such  pro- 
cedures as  the  President  shall  prescribe. 

Such  provision  is  unnecessary,  discriminatory 
and  constitutes  a reflection  on  the  patriotism  of 
(Continued  on  Page  105) 
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(Continued  from  Page  103) 
the  medical,  dental  and  veterinary  professions. 
Confining  this  statement  to  the  proposed  induc- 
tion of  physicians,  it  is  strongly  urged  that  dur- 
ing World  War  II,  the  medical  profession  met 
every  demand  for  medical  personnel  without 
compulsion  by  law.  It  will  do  so  again  if  the 
need  arises.  The  provision  is  therefore  unneces- 
sary and  infers  that  in  the  case  of  urgency  the 
medical  profession  will  not  respond  to  the  needs 
of  the  armed  services.  It  would  seem  to  be  predi- 
cated on  a lack  of  faith  in  the  patriotism  of 
members  of  the  profession.  There  is  nothing  in 
the  history  of  American  medicine  to  Avarrant 
such  an  inference. 

If  a revival  of  the  selective  service  program 
is  made  effective,  there  will  arise  a need  for 
scientific  and  technical  personnel,  other  than 
the  three  groups  specifically  mentioned,  who  are 
above  the  age  limits  to  be  applied  to  selectees 
generally.  Until  provision  is  made  for  the  induc- 
tion of  such  other  personnel,  it  is  discriminatory 
to  single  out  physicians,  dentists  and  veteri- 
narians and  subject  them  to  compulsory  induc- 
tion. 

(Continued  on  Page  107) 
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Oxygen  Therapy 

In  order  to  make  the  administration  of 
oxygen  for  therapeutic  purposes  most  ef- 
fective and  most  economical,  four  require- 
ments must  be  met. 

The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

The  second  is  a safe  and  dependable 
regulator. 

Third,  proper  administering  apparatus 
that  is  efficient  in  operation  and  sturdy 
in  construction. 

Fourth,  and  most  important,  all  persons 
concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

All  the  above  are  as  near  to  you  as  your 
telephone,  call  3-2149. 
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(Continued  from  Page  105) 

The  association,  through  its  Council  on  Na- 
tional Emergency  Medical  Service  has  been 
actively  engaged  for  many  months  in  planning 
for  the  medical,  health  and  sanitary  needs  of 
the  nation  in  event  of  a national  emergency. 
At  a meeting  held  in  Chicago,  Tuesday,  April 
6,  the  Council  gave  careful  consideration  to  the 
present  proposal  to  induct  physicians  by  law 
into  the  armed  services.  Resolutions  were  adopt- 
ed embodying  in  substance  the  objections  to  the 
proposal  summarized  in  this  statement.  These 
objections  have  since  been  reaffirmed  by  the 
Executive  Committee  of  the  Board  of  Trustees 
which  has  authorized  this  statement. 

It  is  urged,  therefore,  that  the  provision  un- 
der which  physicians  may  be  inducted  as  such 
by  compulsion  of  law  be  eliminated  from  pro- 
posed legislation  to  revive  selective  service. 


NATIONAL  EMERGENCY 

Chicago,  April  6. — For  two  days  the  repre- 
sentatives of  the  48  State  Medical  Societies  and 
14  allied  professional  National  Associations 
(dentists,  veterinarians,  nurses,  hospital  admin- 
istrators, etc.)  have  heard  the  nation’s  most 
qualified  medical  experts  discuss  the  problems 
of  providing  adequate  medical,  health  and  sani- 
tary services  for  the  civilian  population,  indus- 
try, agriculture  and  the  armed  forces  in  time 
of  national  emergency. 

Medical  men  daily  face  on  a small  or  large 
scale  the  catastrophic  results  of  flood,  fires,  ex- 
plosions, epidemics,  unknown  diseases,  and  un- 
controllable infections,  striving  scientifically  to 
care  for  the  patients  and  develop  effective  pro- 
tective and  treatment  procedures.  The  problem 
facing  the  medical  men  when  unorthodox  weap- 
ons of  war  (such  as  the  atom  bomb)  are  em- 
ployed are  resolvable  in  the  same  calm  scientific 
medical  manner. 

To  provide  this  medical  care  and  treatment  of 
patients,  doctors  must  be  available  for  the  civi- 
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lian  population,  industry  and  agriculture  as 
well  as  for  the  armed  forces,  for  total  war  knows 
no  differentiation. 

In  the  light  of  the  experience  of  those  coun- 
tries suffering  the  effects  of  serious  bombing 
during  the  last  war  and  giving  heed  to  the  threat 
of  the  atom  bomb,  the  need  of  planning  adequate- 
ly for  the  medical  health  and  sanitary  care  of 
the  civilian  population  becomes  a matter  of  first 
magnitude  since  the  very  life  of  the  nation  may 
hinge  upon  it.  It  would  be  completely  unsafe 
and  a serious  threat  to  our  national  war  effort 
to  needlessly  lower  the  ratio  of  physicians  to 
civil  population  anything  like  that  of  the  1 to 
1500  ratio  reached  during  the  recent  war. 

Each  of  the  48  State  Medical  Associations  has 
been  requested  to  make  available  qualified  medi- 
cal advisors  to  the  Governor  and  the  State  Dis- 
aster Service  of  their  respective  States. 

A qualified  medical  representative  of  the 
American  Medical  Association  has  been  request- 
ed for  the  National  Civil  Defense  Program  by 
Colonel  Barnet  W.  Beers,  Executive  Assistant 
of  the  Director  of  Civil  Defense,  in  planning 
adequate  medical,  health  and  sanitary  services. 
The  48  State  Medical  Associations  have  been  ad- 
vised to  provide  similar  representatives  at  the 
State  and  local  level  of  Civil  Defense. 

The  common  problems  of  the  medical  and  al- 
lied professional  groups  as  related  to  National 
Defense  will  be  the  basis  for  cooperative  effort 
and  planning  of  the  American  Medical  Associa- 
tion and  the  National  Groups  of  the  allied  pro- 
fessions. Their  interest  lies  primarily  in  the  sup- 
ply of  adequate  medical  care  and  treatment  of 
sick  and  injured  people,  be  they  civilian  or  mili- 
tary. 

The  Department  of  Army,  Department  of 
Navy  and  Department  of  Air  Force  have  re- 
quested the  aid  and  considered  medical  advice 
of  the  American  Medical  Association  m plan- 
ning medical  services  for  the  current  expansion 
of  the  Armed  Forces  and  the  possible  contingen- 
cies in  case  of  a declared  national  emergency. 

It  is  therefore  suggested  that  some  system  of 
priority  be  established  to  regulate  the  “call  up” 
of  medical  officers. 

The  limited  and  highly  essential  medical  re- 
sources of  our  nation  must  be  conserved  and  in- 
telligently distributed.  Considered  medical  opin- 
ion advises  that : 

(a)  One  medical  examination  be  developed, 
acceptable  to  the  Selective  Service  and 
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HEARING 


Established  in  1935 


Mary  E Coles 

Fred  S.  Coles 

H.  Ashley  Ely 

William  L.  Fawcett 


425  Title  Cr  Trust  Bldg. 
PHOENIX 


139  S.  Scott  St. 
TUCSON 
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the  Armed  Forces  for  the  screening,  in- 
duction and  assignment  of  selectees  to 
military  services. 

(b)  Medical  officers  should  not  be  “called 
up”  until  actual  employment  for  medical 
care  of  patients  is  required.  Air  travel  or 
rapid  surface  facilities  should  be  current- 
ly allocated  for  movement  of  medical  per- 
sonnel and  facilities  to  critical  areas. 
Medical  pools  must  be  eliminated  because 
of  the  waste  of  essential  medical  manpow- 
er and  the  demoralizing  effect  of  these 
pools  on  highly  technical  skilled  personnel. 

(c)  The  proven  medical  program  of  the  Vet- 
erans Administration  whereby  staffs  of 
Veterans  Administration  facilities  for  the 
care  and  treatment  of  veteran  patients 
should  be  considered  in  principle  and  then 
applied  by  the  Armed  Forces  in  their  re- 
lation with  the  civilian  medical  facilities 
and  personnel  within  continental  United 
States.  This  means  liberal  inter-change 
and  use  of  available  medical  facilities  and 
personnel  of  the  Army,  Navy,  Air  Force, 
Veterans  Administration  and  Public 
Health  Service. 

(d)  To  assure  cooperative  effort  in  such  a 
coordinated  medical  program  it  is  essen- 
tial that  civilian  components  be  given 
equal  representation  in  the  highest  grades 
(Admirals,  Generals)  of  the  Armed  Forces 
with  the  members  of  the  regular  service. 

(e)  Medical  scientific  education  and  essential 
civilian  medical  and  scientific  research 

(Continued  on  Page  111) 


ORTHOPEDIC  APPLIANCES 
BRACES.  LIMBS.  BELTS.  TRUSSES 
ARCH  SUPPORTS  8c  REPAIRING 

CAMP  - SURGICAL  - SUPPORTS 

TUCSON  BRACE  SHOP 

847  SOUTH  SIXTH  AVE. 

BY  PRESCRIPTION  ONLY 

Karl  J.  Kean  phone  5929 


HALA  OWEN  NURSING  HOMES 

Orange  Road  Sanatorium 
Rt.  1,  Box  1028  — Tel.  5-0257 

Rose  Lane  Farm 
Rt.  2,  Box  317  — Tel.  5-2417 

Limited  to  Neuropsychiatric  Patients 
Custodia's  Accepted 


The  Phoenix  Maternity  Hospital 

3301  N.  Central  Ave. 

Phone  5-0449 

★ 

Medical  Staff  Open  Irene  Karicofe,  Supt. 


McDowell  pharmacy 

Seventh  Street  and  East  McDowell  Road 

A MODERN  PRESCRIPTION  PHARMACY 

Carrying  a complete  iine  of  Fresh  Drugs,  Chemicals  and  Biologicals 
Call  on  us  for  the  new  and  hard-to-get  items.  We  fill  your  prescriptions  as  written, 

with  the  utmost  care. 

• 

THREE  REGISTERED  PHARMACISTS 
John  Brown,  Raymond  Bentley  and  O.  T.  (Red)  Fountain 


Phones  3-4332  and  2-3137 
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(Continued  from  Page  109) 
must  be  continued  throughout  a national 
emergency  if  our  nation  is  to  live  and  con- 
tinue its  growth  in  the  years  following 
cessation  of  a national  emergency. 

(f)  The  Department  of  Army,  Department 
of  Navy,  Department  of  Air  Force  have 
suggested  that  the  Executive  Branch  of 
our  government  establish  a National 
Emergency  Medical  Board  as  an  agency 
of  the  National  Security  Resources  Board, 
and  that  the  American  Medical  Associa- 
tion he  represented  on  this  Medical  Board. 
The  Council  on  National  Emergency 
Medical  Service  believes  this  suggestion 
on  the  part  of  the  Armed  Forces  is  medi- 
cally sound  and  a national  requirement 
to  provide  intelligent  planning  of  medical 
health  and  sanitary  services  required  in 
a coordinated  mobilization  of  the  civilian 
population,  industry  and  the  armed  forces 
in  time  of  national  emergency. 


A.  M.  A.  POLICY  ON  H.  R.  BILL  6274 
By  James  C.  Sargent,  M.  D. 

Washington,  D.  C.,  Apr.  23 — The  greatest 
challenge  confronting  Congress  and  the  medical 
profession  today  is  “the  proper  and  adequate 
provision  for  the  care  of  the  great  number  of 
horrible  civilian  casualties  that  are  promised  if 
World  War  III  is  to  come.” 

This  statement  was  made  today  by  Dr.  James 
C.  Sargent,  Milwaukee,  before  the  Armed  Serv- 
ices Committee  of  the  House  of  Representatives 
in  expressing  opposition  to  parts  of  Section  4 
of  H.  R.  bill  No.  6274.  This  bill  as  now  word- 
ed would  authorize  the  President,  pursuant  to 
requisitions  submitted  by  the  armed  forces,  to 
draft  physicians  above  the  age  of  25  stipulated 
as  basic  in  the  proposed  law. 

“To  give  to  the  Military  Establishment  carte 
blanc  as  this  bill  proposes  to  do^  would  surely 
lead  to  the  same  over  procurement  of  medical 
personnel  as  before,”  Dr.  Sargent  said.  “And 
if  another  war  is  to  come — biologic  and  atomic 
warfare  this  time — large  disaster  areas  with  ter- 
rible civilian  casualties  must  be  expected  and 
must  be  adequately  provided  for  if  the  Nation 
is  to  survive. 

“Ordinary  civilian  pursuits,  agriculture  and 
especially  industry — the  very  foundations  of  our 


national  war  strength — will  never  survive  the 
high  casualties  in  store  for  them  in  another  war 
if  civilian  doctors  are  to  be  thinned  down  again 
to  the  one  to  1,500  ratio  that  was  reached  dur- 
ing the  last  war. 

“The  special  provisions  in  Section  4 (c)  and 
(d)  of  II.  R.  6274  set  the  pattern  for  just  such 
an  unsafe  distribution  of  physicians  and  set  the 
stage  for  just  such  a national  catastrophe.  ’ ’ 

Dr.  Sargent  is  chairman  of  the  American  Med- 
ical Association’s  Council  on  National  Emer- 
gency Medical  Service.  With  but  one  exception, 
eight  of  the  nine  members  of  the  Council,  in- 
cluding Dr.  Sargent,  served  in  the  Armed  Forc- 
es during  the  recent  war.  The  other  member 
served  as  one  of  the  five  directors  of  the  Pro- 
curement and  Assignment  Service,  the  agency 
through  which  60,000  civilian  physicians  were 
recruited  during  World  War  IT. 

The  Armed  Services  Committee  of  the  House 
of  Representatives  were  told  that  a survey  made 
by  a special  committee  of  the  A.  M.  A.  of  some 
50,000  doctors  revealed: 

1.  There  were  far  more  civilian  physicians 
procured  for  the  armed  services  during  World 
War  II  than  were  effectively  needed  or  used. 

2.  The  subtraction  of  this  large  group  of 
physicians  from  the  civilian  population  left  a 
shortage  that  was  dangerously  acute  and  sorely 
noticed  despite  the  remarkably  healthy  state  of 
the  nation  throughout  the  war  years. 

“A  national  tragedy  would  surely  have  oc- 
curred had  we  experienced  an  influenza  epi- 
demic like  that  following  World  War  I or  had 
we  suffered  civilian  war  casualties  such  as  the 
bombed  countries  of  Europe  experienced  in 
World  War  II,”  Dr.  Sargent  said. 

The  Council  chairman  added  that  “if  the  na- 
tion is  to  survive  another  war  there  can  be  no 
brooking  the  waste  of  medical  talent  that  pre- 
vailed in  the  Army,  Navy  and  Air  Force 
throughout  the  war  just  passed.”  Happily,  he 
said,  the  Military  Establishment,  from  the  Sec- 
retary of  Defense  down,  is  working  toward  far 
better  use  of  the  medical  personnel  and  facili- 
ties of  the  three  services. 

The  studied  belief  of  the  Council  on  National 
Emergency  Medical  Service  and  the  Board  of 
Trustees  of  the  American  Medical  Association. 
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stated  Dr.  Sargent,  is  that  a special  provision  in 
the  law  for  the  drafting  of  doctors  is  “both  un- 
necessary and  unwise.” 

“Because  of  the  accelerated  program  of  medi- 
cal education  carried  on  during  the  war  years, 
doctors  are  graduating  today  well  under  the  age 
of  26.  Through  this  circumstance,  doctors  made 
available  under  the  general  draft  provisions  of 
H.  R.  6274  would  be  wholly  adequate  to  meet 
the  numerical  requirements  of  medical  officer 
personnel  for  the  increased  strength  of  the 
armed  forces  authorized  in  the  bill.  ’ ’ 

The  point  is  raised,  and  properly  so,  that  this 
would  furnish  only  young,  recently  graduated 
physicians.  That  there  is  need  for  some  older 
physicians  of  special  talent  is  obvious.  Such 
need  cannot  be  great,  however,  considering  the 
fact  that  this  hill  provides  for  a peace  time  ex- 
pansion of  the  armed  forces  that  does  not  con- 
template heavy  casualties  of  war  and,  important 
to  note,  provides  for  the  medical  care  of  young 
men  in  the  prime  of  life  and  hand-picked  for 
their  physical  fitness. 

“There  are  other  ways,  less  onerous  than  this 
proposed  legislation,  to  provide  the  expert  serv- 
ices of  experienced  physicians  and  surgeons 
needed  for  the  expanding  Army,  Navy  and  Air 
Force.  The  Veterans  Administration  has  pio- 
neered in  the  use  of  highly  skilled  specialists  in 
civilian  practice  as  part-time  consultants  and 
the  unprecedented  excellence  of  the  care  that  is 
being  given  veterans  today  under  such  a system 
merits  the  serious  notice  of  the  Military  Estab- 
lishment. 

“Today  each  city  of  size  in  America  holds 
able  and  thoroughly  experienced  specialists  of 
every  category  who  are  not  too  deeply  rooted  to 
consider  rejoining  the  military  as  a career  were 
such  service  made  somewhat  more  attractive. 
But  they  recall  the  barrier  that  age  placed 
against  obtaining  rank  and  pay  that  was  com- 
mensurate with  their  exceptional  talents.  And 
they  recall  the  withering  experience  of  long 
periods  of  inactivity  and  of  non-medical  duties.  ’ ’ 

Doctors,  both  in  and  out  of  service  must  have 
clinical  medical  work  to  challenge  their  abilities 
and  keep  them  professionally  alive.  While  there 
are  certain  real  inducements  to  attract  able  med- 
ical talent  to  a career  in  military  medicine  they 
simply  are  not  enough.  Purely  administrative 
changes,  dealing  with  rank  and  duty  assignment, 
coidd  and  would  over  night  minimize  the  medi- 


cal personnel  problems  that  so  concern  the 
armed  services  today. 

“And  in  the  end,  if  neither  of  those  means  are 
to  be  employed  and  experience  proves  that  sol- 
diers and  sailors  are  in  need  of  medical  care  the 
profession  of  America  will  see  they  get  it,  draft 
or  no  draft.  They  did  it  handsomely  in  the  last 
war,  as,  indeed,  they  always  had  before.  And 
they  would  do  it  again.” 


NEWS  NOTES 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

The  BOARD  OF  EXAMINERS  of  the  Ameri- 
can College  of  Chest  Physicians  announces  that 
the  next  oral  and  written  examinations  for  Fel- 
lowship will  he  held  at  Chicago,  June  17,  1948. 
Candidates  for  Fellowship  in  the  College,  who 
would  like  to  take  the  examinations,  should  con- 
tact the  Executive  Secretary,  American  College 
of  Chest  Physicians,  500  North  Dearborn  Street, 
Chicago  10,  Illinois. 

The  FOURTEENTH  ANNUAL  MEETING 
of  the  American  College  of  Chest  Physicians  will 
he  held  at  the  Congress  Hotel,  Chicago,  Illinois, 
June  17-20,  1948.  An  interesting  scientific  pro- 
gram has  been  arranged  for  this  meeting,  and 
speakers  from  several  other  countries  are  sched- 
uled to  appear. 

Thank  you  for  your  cooperation. 

Murray  Kornfeld, 
Executive  Secretary. 


A new  1948  catalog  of  technical  books  has 
just  been  issued  by  The  Chemical  Publishing  Co., 
Inc.,  26  Court  Street,  Brooklyn  2,  N.  Y.  This 
catalog  includes  the  latest  books  on  chemistry, 
physics,  science,  technology,  petroleum,  medi- 
cine, foods,  formularies,  drugs  and  cosmetics, 
engineering,  metals,  technical  dictionaries,  build- 
ing construction,  etc. 

This  catalog,  conforming  with  the  requests  of 
technical  and  scientific  workers  and  librarians, 
gives  the  date  of  publication  of  each  book  as  well 
as  price,  number  of  pages,  detailed  descriptions 
and  full  table  of  contents. 

A copy  of  this  catalog  will  be  sent  free  to 
everyone  who  is  interested  in  keeping  up  with 
the  latest  technical  and  scientific  progress. 


Vol.  5,  No.  3 


Arizona  Medicine 


113 


Designed  for  operation  at  200*250 
volts  50-60  cycle,  delivering  200  M A 
at  100  KVP  or  10  MA  at  115  KVP 


You’re  looking  at  a milestone  in  x-ray  . . . the  first 
completely  electronic  200  MA  MONITOR  Control. 

Its  new  electronic  linear  time  selector  is  a completely  new 
concept  in  x-ray  design,  marking  the  most  significant  ad- 
vance in  precision  radiographic  timing  since  the  advent  of 
the  impulse  timer.  Its  new  electronic  stabilizer  keeps 
milliamperage  “on-tke-nose”;  assures  uniform  radiographs 
despite  severe  line  fluctuations.  Its  new  electronic  protec- 
tive circuits  are  proof  against  human  error  . . . you  can’t 
make  an  exposure  that  will  overload  the  tube. 


Ask  your  local  Picker  representative  to  tell  you 
about  this  remarkable  control.  Make  a point  to  see  it 
at  coming  conventions  . . . it’s  worth  seeking  out. 

another  PICKER  irst • • the 

Since  1879  Pioneers  in  the  Manufacture 
of  Electro-Medical  Apparatus 

BLAIR  SURGICAL  SUPPLY,  INC. 

General  Office:  121  South  Stone  Avenue,  Tucson,  Arizona 


Service  Offices:  Tucson  - Phoenix  - Albuquerque  - Denver 
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PHYSICIANS'  DIRECTORY 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

BERTRAM  L.  SNYDER,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

AND  DISEASES  OF  THE  CHEST 

1118  Professional  Building 

910  Professional  Bldg. 

Phone  4-1078 

Phone  4-2 1 74 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

MONROE  H.  GREEN,  M.  D. 

INTERNAL  MEDICINE 

Diplomate  of  the  American  Board 

Diplomate  of  the  American  Board 

of  Internal  Medicine 

of  Internal  Medicine 

CARD  10- VASCULAR  and  CHEST  DISEASE 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 

1137  West  McDowell  Road 

ALLERGY 

Phone  4-0489  - 3-4189 

1006  Prefessional  Bldg. 

Phoenix,  Arizona 

Phone  3-8907 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

THE  BENSEMA  - SHOUN  CLINIC 

F.  A.  C.  P. 

1 800  East  Speedway 

Tucson,  Arizona 

INTERNAL  MEDICINE 

Special  Attention  to  CARDIOLOGY 

ARTHRITIS  AND  INTERNAL  MEDICINE 

Suite  910  Phoenix 

Complete  Laboratory,  X-ray  and  Physical  Therapy 

1 5 E.  Monroe  St.  Arizona 

Facilities  Available 

FRANK  J.  MILLOY,  M.  D. 

O.  J.  FARNESS,  M.  D.,  F.A.C.P. 

F.  A.  C.  P. 

721  North  Fourth  Ave.  , 

INTERNAL  MEDICINE 

Phone  7749 

611  Professional  Building 

Certified  by  the  American  Board  of 

Phone  4-2171 

Internal  Medicine 

Phoenix,  Arizona 

Tucson,  Arizona 

ALL  MEMBERS  INVITED  TO  CANCER  SOCIETY  LUNCHEON 

Dr.  E.  Payne  Palmer,  Sr.,  on  behalf  of  the  Arizona  Division  of  the  American  Cancer 
Society,  extends  a cordial  invitation  to  all  members  of  the  Arizona  State  Medical  As- 
sociation to  attend  a luncheon  at  12:00  Noon,  May  18,  1948  in  the  Continental  Room  of 
Hotel  Westward  Ho,  honoring  Dr.  Charles  S.  Cameron,  Acting  Medical  and  Scientific 
Director  of  the  American  Cancer  Society  and  Dr.  E.  Cuyler  Hammond,  Director,  Sta- 
tistical Research  Department  of  the  American  Cancer  Society. 

The  Cancer  Society  hopes  that  all  physicians  will  attend  as  its  guests.  Please  make 
your  reservations  not  later  than  May  tenth  through  Dr.  E.  Payne  Palmer,  Sr.,  Chair- 
man of  the  Executive  Board  of  the  Arizona  Division  of  the  American  Cancer  Society, 
611  Professional  Building,  Phoenix,  Arizona. 
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PHYSICIANS' 

DIRECTORY 

INTERNAL  ME 

DICINE— (Cont'd.) 

STUART  SANGER,  M.  D. 

123  S.  Stone  Avenue 
Tucson,  Arizona 

Certified  by  American  Board 
of  Internal  Medicine 

EVELYN  G.  WATKINS,  M.  D. 

313  Valley  National  Bldg. 

Telephone  5178 
1 f no  answer,  28  I 8 

Tucson,  Arizona 

HARRY  EDWARD  THOMPSON, 

M.  D.,  F.  A.  C.  P. 

435  N.  Tucson  Blvd. 

Tucson,  Arizona 
Telephone  7034  - 2818 

INTERNAL  MEDICINE  AND 
RHEUMATIC  DISEASES 

Certified  by  American  Board  of  Internal  Medicine 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 

CLIN 

1C 

BUTLER  CLINIC 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

8FZ:7- 

write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 

TREVOR  G.  BROWNE,  M.  D. 

DISEASES  OF  CHILDREN 

Medical  Arts  Building 
543  East  McDowell  Road 
Phone  3-2901 
Phoenix,  Arizona 

MILTON  C.  F.  SEMOFF,  M.  D. 

2440  East  Sixth  Street 
Tucson,  Arizona 
Phone  5933 

Fellow  of  the 

American  Academy  of  Pediatrics 

CARL  A.  HOLMES,  M.  D. 

DISEASES  OF  INFANTS  and  CHILDREN 

1401  North  Seventh  Avenue 
Phone  4-9092 
Phoenix,  Arizona 

C.  MICHAEL  WITZBERGER,  M.  D. 

Fellow  of  the  American  Academy 
of  Pediatrics 

522  N.  Tucson  Boulevard  Office  Phone  541  1 

TUCSON,  ARIZONA 
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EYE,  EAR,  NOSE  and  THROAT 


WESLEY  G.  FORSTER,  M.  D. 

DENNIS  BERNSTEIN,  M.  D. 

OTOLARYNGOLOGY  AND 

EYE,  EAR,  NOSE  and  THROAT 

PERORAL  ENDOSCOPY 

Certified  by  the 

Medical  Arts  Building 

American  Board  of  Otolaryngology 

Phone  3-  1 666 

4 1 5 East  Fifth  Street 

Phoenix,  Arizona 

Telephones:  Office  6354  - Residence  1671 

TUCSON,  ARIZONA 

PHIL  H.  LOVELESS,  M.  D. 

JOHN  S.  MSKELL,  M.  D. 

DISEASES  AND  SURGERY  OF  THE  EYE 

1811  East  Speedway 

209  Medical  Arts  Building 

Tucson,  Arizona 

543  East  McDowell  Road 

Phone  2-3127  Phoenix,  Arizona 

Hours  by  appointment 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D., 

Telephone  5584 

F.  A.  C.  S. 

Diplomate  of  American  Board  of  Ophthalmology 
Diplomate  of  American  Board  of  Otolaryngology 

A.  HARRY  NEFFSON,  M.  D. 

EAR,  NOSE  AND  THROAT  AND 
BRONCHOSCOPY 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

605  Professional  Bldg.  Phone  3-8209 

2510  East  Sixth  Street 

PHOENIX,  ARIZONA 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

ALLERGY 


E.  A.  GATTERDAM,  M.  D. 

Telephone  7505 

ALLERGY 

F.  B.  SHUTZBANK,  M.  D. 

MEMBER  OF  THE  AMERICAN 

910  Professional  Building 

ACADEMY  OF  ALLERGY 

Phoenix,  Arizona 

4065  E.  Cooper  St.  Tucson,  Arizona 
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PHYSICIANS’  DIRECTORY 


PHYSICIANS  and  SURGEONS 


L.  D.  BECK,  M.  D.,  F.  A.  C.  S. 

1.  L.  GARRISON,  M.  D. 

D.  T.  MOATS,  M.  D. 

Physician  and  Surgeon 

Office  Practice  Only 

PHYSICIAN  and  SURGEON 

GERIATRICS 

1626  N.  Central  Phone  4-1620 

540  West  McKinley  St.  Phone  3-3001 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

S.  R.  CANIGLIA,  M.  D. 

CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 
F.  A C.  S. 

PHYSICIAN  and  SURGEON 

6 

General  Practice  with  Special  Attention  to  1 

543  East  McDowell  Road 

SURGERY  and  UROLOGY 

Phone  3-3641 

907  Professional  Bldg.  Phone  3-3193 

Phoenix,  Arizona 

Phoenix,  Arizona  j 

LUCILLE  M.  DAGRES,  M.  D. 

DELBERT  W.  HESS,  M.  D. 

GENERAL  PRACTICE 
210  Medical  Arts  6uilding 

General  Practice  of 
MEDICINE  AND  SURGERY 

543  East  McDowell  Road 

612  North  Fourth  Ave. 

Phone  4-5714 

Tucson,  Arizona 

Phoenix,  Arizona 

Phone  8788  Res.  8735 

J.  ALLEN  GINN,  Jr.,  M.  D. 

THIS  SPACE  FOR  SALE 

General  Practice  with  Special  Attention  to 
OBSTETRICS  and  GYNECOLOGY 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1626  N.  Central  Avenue 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 
Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande,  Arizona 
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DERMATOLOGY 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Telephone  3671  721  N.  Fourth  Ave. 

427  Heard  Bldg. 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS 


FRED  C.  JORDAN,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  PEDIATRICS 


MAX  COSTIN,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
Phone  3366 


1109  Professional  Building 
Phone  4-1379 
Phoenix,  Arizona 


Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

614  N.  Fourth  Ave.  Tucson,  Arizona 


ORTHOPEDIC  SURGERY 


JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

1 

GEORGE  L.  DIXON,  M.  D.,  F.A.C.S. 

LEO  L.  TUVESON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Practice  Limited  to 

Diplomate  of  the  American  Board 

ORTHOPAEDIC  SURGERY 

of  Orthopaedic  Surgery 

800  North  First  Ave.  Telephone  2-2375 

2716  East  4th  Street  Telephone  4958 

PHOENIX,  ARIZONA 

TUCSON,  ARIZONA 

J.  DONALD  FRANCIS,  M.  D. 

THIS  SPACE  FOR  SALE 

Diplomate  American  Boaro  of  Orthopaedic 

FOR  INFORMATION  AND  RATES 

Surgery 

write  to 

ORTHOPAEDIC  SURGERY 

ARIZONA  MEDICINE 

433  N.  Tucson  Blvd. 

427  Heard  Bldg. 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 
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Reliance  on  MAPHARSEN  is  reflected  in  its  extensive  clinical 


use  — over  200,000,000  injections  since  1940.  The  significant 
advantages  of  high  therapeutic  effectiveness  and  notable 
relative  safety  have  established  its  value  as  an  antispirochetal 
agent.  Clinical  and  serological  follow-ups  continue  to 
demonstrate  its  high  percentage  of  cures.  Equally  adapted 
to  intensive,  intermediate  or  conventional  prolonged 
treatment  schedules,  alone  or  with  penicillin,  MAPHARSEN 
is  an  arsenical  of  choice  in  the  treatment  of  syphilis. 


® 


0 


an 


mmce 


IN  THE  TREATMENT  OF  SYPHILIS 


MAPHARSEN  ( oxophenarsine  hydrochloride,  P D & Co. ) is  supplied 
in  single  dose  ampoules  of  0.04  Gm.  and  0 06  Gm.,  boxes  of  10, 
and  in  multiple  dose  ampoules  of  0.6  Gm.  in  boxes  of  10. 


RKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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MEAT 


J[nd  the  Dietary  of  Pregnancy  and  Cactation 

According  to  a study  published  in  the  recent  past1  it  has  been 
shown  that  nitrogen  balance  is  suddenly  reversed  from  positive 
to  negative  shortly  before  term.  This  negative  balance  is  further 
intensified  by  substantial  losses  of  nitrogen  during  parturition 
and  the  postpartum  period.  Lactation  imposes  still  another  bur- 
den on  nitrogen  metabolism. 

This  study  again  emphasizes  the  need  for  a diet  rich  in  bio- 
logically complete  protein  during  the  latter  half  of  pregnancy. 
In  this  manner,  the  physiologic  loss  of  nitrogen  at  term  can  be 
compensated,  avoiding  negative  nitrogen  balance.  A high  pro- 
tein diet  has  the  further  advantage  of  producing  a more  copious 
milk  supply. 

In  another  recent  publication,2  the  prevention  of  the  toxemias 
of  pregnancy  by  dietary  means  was  stressed.  Foremost  among 
the  measures  recommended  was  a diet  rich  in  high  quality  pro- 
tein to  assure  nitrogen  balance. 

Meat  is  an  outstanding  source  of  protein  in  the  dietary  of 
pregnancy  and  lactation  for  these  four  reasons:  (1)  It  is  notably 
rich  in  protein,  from  17  to  20  per  cent  of  its  uncooked,  and  from 
25  to  30  per  cent  of  its  cooked  weight;  (2)  The  protein  of  meat, 
regardless  of  cut  or  kind,  is  biologically  complete;  (3)  The  appe- 
tite appeal  of  meat  is  high,  and  (4)  All  meat  is  of  excellent  di- 
gestibility— from  96  to  98  per  cent. 

1 Stuart,  H.C. : Effects  of  Protein  Deficiency  on  the  Pregnant  Woman  and  Fetus  and  on 

the  Infant  and  Child,  New  England  J.  Med.  236:507  (Apr.  3)  1947. 

2 Zeigler,  R.F.,  Jr.:  Pre-eclamptic  Toxemia  of  Pregnancy.  North  Carolina  M.  J.  8:65  5 

(Oct.)  1947. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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SPRATT  SERVICE 

Now  available  in  two 
convenient  locations  in  Phoenix. 

Latest  designs  in  exclusive  eyewear 


21  WEST  MONROE  STREET  105  E.  McDOWElL 

Phone  4-3230  Phoenix,  Arizona  Phone  2-551  1 


Digilanid  . . . Lanatosides  A,  B and  C 

RELIABLE  ORAL  DIGITALIS  THERAPY 

Digilanid  contains  the  complex  glycosides  of  digitalis  lanata  in 
chemically  pure  form,  assuring  maximum  efficiency  for  mainte- 
nance and  whenever  oral  digitalis  therapy  is  indicated.  Uniform 
in  potency,  stable,  well  tolerated  and  adequately  absorbed. 

SUPPLIED — Tablets,  Ampuls,  Suppositories  and  Liquid 

• 

Literature,  Samples  and  Bibliography  on  Request 

SAN DOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 
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% MOISTURE  CONTENT  TEST — yne  of  the  138  separate  tests  made  by  Abbott  in  the  production 
of  dependable  penicillin:  A quantity  of  penicillin  powder  is  weighed  to  the  ten-thousandth  part 
of  a gram  in  a stoppered  bottle  which  has  been  previously  weighed.  Then  the  stopper  is  removed  and 
the  bottle  with  its  powder  is  placed  in  a drier  under  a vacuum  of  less  than  3 mm.  of  mercury. 

Normal  atmospheric  pressure  is  760  mm.  The  bottle  remains  in  the  drier  for  12  hours  at  55°  C.,  with 
phosphorous  pentoxide  as  a desiccant.  When  the  drying  period  is  completed,  the  bottle  is  removed 
from  the  drier,  restoppered,  cooled  and  reweighed.  The  loss  in  weight  of  the  powder  is  considered 
moisture  loss.  Lack  of  moisture  is  a primary  factor  in  preventing  excessive  decomposition  of  the  powder; 
high  moisture  content  tends  to  increase  decomposition.  The  F.D.A.  limit  for  amorphous  penicillin  salts 
is  2/i%  moisture  content;  for  crystalline  salts  V/2%.  Any  lots  which  exceed  those  limits  are  rejected. 


• Nothing  is  left  to  chance  in  the  production  of  Penicillin  Abbott. 
Numerous  tests — 138  in  all — are  made  on  such  factors  as  potency, 
sterility,  pyrogens,  toxicity,  penicillin  G content,  heat  stability, 
pH,  moisture  content,  solubility  and  crystallinity.  These  138 
Abbott  tests,  exclusive  of  those  conducted  by  the  Food  and  Drug 
Administration,  make  it  possible  for  you  to  use  Penicillin  Abbott 
with  confidence.  Such  dependability  makes  Abbott  Penicillin 
Products  a reassuring  choice — whether  your  prescription  calls  for 
penicillin  in  cartridges,  vials,  troches,  tablets,  Dulcet * Tablets  or 
ointments.  If  you  wish  descriptive  literature,  just  drop  us  a line. 
Abbott  Laboratories,  North  Chicago,  Illinois. 

*MEDICATED  SUGAR  TABLETS,  ABBOTT.  T.  M.  REQ.  U.  S.  PAT.  OFF. 


SP  EC 


i f y 


ABBOTT 


penicha,m 


PROD 


UCTS 


Diagnosis 

WITHOUT  Disturbance 
in  cholecystography 


When  gallbladder  pathology  is  suspeeted, 
accurate  roentgenologic  demonstrations 
of  normal,  malfunctioning  and  calculous 
organs  afford  decisive  information 
to  physician  and  surgeon. 


(brand,  of  iodoalphionic  acid) 


convenient  oral  contrast  medium  for  gall- 
bladder visualization,  permits  precise  diagnosis 
by  a simplified  technic  causing  little  or  no 
discomfort  to  most  patients. 


Six  0.5  Gm.  tablets  after  a light,  usually  fat-free 
evening  meal  constitute  the  sole  preparation 
required  for  Priodax*  cholecystography. 
No  involved  dietary  prescriptions  or 
adjuvant  premedication  with  alkalies,  pressor 
agents  or  paregoric  are  necessary. 


PACKAGING:  Priodax,  beta-(4-hydroxy-3,5-diiodophenyl)- 
alpha-phenyl-propionic  acid,  is  supplied  in  envelopes 
of  six  0.5  Gm.  tablets,  available  in  boxes  of  1,  5,  25  and 
100  envelopes,  each  bearing  instructions  for  the 
patient.  Hospital  Dispensing  Packages  contain 
4 rolls  of  250  tablets  each. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 
Serving  the  WEST  COAST , Schering  Corporation 
149  New  Montgomery  St.,  San  Francisco  5,  Calif.  • Douglas  1544 
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More  Doctors 
Smoke  CAMELS 


than  uni/  other  eif/ureite 


Three  independent  research  organizations  in  a nationwide  survey  asked  113,597 
doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 


William  Withey  Gull 

( 1816-1890 ) 


proved  it  in  pathology 


SIR  William  Gull  is  medically  recognized 
for  his  many  original  observations 
which  led  to  his  classic  description  of 
myxedema  and  a greater  understanding  of 
nephritis.  He  also  added  much  to  the  funda- 
mental knowledge  of  neuropathology— such 
as  his  observations  that  locomotor  ataxia 
was  a disease  of  the  posterior  columns  of 
the  spinal  cord.  Medical  knowledge  was 
greatly  enriched  by  Gull’s  experiences. 


Experience  is  the  best 
teacher  in  cigarettes , too! 


Yes,  Experience  is  what  counts— just  as  it 
always  has.  And  w ith  millions  of  smokers 
who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camel  is  the 
“choice  of  experience. 

Try  Camels!  Discover  for  yourself  how 
the  rich,  full  flavor  of  Camel's  choice,  prop- 
erly aged  and  expertly  blended  tobaccos 
pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn't  mighty  w elcome  to  your 
throat. 

Let  your  own  experience  tell  you  why 


Armrtiino  in  a IXationiritte  surrey: 
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The  old  surgeon  may  have  dreamed  of  the  day  when  a ready- 
made clot  would  staunch  oozing  surfaces,  capillary  bleeding, 
trickling  from  small  veins,  hemorrhage  from  resected  tissues. 

The  surgeon  of  today  has  at  hand  a custom-made  clot  with 
Gelfoam,  the  absorbable  hemostatic  gelatin  sponge.  Cut  or 
molded  to  the  exact  specifications  of  any  wound,  and  applied 
with  or  without  thrombin,  Gelfoam  may  be  left  in  situ  with- 
out fear  of  tissue  reaction.  * Trademark , Ree.  u.s.  Pat.  off. 


Upjohn 


fine  pharmaceuticals  since  1886 


Gelfoam 


Arizona  Medicine  July,  ly-is 


SOPPOA/OL  UQWO  POP  OPP/CP  TPPATMPAAP 


Nature  has  its  own  defense  against  the  invasive  fungi 
involved  in  dermatophytosis — the  fatty  acids  which 
occur  in  human  sweat,  which  include  propionic  and 
caprylic. 

Sopronol  Improved  is  therapeutically  effective  be- 
cause it  contains  propionates  and  caprylates.  Sopronol 
is  based  upon  Nature’s  own  healing  processes. 

And  Sopronol  is  non-keratolitic,  non-sensitizing.  It 
is  mild,  safe,  non -irritating. 

SOPRONOL 

IMPROVED 

p ropi o na te-ca p ryl ate  cornpoun d 


PHILADELPHIA  3,  PA. 


OINTMENT 

FOR  DIRECT  APPLICATION 


Sodium  propionate  1 2.3% 

Propionic  acid  2.7% 

Sodium  caprylate  10% 

Zinc  caprylate  5% 


1 oz.  tubes 

DUSTING  POWDER 
FOR  SOCKS  AND  SHOES 


Calcium  propionate  15% 

Zinc  propionate  5% 

Propionic  acid  0.25% 

Zinc  caprylate  5% 


2 and  5 oz.  canisters 
LIQUID 

FOR  DIRECT  APPLICATION 

Sodium  propionate  12.3% 

Propionic  acid  2.7% 

Sodium  caprylate  10% 


Vol.  5,  No.  4 
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middle  age 


a gouthtul  spirit 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

With  " Premarin such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence ...  the  "plus"  in  " Premarin " 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and 
0.625  mg.;  liquid,  0.625  mg.  in  each  4 cc.  (I  teaspoonful) . 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  " Premarin  /' 
other  equine  estrogens ...  estradiol,  equilin,  equilenin,  hippulin... 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 

’Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 


Yol.  5,  No.  4 
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WHEN  interviewed  between  platefuls,  this  11-months-old 
young  man  emphatically  stated:  "I  have  been  brought 
up  on  Pablum  and  still  like  it,  but  some  days  when  I’m  in  the 
mood  for  oatmeal,  nothing  satisfies  me  like  Pabena!” 

Nutritious , quick  and  easy  to  prepare , 
both  products  are  for  sale  at  drug  stores. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  IND.,  U.S.A. 
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Patient  of  intermediate 
type  of  build;  roentgen- 
ogram"; showed  spon- 
dylolisthesis, grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after  appli- 
cation of  support.  Patient 
reported  relief  from  pain 
which  was  confined  to 
the  back  and  called 
attention  to  the  ease  and 
comfort  in  the  wearing  of 
the  support. 


Aid  in  conservative  treatment  when  the 
fifth  lumbar  vertebra  slips  on  the  sacrum 


• . . advantages  of  the  C^yWP  lumbosacral  supports 


...THE  WELL  BONED  BACK - Curves  in  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine. 

...THE  SIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  iq  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


Vol.  5,  No.  4 
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Oral  Penicillin 


even  in  serious 
injections . . . 


Used  alone  — not  merely  as  adjuvant  therapy  — “orally  administered  penicillin 
is  therapeutically  successful  even  in  serious  infections,  if  a sufficiently  high 
dose  is  given.”1 


By  giving  oral  penicillin  in  doses  of  100,000  units  every  3 hours  (often  preceded 
by  an  initial  “booster”  dose  of  200,000  units),  clinicians  have  successfully 
treated  pneumococcic  lobar  pneumonia,  gonorrhea,  and  other  infections,  both 
acute  and  serious.  Oral  administration  in  high  dosage  produces  penicillin  serum 
concentrations  within  the  antibacterial  range  of  most  susceptible  pathogens. 
If  prompt  response  is  not  obtained,  parenteral  treatment  should  be  instituted 
immediately. 


SQUIBB  PENICILLIN  TABLETS  contain  potent  penicillin  G for  direct,  active 

oral  therapy.  They  are  buffered  for  optimal  absorption  and  are  individually 
and  hermetically  sealed  in  a four-ply  wrapping  of  cellulose  acetate,  pigment, 
aluminum  foil  and  vinyl  plastic  to  maintain  full  potency  until  administration. 


Tablets  of  50,000  and  100,000  units, 
boxes  of  12  and  100. 

POTENCY  SAFEGUARDED 

Drop  a Squibb  Penicillin  Tablet,  wrapping 
and  all,  in  a glass  of  water.  When  you  remove 
it,  and  have  wiped  and  taken  off  the  four-ply 
wrapping,  you  will  find  the  tablet  whole  and 
perfectly  dry.  As  this  simple  test  demonstrates, 
Squibb  Penicillin  Tablets  are  thoroughly 
sealed  against  penicillin-destroying 
moisture  right  up  to  the  time  of  use. 


1.  Hoff  man,  W.  S..  and  Vo  Uni.  I.  F.: 
Am.  1.  M.  Sc.  213.-520  IMayl  1947 


Squibb 


CRYSTALLINE  PENICILLIN  G 
SODIUM  (Buffered)  TABLETS 
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Hand  in  Glove 
with  Ad  van 


There  is^aAvay  to  lighten  the  burden  of  nutritional 
privation/ih  older  individuals.  The  method  is  the  routine 
prescription ,<6f  GERILAC  to  supplement  the  diet  of  your 
elderly  patients.  This  will  be  particularly  appreciated  by  those 
with  whom  material  want  goes  "hand  in  glove”  with  advanced  age. 


At  a cost  of  only  19<t  a day,  Gerilac  is  all  the  more 
donomical  because  it  does  not  require  mixing  with  rnilkj.  One 
reliquefied  pint  of  Gerilac  provides  M of  the  proteins,  a full 
allowance  of  each  of  the  necessary  vitamins*  and  minerals, 

and  300  calories  in  two  8-ounce  glasses  of  tasty  drink. 
With  this  fortified  formula  of  spray  dried  whole  milk  and 
skim  milk,  Gerilac  provides  a specifically  designed 
economical  preparation  for  the  aged. 


GERILAC 

the  pleasant  complete  nutritional 

supplement  for  the  aged 


gerilac. 


BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION  350  Madison  Avenue,  New  York  17,  N.  Y. 


*as  recommended  by  the  National  Research  Council 


Yol.  5,  No.  4 
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» ceuticals  . . . every  patient  expects  the  best. 

\ Dorset!  is  A NAME  TO  REMEMBER  for  it  is 

the  goal  you  are  seeking  . . . 


i 

t 

t 

i 

You  can  be  "double  sure"  of  high  quality  in  pharmaceu* 
ticals  . simply  SPECIFY 

Forty  years  of  experience,  1908-1948,  are  back  of  the 
"Dorsecj  label  ....  Forty  years  of  careful  attention  to  every 
detail  in  pharmaceutical  manufacture  ....  Forty  years  to 
build  the  "know  how"  for  perfection  ....  Forty  years  of 
strict  adherence  to  one  policy — to  give  the  medical  profes* 
sion  the  best  in  pharmaceuticals. 


THE  SMITH-DORSEY  COMPANY 
Lincoln,  Nebraska 


BRANCHES  AT  LOS  ANGELES  AND  DALLAS 


vessaaEse*ua 
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QUESTION: 

When  is  it  good  practice  to  suggest  "Change  to 
Philip  Morris  Cigarettes"? 

ANSWER: 

When  patients  under  treatment  for  throat  condi- 
tions persist  in  smoking,  many  eminent  nose  and 
throat  specialists  suggest  "Change  to  Philip  Morris "* 

...the  only  cigarette  proved**  less  irritating. 

• In  fact,  for  all  smokers,  it  is  good  practice  to 
suggest  "Change  to  Philip  Morris." 

PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  New  York 

DO  YOU  SMOKE  A PIPE?  . . . We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 

*Completely  documented  evidence  on  file. 

**Reprints  of  published  papers  on  request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  I,  58-60; 
Broc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y.  Stale  Jo  urn.  Med.,  Vol.  35,  6-1-25,  No.  II,  590-592. 
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Arizona  Medicine 


17 


First  breath,  first  bath,  first  bottle 

In  a life  filled  with  "firsts",  baby  has  no  time  to  cope  with  such 
gastro- intestinal  problems  as  carbohydrate  fermentation  and  attendant 
distention  and  diarrhea — particularly  during  his  first  few  weeks. 

'Dexin'  has  proven  an  excellent  "first  carbohydrate"  because  1)  its 
high  dextrin  content  is  not  fermentable  by  the  organisms  usually 
present  in  the  intestinal  tract,  and  2)  because  it  promotes  the  forma- 
tion of  soft,  flocculent,  easily  digested  curds. 

Simply  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Car- 
bohydrate is  easily  adapted  to  increasing  formula  needs  from  month 
to  month,  and  later,  being  palatable  but  not  too  sweet,  is  a welcome 
supplement  to  other  bland  foods.  'Dexin'  does  make  a difference. 


Dexin 


J 

HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 
Literature  on  request  'Dexin’  Reg.  Trademark 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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DEMEROL/ HYDROCHLORIDE 

Brand  of  meperidine  ( i s o n i p e c a i n e ) hydrochloride 


rol 


Dem 


Warning:  May  be  habit  forming 
Narcotic  blank  required 


Preoperative  sedation  and  analgesia  — 
relieves  pain  — relaxes  spasm.  Virtually 
no  risk  of  respiratory  depression.  Also 
excellent  for  postoperative  use.  Average 
adult  dose:  100  mg. 

Ampuls  2 cc.,  100  mg.;  tablets  50  mg. 


INC. 


New  York  13  N.  Y.  Windsor,  Ont. 


DEMEROL,  trademark  reg.  U.  S.  & Canada 


Yol.  No.  4 
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symptomatic  relief  wi^^fnirii^sMe^^ects 


in 

hay  fever  [(• 

PYRI BENZAMIN 


During  the  last  two  pollen  seasons,  the  effectiveness 
of  Pyribenzamine  hydrochloride  in  hay  fever  has  been 
demonstrated  repeatedly  . . . 84%  of  288  cases'1'  — 78%  of  588  cases12' 

— 82%  of  254  cases.13' 

Side  effects  are  few  and  for  the  most  part  mild:  — “No  serious  side  effects 
have  been  noticed  in  any  patients.”'1’  “In  our  opinion,  reactions 
to  Pyribenzamine  are  minimal  and  seldom  necessitate  stoppage 
of  the  drug.”14’  The  usual  adult  dose  is  50  mg.  four  times  daily. 

1.  Arbesman,  C.  E.:  N.  V.  State  Jl.  of  Med.,  47:  1775,  1947. 

2.  Loveless,  M.  H.:  Ant.  Jl.  of  Med.,  3:  296,  1947. 

3.  Bernstein,  Rose  and  Feinberg:  III.  Med.  Jl.,  92:  2,  1947. 

4.  Osborne,  Jordon  and  Rausch:  Arch,  of  Derm.  Cr 
Syph.,  55:  318,  1947. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  NEW  JERSEY 


Ciba  ® 

PYRIBENZAMINE  (brand  of  tripelcnnaminc) — Trade  Mark  Reg. U.S. Pat. Off. 


2/1371M 
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An  Effective  Adjunct  in  the  Treatment 
of  Certain  Types  of  Tuberculosis 


As  an  adjunct  to  conventional  therapy, 
clinical  experience  has  indicated  that 
Streptomycin  is  the  most  effective  chem- 
otherapeutic agent  in  the  treatment  of 
certain  cases  of  tuberculosis.  In  selected 
cases,  Streptomycin  has  been  found  ef- 
fective in  shortening  the  period  of  disa- 
bility. 

The  new,  improved  form  of  this  val- 
uable antibacterial  agent — Streptomycin 
Merck  (Calcium  Chloride  Complex)  — 
provides  three  noteworthy  advantages: 
(i)  increased  purity,  (2)  minimum  pain 


following  injection,  and  (3)  uniform  po- 
tency. 

Write  for  the  New  Booklet 

“ STREPTOMYCIN  IN  TUBERCULOSIS” 

Recently  published,  this  booklet  pre- 
sents abstracts  of  the  two  authoritative 
reports  which  appeared  in  The  Journal 
of  the  American  Medical  Association, 
November  8,  1947,  showing  the  results 
of  the  use  of  Streptomycin  in  more  than 
900  cases  of  tuberculosis.  It  will  be 
mailed  to  you  on  request. 


Vol.  5,  No.  4 
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€Wtc/ '2l&'k ^0  topical  Furacin 

therapy.  Good  results  have  been  reported  in  49  of  55  cases  of  impetigo1’2’3  and  in  several  cases  of  impetigo 
about  infected  wounds.1  Ecthyma  responded  favorably  in  19  of  24  cases.1’2  Cure  of  these  pyodermas  is  often 
effected  within  eight  days.  Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing 
and  as  Furacin  Solution,  both  containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical 
application  in  the  prophylaxis  or  treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous 
ulcers,  pyodermas  and  skin  grafts.  Literature  on  request.  £ AT  0 N LABORATORIES,  INC.,  NORWICH,  N.Y. 


1.  Downing,  J.  G.,  Hanson,  M.  C.  and  Lamb,  M. : Use  of  5-Nitro-2-Furaldehyde  Semicarbazone  in  Dermatology,  J.A.M.A. 
133: 299,  1947  • 2.  Robinson,  H.  M.  and  Robinson,  H.  M.,  Jr.:  The  Comparative  Values  of  Some  New  Drugs  in  the  Pyo- 
dermas, South.  M.  J.  40:409,  1947  • 3.  Miller,  J.,  Rodriquez,  J.  and  Domonkos,  A.:  Evaluation  of  Penicillin  in  Topical 

Therapy,  New  York  State  J.  Med.  4?  :2316,  1947  • 4.  McCollough,  N.  C. : Treatment  of  Infected  War  Wounds  with  a 

Nitrofuran.  Indust.  Med.  10:128,  1947. 
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Biologically  Adequate  Protein 


Calcium 


Vitamin  A 


Riboflavin 


Ascorbic  Acid 


Vitamin  D 


When  the  need  for  dietary  supplementa- 
tion arises,  the  delicious  food  drink  made 
by  mixing  Ovaltine  with  milk  finds  wide 
application.  This  dietary  supplement  pro- 
vides generously  of  all  nutrients  consid- 
ered necessary,  in  balanced  proportion 
for  optimal  utilization.  Three  glassfuls 
daily,  in  conjunction  with  even  an  aver- 
age diet,  raises  the  intake  of  essential 
nutrients  to  optimal  levels. 

Its  appealing  taste  and  easy  digestibil- 


ity virtually  assure  patient  acceptance,  as 
well  as  consumption  of  the  recommended 
three  glassfuls  daily. 

Ovaltine  finds  valuable  use  pre-  and 
postoperatively,  following  recovery  from 
infectious  disease,  in  pregnancy  and  lac- 
tation, in  pediatrics  in  the  management 
of  food-resistant  children,  and  to  supple- 
ment restricted  dietaries  whether  pre- 
scribed or  self-imposed  as  a result  of 
food  aversions  and  idiosyncrasies. 


THE  WANDER  COMPANY,  ?60  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL 


Three  servings  daily  of  Ovaltine,  each  made  of 
'/j  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide-. 


CALORIES 669 

PROTEIN 32.1  Gm. 

FAT 31.5  Gm. 

CARBOHYDRATE  ....  64.8  Gm. 

CALCIUM  1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON 12.0  mg 


*Based  on  average  reported  values  for  mi 
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to  help  vanquish  depression  marked  by 
“morning  tiredness” 

Many  depressions  are  marked  by  morning  tiredness,  inertia,  lassitude 
and  retardation.  'Benzedrine’  Sulfate,  taken  on  awakening,  frequently 
helps  to  lift  the  patient  "over  the  hump”  of  the  early  hours. 
Benzedrine  Sulfate — where  it  shortens,  eases,  or  even  eliminates  the 
patient’s  struggle  with  depression — may  improve  the  tone  of  his  entire 
day.  While  not  always  effective,  Benzedrine  Sulfate  therapy  certainly 
merits  a fair  clinical  trial  in  depression  marked  hy  morning  tiredness. 

Tablets  Capsules  Elixir 


Benzedrine*  Sulfate 


One  of  the  fundamental  drugs  in  medicine 


•t.m.req.u.s.pat.off.  for  racemic  amphetamine  sulfate, s.k.p. 
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nc tore  this  on  your  office  wall  [ 


Here  is  a message  every  patient  should  see.  It 
appears  in  full  color  in  LIFE  and  other  national  mag- 
azines—reaching  more  than  23  million  people. 

Would  you  like  a copy  for  your  reception  room?  Write  ° 
to  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  being  a good  patient 


No.  212  in  a series  of  messages  from  Parke , Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


FOR  your  own  sake,  as  well  as  your  doctor’s  it  is  vitally 
important  to  be  a "good  patient.” 

Often  it  is  your  co-operation  with  your  doctor  that 
makes  the  difference  between  an  early  recovery  and  a late  one, 
between  a minor  illness  and  a serious  one. 

Here  are  some  of  the  ways  you  can  help  your  doctor,  and 
yourself: 

1.  If  you  feel  sick,  call  your  doctor  at  once.  Don’t  wait  for  a 
serious  illness  to  develop  before  you  ask  his  help.  The  sooner 
he  sees  you.  the  more  he  can  do  to  help  you  avoid  a major 
illness. 

2.  Before  you  telephone  your  doctor,  make  a list  of  the 
questions  you  want  to  ask  him.  Have  a paper  and  a pencil 
handy  when  you  call,  so  that  you  may  take  clown  his  instruc- 
tions. This  way  you  will  save  your  doctor’s  time,  and 
remember  accurately  what  he  tells  you. 

3.  Answer  your  doctor’s  questions  fully.  A previous  illness 
may  not  seem  to  you  to  have  any  bearing  on  your  present 
condition.  But  to  your  doctor  it  might  furnish  a valuable  clue. 
Tell  him  complete  facts.  Let  him  decide  what  is  important. 

4.  Follow  your  doctor's  instructions  exactly.  If  he  prescribes 
medicine,  take  it  according  to  directions.  Remember,  a larger 
dose  than  that  prescribed  won't  cure  you  faster.  And  it  might 
be  harmful. 

5.  Never  use  medicine  prescribed  for  somebody  else,  or  for 
a previous  illness  of  your  own.  However  similar  your 
symptoms  may  appear  to  you,  the  nature  of  your  illness  may 
be  quite  different.  Only  your  doctor  can  accurately  diagnose 
your  trouble  and  prescribe  proper  treatment. 

6.  If  your  doctor  advises  an  operation,  don’t  put  it  off.  With 
modern  surgery,  modern  hospital  care,  you  seldom  have  rea- 
son to  fear  an  operation. 

7.  The  new  medical  treatments  you  read  about  in  the  popular 
press  aren't  likely  to  be  news  to  your  doctor.  If  your  doctor 
has  not  recommended  a new  treatment  to  you,  it  is  probably 
because  there  are  still  some  questions  about  its  value,  some 
limitations  not  stressed  in  popular  reports,  or  some  factors  in 
your  case  which  would  make  the  treatment  undesirable  or 
ineffective  for  you. 

8.  Don't  ask  your  doctor  to  advise  you  about  members  of 
your  family  whom  he  himself  has  not  seen.  He  cannot  risk 
giving  an  opinion  about  a patient  of  whose  condition  he  ha9 
no  firsthand  knowledge. 


Makers  of  medicines  prescribed  by  physicians 

COrrmOKT  I ML  FA*KM.  &AVI*  « COUPAXV 


PARKE,  DAVIS  & CO. 


Ktitorch  o nd  Manufacturing 
loboroforiti,  Dalroif  33,  Mich, 
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“WHAT  OF  THE  FUTURE?” 

HAROLD  W.  KOHL,  M.  D. 


Tucson, 

E are  living  in  troubled  times ; troubled 
times  nationally,  internationally,  and 
medically.  We  do  not  know  what  the  future 
holds,  but  we  must  have  a part  in  shaping  that 
future.  In  a great  Democracy  such  as  ours, 
perpetuation  of  the  principles  of  freedom  and 
justice  must  receive  its  propelling  force  from 
the  individual  citizen,  but  this  propelling  force 
can  be  effective  only  with  united  and  concerted 
action.  Medical  economy  is  undergoing  and 
must  undergo  revolutionary  changes  to  meet  the 
changing  times.  Direction  and  leadership  in 
that  revolution  must  and  rightfully  should  come 
from  the  Medical  profession.  No  other  group 
of  citizens  is  from  insight  and  experience  bet- 
ter qualified  to  assume  that  leadership.  Our 
greatest  enemies  are  lethargy  and  inaction.  Gov- 
ernments recognize  that  the  health  of  their  peo- 
ple is  the  foundation  upon  which  their  happi- 
ness and  their  powers  as  States  depend.  And 
governments  have  set  about  in  various  ways  to 
see  that  the  health  of  their  people  is  developed 
and  maintained. 

It  should  not  be  necessary  to  dwell  at  length 
on  the  paths  which  medicine  is  taking  or  is 
being  forced  to  take  elsewhere  in  the  world. 
We  see  the  trends  daily  in  our  medical  journals, 
our  newspapers,  our  periodicals.  Under  Com- 
munism the  physician  is  the  tool  of  the  dictator. 
He  has  no  voice  whatever  in  the  matter  of  his 
income,  nor  in  the  choice  of  his  patients.  Reflect 
for  a moment  upon  recent  developments  in  the 
news,  consider  the  inroads  into  liberties  and  free- 
doms that  Communism  has  made.  Under  Social- 
ism we  have  examples  and  samples  of  reaction  in 
New  Zealand  where  “socialized  medicine”  is  a 
fact,  not  a threat.  Those  who  have  visited  New 

Presidential  Address — 57th  Annual  Meeting  of  the  Arizona 
Medical  Association,  Phoenix,  Arizona,  May  20th,  1948. 
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Zealand,  and  those  New  Zealanders  who  have 
visited  our  shores,  tell  us  that  neither  the  doc- 
tors nor  the  patients  are  happy  under  the  so- 
cialistic medical  program,  that  their  government 
recognizes  weaknesses,  and  is  already  prepar- 
ing modifications  which  would  return  the  physi- 
cian nearer  to  his  former  status.  In  Great 
Britain  we  see  a tremendous  program  of  medical 
socialization  lumbering  up  to  the  starting  line. 
The  British  doctors  cannot  stop  it.  It  is  LAW ! 
Thousands  of  the  some  56,000  doctors  in  Britain 
are  strongly  opposed  to  the  plan.  Some  threat- 
en to  boycott  it.  There  is  a possibility  that  pres- 
sure from  the  doctors  may  alter  the  plan  slight- 
ly, but  it  cannot  be  totally  nor  radically  changed. 
It  is  law,  ladies  and  gentlemen ! 

Some  of  the  highlights  of  the  British  plan 
are  as  follows : 

(1)  All  payments  to  doctors  are  made  by  the 
government.  (To  do  so  the  State  collects 
the  necessary  reserve  through  taxes.) 

(2)  The  patient  and  the  doctor  have  a choice 
of  participating  in  the  plan  or  not.  (It 
is  hardly  likely  that  many  will  seek  paid 
medical  care  when  so  much  of  earned  in- 
come is  taxed  for  the  support  of  free 
medical  care.) 

(3)  Doctors  will  be  paid  a base  salary  of  $1200 
per  annum,  plus  a fixed  ANNUAL  rate 
of  $3.03  for  each  public  patient.  (Britain’s 
Health  Minister  estimates  that  the  average 
doctor  could  earn  $8775  per  annum  from 
2500  public  patients.  The  basic  unit  for 
computation  is  the  patient  unit,  not  the 
office  call  unit,  nor  the  house  call  unit.) 
Any  fees  from  private  patients  (if  the 
doctor  had  time  to  see  them)  would  of 
course  augment  the  income. 
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(4)  The  doctor  will  not  be  allowed  to  sell  his 
practice,  but  would  receive  approximate- 
ly $5000  compensation  for  it  on  retire- 
ment or  death. 

Shall  we  have  g overnment  controlled  medical 
care  here?  It  starts  there  July  5th,  1948! 

What  is  the  outlook  in  these  United  States? 
Well,  there  is  the  Wagner-Murray-Dingle  bill. 
This  bill  would  impose  compulsory  health  insur- 
ance on  the  people  through  an  agency  of  the 
government,  and  restrict  the  practice  of  the  pri- 
vate physician.  There  is  the  milder  Taft  bill, 
which  would  guarantee  hospital  care  to  those 
who  cannot  afford  doctor  bills.  No  less  a per- 
sonage than  President  Truman  has  publicly 
stated  that  he  favors  a national  health  insurance 
program.  Governor  Earl  Warren  of  California, 
an  aspirant  to  the  Republican  Presidential  Nom- 
ination, has  recently  endorsed  compulsory  gov- 
ernment controlled  health  insurance.  Consider 
that  152  bills  were  introduced  before  the  80th 
Congress  on  health  and  medical  practice  matters 
alone.  Legislators  are  taking  advantage  of  the 
public  interest  in  health,  and  in  some  cases  are 
using  this  interest  to  further  political  ends,  both 
good  and  bad.  We  have  heard  opinions  expressed 
that  the  peak  of  danger  of  coinpulsorv  health  in- 
surance  has  passed.  Let  us  not  be  lulled  into 
a sense  of  false  security.  Unless  we  everlast- 
ingly strive  to  keep  our  house  in  order,  and  to 
offer  intelligent,  progressive  plans  for  improv- 
ing the  health  of  all  the  people  of  our  com- 
munities, then  the  danger  will  be  ever  present. 

The  maintenance  of  the  health  of  the  nation 
and  the  care  of  the  sick  are  social  problems  of 
great  moment.  Government  recognizes  this  fact, 
and  it  is  now  safe  to  say  that  most  physicians 
at  last  agree  that  good  medical  care  is  not  avail- 
able to  all,  and  that  all  are  entitled  to  it.  Social 
issues  are  fundamentally  moral  issues.  The  re- 
sponsibility for  the  solution  of  the  problems  pre- 
sented is  ours  as  organized  county  and  state  med- 
ical societies.  In  a government  of  the  people, 
the  people  must  direct  the  government,  not  the 
government  the  people  if  democracy  is  to  endure. 
Negativistic  direction  is  unavailing.  It  is  use- 
less to  attempt  to  boycott  procedures  that  have 
already  become  laAv.  Positive,  well-conceived 
plans  of  action  for-  the  greatest  good  to  all  the 
people  must  be  presented  by  local  medical  units 
to  solve  local  medical  problems.  Permit  me  at 
this  point  to  quote  from  the  “Philosophy  of  a 
Medical  Service  Plan'7  written  for  and  pub- 


lished in  the  Journal  of  American  Medical  As- 
sociation by  Dr.  F.  L.  Feierabend : 

“Many  doctors  believe  that  the  American  Med- 
ical Association  should  provide  the  solution  to 
this  problem.  Such  an  attitude  is  in  keeping 
with  the  thinking  now  exhibited  by  many  citi- 
zens. This  attitude  is  best  described  by  the  slang- 
expression,  ‘let  George  do  it.’  Regardless  of 
what  the  problem  may  be,  many  persons  say, 
‘What  is  Congress  doing  about  it?  Why  don't 
they  pass  a law?’  Such  thinking  is  false,  be- 
cause in  the  operation  of  a democracy  it  is  the 
responsibility  of  the  citizens  that  all  activity 
possible  begin  at  the  glass  roots  level.  In  recog- 
nition of  this  principle  the  American  Medical 
Association  has  not  been  active  in  the  develop- 
ment of  actual  operating  plans.  It  has  devel- 
oped Associated  Medical  Care  Plans.  This  or- 
ganization will  be  helpful  in  promoting,  guiding, 
advising  and  consulting,  hut  will  never  act  in 
the  capacity  of  actually  developing  and  operat- 
ing a plan.  To  support  this  thinking,  1 quote 
from  ‘ Quadragesimo  Anno',  the  great  encyclical 
on  the  reconstruction  of  the  social  order,  writ- 
ten  in  1931  : 

“ ‘It  is  indeed  true,  as  history  clearly  proves, 
that,  OAving  to  the  change  in  social  conditions, 
much  that  Avas  formerly  done  by  small  bodies 
can  noAvadays  be  accomplished  only  by  a large 
corporation.  Nonetheless,  just  as  it  is  Avrong  to 
AvithdraAv  from  the  individual  and  to  commit 
to  the  community  at  large  Avhat  private  enter- 
prise and  industry  can  accomplish,  so,  too,  it  is 
an  injustice,  a grave  evil  and  a disturbance  of 
right  order  for  a large  and  higher  organization 
to  arrogate  to  itself  functions  that  can  be  per- 
formed efficiently  by  smaller  and  lower  bodies. 
This  is  a fundamental  principle  of  social  phil- 
osophy, unshaken  and  unchangeable,  and  it  re- 
tains its  full  truth  today.  Of  its  very  nature 
the  true  aim  of  all  social  activity  should  be  to 
help  individual  members  of  the  social  body,  but 
never  to  destroy  nor  absorb  them.' 

Assuming  that  the  statement  is  true,  “A  gov- 
ernment governs  best  Avliich  governs  least,"  Avhat 
is  the  prognosis  for  the  future  of  American 
Medicine?  What  plans  may  be  offered? 

There  Avill  and  must  he  a steady  growth  of 
voluntary  hospital  and  medical  prepayment 
plans,  and  these  plans  must  be  supported  and 
inspired  by  the  county  and  state  medical  or- 
ganizations. At  the  present  time  there  are 
over  40,000,000  people  voluntarily  insured  for 
hospitalization,  about  17,000,000  for  surgical 
benefits  and  over  6,000,000  for  medical  benefits. 
These  figures  include  those  individuals  enrolled 
in  voluntary  plans,  not  private  insurance  com- 
pany plans.  The  advantages  of  the  voluntary 
plan  should  he  obvious  to  even  the  most  mer- 
cenary-minded practitioner.  It  is  a plan  in 
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which  organized  medicine  can  participate.  The 
hospital  and  medical  prepayment  plans  are  non- 
profit, can  establish  their  own  policy,  are  not 
governed  by  dividends  nor  “melon-cutting,” 
and  can  afford  to  take  certain  risks  that  the 
private  insurance  company  will  never  take.  From 
the  public  relations  aspect  it  can  be  said  that 
the  policy  holder  in  a voluntary  plan  knows  he 
is  not  contributing  to  a gigantic  trust,  no  money 
making  scheme,  but  to  an  organization  approved 
and  endorsed  by  the  doctors  themselves. 

The  Arizona  Medical  Association  has  thrown 
its  force  behind  the  establishment  of  Blue 
Shield.  The  great  majority  of  the  practicing 
doctors  of  the  State  have  pledged  themselves  in- 
dividually to  support  this  initial  effort.  This 
fact  is  highly  commendable,  but  for  the  sake 
of  strength,  unity,  and  future  efforts  it  would 
be  most  desirable  to  have  100%  cooperation  of 
all  doctors  in  Arizona  ! 

Adoption  by  county  or  state  societies  of  aver- 
age fee  schedules  would  be  a compelling  force 
in  combatting  state  medicine,  and  developing 
and  nurturing  better  public  relations.  Physi- 
cians in  deviating  from  the  average  schedules, 
which  of  course  they  must  be  entitled  to  do, 
should  be  business-like  in  discussing  the  matter 
with  the  patient  beforehand  and  not  pass  off 
the  subject  of  fees  lightly.  Sound  practices 
create  a firmer  relationship  between  doctor  and 
patient,  between  organized  medicine  and  the 
public. 

With  increasing  frequency  we  see  articles  in 
the  press,  whether  justified  or  not,  concerning 
the  inability  of  patients  to  obtain  medical  atten- 
tion during  the  night.  It  must  continue  to  be 
the  privilege  of  the  physician  to  decline  to  make 
night  calls,  but  that  does  not  assume  that  the 
family  should  do  without  medical  aid  in  an 
emergency.  Would  it  not  be  wise  for  County 
Medical  Societies  to  set  up  a panel  of  doctors 
willing  to  make  night  calls,  make  that  panel 
available  to  a central  registry,  directory,  or 
county  medical  office  with  night  help  and 
telephone  communication,  and  then  educate  the 
local  public  concerning  this  additional  medical 
service  ? 

Closer  alliance  and  interlocking  relationships 
between  the  county  and  state  medical  groups 
and  such  organizations  as  the  American  Cancer ' 
Society  and  other  voluntary  health  agencies  as 
Tuberculosis,  Crippled  Children’s,  Infantile 


Paralysis,  Heart,  etc.,  would  check  their  gradual 
slipping  away  from  medical  control  into  lay 
control. 

County  and  state  medical  organizations  have 
the  responsibility  of  educating  the  people  on 
matters  of  health  through  the  media  of  radio, 
press,  speaker’s  bureaus,  pamphlets,  publica- 
tions, films,  school  programs  and  such  other 
means  as  are  at  their  disposal.  The  county  medi- 
cal society  is  the  most  important  element  in  the 
entire  structure  of  organized  medicine.  It  must 
unite  and  inform  the  individual  physicians,  edu- 
cate the  public  on  the  problems  of  medicine,  both 
scientific  and  economic,  and  maintain  liaison 
between  lay  groups  and  organizations,  within 
the  community.  Activities  of  this  nature  require 
sacrifices  of  time  and  money.  We  hear  remarks 
that  the  dues  of  our  county  and  state  medical 
organizations  are  too  high.  It  is  true  that  they 
are  at  the  highest  level  in  the  history  of  the 
Arizona  Medical  Association.  It  is  true  that 
the  cost  of  all  activities  in  our  lives  has  reached 
unprecedented  peaks,  and  it  is  again  true  that 
organized  medicine  never  has  been  confronted 
by  so  great  a task  as  now  confronts  it.  Cer- 
tainly our  dues  do  not  approach  the  amounts 
that  are  required  in  most  instances  from  mem- 
bers of  labor  unions. 

These  and  many  other  things  organized  prac- 
titioners of  modern  medicine  can  do,  ladies  and 
gentlemen,  to  further  their  cause  and  to  fulfill 
their  social  and  moral  obligations  to  the  people 
of  our  communities.  What  is  modern  medicine  ? 
Is  any  one  of  us  a genius  who  can  rightfully  lay 
claim  to  his  skill  in  diagnosis  and  therapy  as 
a personal  accomplishment?  On  the  contrary, 
the  knowledge  of  all  physicians  is  a summation 
of  all  that  has  been  true  and  all  that  has  been 
false,  all  that  has  been  effective,  and  all  that  has 
been  ineffective  in  the  prevention  and  treatment 
of  disease  through  the  ages  since  Hippocrates. 
The  contributions  of  scholars  in  research,  of 
country  doctors,  or  professors,  of  specialists,  of 
general  practitioners  are  all  crystallized  into 
what  we  choose  to  call  the  art  of  modern  medi- 
cine. Because  the  health  of  the  people  of  the 
nation  is  the  basis  for  the  strength  and  happiness 
of  the  State,  therefore  it  is  our  moral  responsi- 
bility that  our  knowledge  and  our  skills  are 
available  to  all  the  people.  The  challenge  has 
been  given  xrs.  If  we,  organized  medicine,  do 
not  act,  then  government  must  and  will. 

A strong  united  front,  the  abandonment  of 
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negativistic  attitudes,  the  education  of  the  peo- 
ple, and  the  formulation  of  positive  plans  in 
providing  adequate  medical  care  to  all,  will 


insure  to  us  and  to  our  children  the  great  heri- 
tage of  American  Medicine  and  of  American 
Democracy. 


PULMONARY  RESECTION  FOR  PULMONARY 

TUBERCULOSIS 

Chief  Surgeon, 

University  State  Tuberculosis  Hospital, 

Portland,  Oregon 
WILLIAM  S.  CONKLIN,  M.  J). 


'T'HE  morbidity  and  mortality  of  pulmonary 
tuberculosis  are  still  far  in  excess  of  the 
goals  which  we  expect  to  attain.  Many  are  con- 
vinced that  eventually  the  disease  will  be  com- 
pletely eradicated.  As  we  approach  a period  of 
diminishing  returns  our  efforts  and  investiga- 
tions toward  this  end  must  be  carried  on  with 
increasing  vigor  and  persistence.  Until  a sure 
and  generally  applicable  method  of  preventing 
tuberculosis  can  be  achieved,  maximum  utiliza- 
tion of  the  measures  now  available  is  obligatory. 

Diagnostic  and  public  health  measures  have 
long  since  laved  the  ground  work  for  the  fight 
against  tuberculosis.  In  the  field  of  therapy 
the  principles  of  lung  collapse  have  thus  far 
provided  the  fundamental  contributions  through 
which  remarkable  success  has  been  attained. 
Collapse  therapy,  artificial  pneumothorax  and 
extrapleural  thoracoplasty  in  particular,  has 
proven  itself  eminently  successful  in  the  treat- 
ment of  most  cases  of  pulmonary  tuberculosis 
that  are  not  obviously  hopeless  or  terminal  when 
the  diagnosis  is  made.  Tuberculosis  of  the  lungs, 
however,  presents  an  extremely  variable  patho- 
logical picture  and  experience  lias  shown  that 
there  are  certain  pathological  patterns  in  which 
collapse  therapy  is  almost  sure  to  fail.  Some  of 
these  are  seen  in  relatively  healthy  young  indi- 
viduals for  whom  an  attitude  of  defeat  cannot 
be  accepted.  There  are  other  cases  in  which  col- 
lapse therapy  may  control  the  disease  but  where- 
in an  excessive  loss  of  pulmonary  function,  or 
other  serious  complications,  will  result  from  the 
treatment  itself.  To  some  of  these  patients  pul- 
monary resection  now  offers  considerable  prom- 
ise of  success. 

Early  attempts  to  remove  tuberculous  lung 

Presented  at  Arizona  State  Chapter  of  American  College  of 
Chest  Physicians,  Tucson,  May  1947. 


tissue  were  abandoned  because  of  t lie  extremely 
discouraging  results  that  obtained.  With  the  im- 
provement in  surgical  and  anesthetic  technique 
that  have  been  developed  during  the  past  fif- 
teen years  it  was  to  be  anticipated  that  resection 
would  once  more  receive  a therapeutic  trial, 
particularly  for  those  cases  in  which  collapse 
measures  had  failed,  or  were  likely  to  fail. 

In  1891  Tuffier  resected  the  apex  of  a lung 
for  pulmonary  tuberculosis  and  four  years  later 
the  case  was  presented  as  cured.  This  apparent- 
ly was  t he  first  successful  procedure  of  this 
type.  Lawson,  Doyen  and  Macewen,  each  also 
succeeded  in  resecting  tuberculous  lung  tissue 
during  the  latter  part  of  the  nineteenth  century. 
During  the  twentieth  century  reports  of  resec- 
tions for  tuberculosis  were  notably  absent  from 
the  literature  until,  in  1935,  Freedlander1  re- 
ported a case  of  lobectomy  in  pulmonary  tuber- 
culosis. Since  that  date  reports  have  appeared 
in  increasing  numbers. 

In  1942  Thornton  and  Adams5  collected  eighty 
cases  of  pulmonary  tuberculosis  which  had  been 
treated  by  resection  of  lung  tissue.  The  mortal- 
ity for  pneumonectomy  was  45%  with  an  un- 
satisfactory result  in  an  additional  10%.  For 
lobectomy  the  mortality  was  25%  with  an  un- 
satisfactory result  in  an  additional  6%.  Recent- 
ly Overholt  and  his  associates2  have  reported 
their  own  series  comprising,  at  the  time  of  pub- 
lication, two  hundred  and  twenty-five  cases. 
The  operative  mortality  in  this  and  in  other 
similar,  though  smaller,  series  has  become  reason- 
ably low.  Due  to  progression  of  the  disease, 
however,  the  case  fatality  has  remained  about 
twice  the  operative  fatality  and  50%  or  less  of 
the  patients  have  been  considered  cured.  Sim- 
ilar statistical  results  have  been  reported  by 
Sweet4  and  others. 
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In  considering-  the  high  percentage  of  failures 
it  must  be  emphasized  that  in  the  majority  re- 
section lias  been  employed  primarily  for  cases 
in  which  other  forms  of  therapy  had  failed  or 
had  been  considered  likely  to  fail.  Resection  fre- 
quently has  been  used  as  a desperate  last  resort 
in  the  attempt  to  avert  an  otherwise  inevitable 
end.  But  in  deciding  on  resection  the  surgeon 
must,  in  each  case,  have  felt  that  some  chance 
of  success  did  exist,  that  the  patient  still  had 
sufficient  pulmonary  and  vital  reserve  to  live 
at  least  a restricted  life  should  success  ensue- 
In  most  of  these  individuals  resection  was  con 
sidered  obligatory  in  order  to  achieve  a cure, 
and  it  behooves  us  to  find  the  means  whereby 
we  may  avert  the  complications  and  decrease 
the  number  of  failures  that  resection  entails. 

The  conditions  in  which  resection  has  some- 
times been  considered  advisable  include  the  fol- 
lowing : 1.  Extensive  or  multiple  cavitation  con- 
fined to  one  lobe  or  one  lung.  2.  Tension  cavi 
ties.  3.  Bronchial  tuberculosis,  particularly  with 
bronchostenosis.  4.  Bronchiectasis  complicating 
tuberculosis.  5.  Tuberculoma.  6.  Lower  lobe  tu- 
berculosis. 7.  Unilateral  disease  which  has  failed 
to  respond  to  collapse  therapy.  8.  Tuberculous 
pneumonia  confined  to  one  lobe  or  one  lung. 
9.  Uncontrollable  hemorrhage,  and  10.  Resec 
tion  has  at  times  been  performed  as  an  elective 
procedure  in  cases  which  would  probably  be 
suitable  for  collapse  therapy.  Coexisting  car- 
cinoma or  tuberculosis  simulating  pulmonary 
neoplasm,  where  an  accurate  preoperative  di- 
agnosis cannot  be  made,  may  also  be  considered 
indications  for  pulmonary  resection- 

Excellent  results  have  been  obtained  in  some 
cases  falling  into  the  above  categories.  Disaster 
also  has  occurred  when  ideal  conditions  for  re- 
section have  been  thought  to  exist.  How  can  we 
determine  more  accurately  the  probable  outcome 
of  cases  in  which  resection  is  considered? 

It  has  been  common  experience  that  certain 
cases  of  pulmonary  tuberculosis  will  progress  to 
a fatal  end  no  matter  how  early  the  diagnosis 
is  made,  no  matter  what  therapeutic  measures 
are  used.  We  have  seen  this  under  bed  rest,  with 
pneumothorax,  with  thoracoplasty.  Cases  sub- 
jected to  resection  have  appeared  to  make  an 
excellent  response  only  to  evidence,  eventually, 
progressive  tuberculous  disease  in  the  remaining 
non-resected  portions  of  their  lungs.  Manifestly 
there  are  certain  heretofore  non-measurable  fac- 
tors which  play  a determining  role  in  the  pa- 


tient’s ability  to  recover  from  his  disease.  These 
factors  have  to  do  perhaps  with  the  number  and 
virulence  of  the  infecting  organisms,  but  more 
particularly,  I believe,  with  the  patient’s  “re- 
sistance, ’ ’ with  immunobiologic  factors  which 
have  not  as  yet  been  deary  defined.  There  is  lit- 
tle question  that  certain  individuals  and  racial 
groups  manifest  greater  susceptibility  to  tuber- 
culous infection  than  do  others.  There  is  like- 
wise an  apparent  variation  in  an  individual’s 
resistance  to  his  disease.  This  may  be  evidenced 
by  recurring  episodes  of  exacerbation  and  re- 
crudescence or  more  commonly,  in  those  cases 
that  recover,  by  a gradual  subsidence  in  the 
toxic  manifestations  and  concommitant  resolu- 
tion and  healing  of  the  pulmonary  lesions.  The 
patient  whose  initial  response  to  bed  rest  is  good 
is  the  patient  who  is  most  likely  to  have  a favor- 
able prognosis  whether  or  not  the  aid  of  pneu- 
mothorax or  surgical  therapy  may  prove  neces- 
sary. 

It  has  been  our  experience  that  the  cases 
which  have  responded  best  to  resection,  as  well 
as  to  the  various  forms  of  collapse  therapy,  are 
those  in  whom  the  lesions  have  become  relatively 
stabilized ; while  those  in  whom  a favorable  im- 
munobiologic status  has  not  been  established  are 
more  likely  to  evidence  progressive  disease  and 
exacerbation  of  lesions  in  portions  of  the  lungs 
which  were  not  thought  to  be  significantly  in- 
volved. It  is  on  this  basis  that  I consider  resec- 
tion contra-indicated,  except  perhaps  as  a last 
resort,  when  the  disease  is  acute,  showing  a ten- 
dency to  spread,  and  when  the  patient  ’s  clinical 
condition  is  such  as  to  suggest  marked  lack  of 
resistance  with  evidence  of  progressive  invasion 
by  tubercle  bacilli. 

Now,  at  last,  there  is  evidence  that  medications 
will  be  available  which  will  be  effective  in  con- 
trolling tuberculous  infection.  Certain  sulfona- 
mides gave  some  promise  but  appear  to  have 
been  insufficiently  effective  and  too  toxic.  Far 
more  promising  is  streptomycin  and  we  have 
every  reason  to  hope  and  believe  that  even  more 
effective  agents  will  be  forthcoming.  It  is  pos- 
sible that  streptomycin,  or  some  other  agent  as 
yet  undiscovered,  will  eliminate  the  need  for  re- 
section and  for  radical  collapse  measures  in 
cases  for  which  these  are  now  being  used.  I have 
seen  what  appeared  to  be  a fulminating  terminal 
tuberculous  pneumonia  resolve,  miraculously, 
under  a course  of  streptomycin  therapy.  Before 
streptomycin  was  available  1 resected  such  a 
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lung  in  desperation.  Despite  early  gratifying 
response,  tuberculous  involvement  of  the  remain- 
ing lung  developed  and  gradually  progressed  to 
a fatal  conclusion. 

Too  often  permanent  irreversible  changes 
have  occurred  in  the  tuberculous  lung  and 
bronchi  by  the  time  the  diagnosis  is  made.  De- 
struction of  lung  tissue  with  excavation  and  ex- 
tensive fibrosis,  bronchial  damage  with  ulcera- 
tions, stenoses,  ectasia — such  changes  will  per- 
sist even  if  the  tuberculous  infection  may  be 
controlled  by  medical  management.  As  in  sim- 
ilar localized  bronchopulmonary  changes  that 
are  lion-tuberculous  in  origin  it  seems  likely  that 
resection  may  more  often  prove  to  be  the  treat- 
ment of  choice  if  the  incidence  of  tuberculous 
complications  following  resection  may  be  di- 
minished. By  confining  resection  to  the  bron- 
chopulmonary segments  involved  we  may  elim- 
inate the  complications  and  excessive  loss  of 
pulmonary  function  that  sometimes  occur  with 
artificial  pneumothorax,  the  sometimes  crippling 
and  deforming  results  of  thoracoplasty  and  the 
permanent  collapse  of  uninvolved  lung  tissue 
that  this  type  of  surgery  almost  invariably  en- 
tails. 

The  important  complications  that  occur  fol- 
lowing resection  of  tuberculous  lung  tissue  are 
primarily  tuberculous  in  origin  and  related  to 
the  behavior  of  the  tubercle  bacillus.  Tubercu- 
lous spread  and  exacerbation  or  reactivation  of 
pre-existing  lesions  in  non-resected  lung  paren- 
chyma are  the  most  frequent  complications  and 
the  most  serious  from  the  prognostic  standpoint. 
Tuberculous  or  mixed  infection  empyema  is  par- 
ticularly  likely  to  occur  if  there  was  pre-existing 
bronchial  tuberculosis  which  pre-disposes  to  ul- 
ceration of  the  bronchial  stump  with  fistula 
formation.  Tuberculous  empyema  associated 
with  a fistula  predisposes,  in  turn,  to  tubercu- 
lous spread.  It  seems  not  unlikely  that  strepto- 
mycin, or  other  preparations  still  unknown,  may 
lower  or  eliminate  the  incidence  of  any  or  all  of 
these  complications.  If  streptomycin  is  used  in 
conjunction  with  surgery,  pre-  and  postoper- 
atively,  we  may  find  that  tuberculosis  is  as  safe 
for  resection  as  it  is  for  the  time-honored  col- 
lapse measures  that  are  in  use.  I consider  this 
worthy  of  thorough  investigation  and  adequate 
trial. 

The  cost  of  streptomycin  is  still  such  that  it 
is  beyond  the  means  of  most  of  the  patients  we 
see.  My  experience  with  it  as  an  adjunct  to  the 


surgical  therapy  of  pulmonary  tuberculosis  is 
hence  extremely  limited.  I can  only  state  that, 
thus  far,  it  has  appeared  to  be  of  definite  value. 
Of  forty-two  resections  for  pulmonary  tubercu- 
losis since  January  1944,  only  three  have  been 
performed  during  the  past  year.  This  reflects  the 
fact  that  our  early  enthusiasm  was  considerably 
dampened  by  unfortunate  late  developments 
and  end  results  in  some  of  the  cases.  I strongly 
suspect  that  as  streptomycin  becomes  available 
to  more  of  our  patients  resection  will  seem  to  be 
the  treatment  of  choice  in  a larger  group  than 
heretofore. 

I shall  review,  briefly,  our  management  of 
cases  in  whom  resection  of  tuberculous  lung  tis- 
sue is  considered  or  performed.  Following  pre- 
liminary study,  which  includes  a diagnostic 
bronchoscopy,  each  case  admitted  to  the  Uni- 
versity State  Tuberculosis  Hospital  is  reviewed 
at  a conference  attended  by  members  of  the 
medical,  surgical  and  radiological  staff.  Should 
further  study  seem  desirable  the  case  is  confer- 
enced again  following  performance  of  such  addi- 
tional procedures  as  are  recommended,  or  fol- 
lowing a period  of  observation,  before  a final 
decision  regarding  management  is  reached- 
When  preliminary  bronchoscopy  has  demon- 
strated the  presence  of  tuberculous  bronchitis 
bi-weekly  bronchoscopic  treatment  and  observa- 
tion is  instituted  until  such  time  as  maximum 
improvement  or  healing  seems  to  have  occurred. 
Bronchospirometry  has  not  yet  been  available 
and  we  have  had  to  depend  on  clinical  impres- 
sions for  an  estimate  of  pulmonary  functional 
reserve. 

Preoperative  preparation  of  patients  sched- 
uled for  pulmonary  resection  includes  postural 
drainage  and  the  parenteral  administration  of 
penicillin.  In  the  future  we  plan  to  use  strepto- 
mycin, when  possible,  for  a period  of  at  least  two 
weeks  before  surgery  or  until  a maximum  favor- 
able response  appears  to  have  been  obtained.  Im- 
mediately before  operation  bronchoscopic  as- 
piration of  secretions  is  performed  unless  secre- 
tions and  sputum  volume  have  been  exceptional- 
ly scant.  In  any  case  the  patient  is  cocainized 
and  an  endotracheal  tube  is  introduced  either 
before  or  after  the  induction  of  cyclopropane  an- 
esthesia. Through  this  tube  every  attempt  is 
made  to  keep  the  tracheobronchial  tree  free  of 
secretions  by  frequent  aspiration,  before,  during 
and  following  the  operation.  Occasionally  in- 
travenous sodium  pentothal  has  been  used  for 
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induction  but  deep  narcosis  is  always  avoided. 

Overholt2  recommends  suspending  the  patient 
in  a face-down  position  claiming  two  advan- 
tages, namely : that  gravity  drainage  from  the 
surgical  side  into  the  contra-lateral  lung  is  elim- 
inated and  that  respiratory  function  of  the  op- 
posite lung  is  less  impaired  during  the  course 
of  the  operation.  Until  now  we  have  not  tried 
this  position  and  have  usually  used  the  conven- 
tional side  position,  elevating  or  dropping  the 
head  of  the  table  according  to  whether  or  not  we 
wish  to  confine  the  secretions  to  the  involved 
side  or  to  drain  them  with  the  aid  of  catheter 
suction.  A dorsal  recumbent  position  with  an- 
terior intercostal  approach  was  used  in  a very 
few  of  the  earlier  cases  in  whom  pneumonectomy 
or  upper  lobectomy  was  planned.  In  almost  all 
of  our  cases  we  have  used  a posterolateral  in- 
cision, resecting  a long  segment  of  one  rib 
through  the  bed  of  which  a satisfactory  exposure 
for  the  operation  in  question  could  be  obtained. 
Rarely  short  segments  of  one  or  more  adjoining 
ribs  have  been  resected  in  order  to  improve  ex- 
posure. 

Pleural  adhesions  are  often  very  extensive. 
As  a rule  we  do  not  attempt  immediately  to 
separate  all  adhesions  but  only  enough  to  per- 
mit exposure  of  the  bronchus  that  is  to  be  divid- 
ed. This  bronchus  is  isolated  and  clamped  as 
soon  as  feasible  in  order  to  eliminate  further 
spillage  from  the  bronchopulmonary  segment  or 
segments  involved.  Frequently  isolation  and  di- 
vision of  the  adjacent  branch  of  the  pulmonary 
artery  has  seemed  necessary  before  the  bronchus 
could  be  isolated  and  clamped  with  safety.  Once 
the  bronchus  is  clamped,  further  freeing  of  ad- 
hesions and  development  of  interlobar  fissures 
may  be  accomplished  with  less  danger  of  dis- 
lodging and  expressing  infected  material  into 
the  tracheobronchial  tree  during  these  maneu- 
vers. 

Ordinarily  T ligate  and  divide  the  branch  or 
branches  of  the  pulmonary  artery  before  attack- 
ing the  veins.  All  large  vessels  are  treated  in 
the  same  manner-  They  are  divided  between 
ligatures  of  braided  silk  (No.  3 Deknatel)  and 
transfixion  sutures  (No.  1 Deknatel).  Trans- 
fixion sutures  are  not  always  used  distally.  The 
bronchus  is  dissected  up  to  the  nearest  proximal 
bifurcation  and  doubly  clamped  in  such  a man- 
ner that  little  or  no  blind  pocket  will  remain. 
After  protecting  the  pleural  cavity  from  spill- 
age with  warm  saline  packs  the  bronchus  is  di- 


vided between  the  clamps  and  the  surgical  speci- 
men is  removed.  For  closure  of  the  bronchial 
stump  I place  interrupted  sutures  of  tantalum 
wire  (0.007  inch  on  atraumatic  needles)  around 
the  clamp  that  remains,  tieing  these  after  the 
clamp  is  removed.  The  pleural  cavity  is  then 
thoroughly  irrigated  and  the  bronchial  stump 
is  pleuralized.  Sulfathiazole  crystals  and  peni- 
cillin have  been  used  routinely  in  the  pleural 
cavity  and  chest  wall  structures.  I propose  also 
to  use  streptomycin  topically  on  the  bronchial 
stump,  particularly  when  there  has  been  evi- 
dence of  bronchial  disease.  We  never  drain  the 
pleural  cavity  following  pneumonectomy  and, 
contrary  to  custom,  I have  been  using  inter- 
costal drainage  tubes  following  lobectomy  only 
when  gross  contamination  of  the  pleural  cavity 
has  occurred.  In  lobectomy  cases  air  is  aspirated 
from  the  pleural  cavity  during  closure  of  the 
chest  wall  in  order  to  re-expand  the  remaining 
ipsi-lateral  lung  tissue.  Postoperatively  expan- 
sion is  maintained  by  thoracenteses  as  indicated. 

On  three  occasions  we  have  performed  seg- 
mental resections  of  the  lingula  or  of  the  dorsal 
division  of  the  lower  lobe.  The  technique  in 
these  cases  has  been  the  same  as  1 have  used  in 
segmental  resections  for  lion-tuberculous  dis- 
ease and  is  similar  to  that  which  has  recently 
been  described  by  Overholt  and  Langer3.  The 
segmental  bronchus  is  first  isolated  and  clamped. 
Slight  positive  pressure  anesthesia  expands  the 
remaining  portion  of  the  lobe  in  question  and 
outlines  the  pleural  projection  of  the  segment  to 
be  removed.  The  visceral  pleura  is  incised  along 
this  line  of  demarcation.  After  dividing  the 
bronchus  between  clamps  the  segmental  vessels 
are  divided  between  ligatures  and  the  segment 
is  removed  by  gentle  traction  on  the  bronchus 
and  by  blunt  separation  along  the  relatively 
avascular  plane  which  separates  it  from  the  re- 
mainder of  the  lobe-  Formerly  I attempted  to 
pleuralize  the  exposed  surface  of  the  non-resected 
portion  of  the  lobe.  As  Overholt  has  shown,  this 
procedure  is  not  necessary.  It  is  undesirable, 
since,  by  infolding  and  distortion,  considerable 
pulmonary  tissue  is  sacrificed  and  obliteration 
of  the  pleural  cavity  is  less  readily  accomplished. 

In  all  cases  an  intravenous  drip  is  established 
at  the  commencement  of  the  operation  and  blood 
is  transfused  during  and  after  surgery  as  indi- 
cated. Ordinarily  between  1000  cc.  and  2000  cc. 
of  blood  have  been  used.  The  anesthetist  thor- 
oughly aspirates  the  tracheobronchial  tree  at  the 
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close  of  the  operation,  and  if  any  significant 
amount  of  secretion  is  present,  or  if  rhonchi  can 
be  heard  with  a stethoscope,  further  aspiration 
is  performed  under  hronchoseopic  guidance. 
Postoperative  care  includes  the  measures  used 
for  all  major  thoracic  operations.  Continuous 
oxygen  and  intermittent  carbogen  inhalations 
are  used  for  variable  periods.  Penicillin  therapy 
is  continued  for  three  or  more  days.  In  the 
future  we  hope  to  use  streptomycin  continuous- 
ly until  the  danger  of  tuberculous  complications 
seems  negligible  or  until  such  complications  have 
been  satisfactorily  controlled.  The  elimination 
of  secretions  from  the  tracheobronchial  tree  dur- 
ing the  postoperative  period  is  of  utmost  im- 
portance. This  problem  may  not  arise,  particu- 
larly when  all  significantly  involved  broncho- 
pulmonary segments  have  been  removed.  How- 
ever, it  is  better  to  be  over-cautious  in  this  re- 
spect and  many  patients  must  be  aspirated  re- 
peatedly with  a catheter  or  through  a broncho- 
scope. 

In  our  first  cases  the  early  response  to  re- 
section was  so  good,  with  immediate  sputum  con- 
version and  disappearance  of  all  clinical  evi- 
dence of  active  disease,  that  we  discharged  a 
good  many  within  a few  weeks  of  surgery  to 
follow  a modified  type  of  rest  regime  at  home. 
Since  some  of  these  cases  have  shown  evidence 
of  reactivation  we  are  now  far  more  conserva- 
tive, and  more  prolonged  sanatorium  care  is 
recommended.  Bronchoscopic  inspection  of  the 
bronchial  stump  six  weeks  postoperatively,  as 
recommended  by  Overholt,  is  also  practiced  and 
if  mucosal  lesions  are  found  bronchoscopic 
treatment  is  instituted.  Other  complications 
are  treated  much  as  though  their  occurrence 
had  been  independent  of  resection. 

We  have  not  yet  accepted  the  routine  use  of 
thorocoplasty  following  pneumonectomy.  In  an 
attempt  to  avoid  the  additional  surgery  we 
have  in  some  cases  maintained  an  artificial 
pneumothorax  to  prevent  mediastinal  shift  and 
overdistention  of  the  remaining  lung.  In  one 
case  we  have  introduced  blood  into  the  pleural 
cavity  to  accomplish  the  same  end.  Oil  has  been 
considered  but  has  not  been  used  in  any  of  our 
cases-  Occasionally  we  have  performed  thora- 
coplasty following  upper  lobectomy  and  a phre- 
nic interruption  following  lower  lobectomy. 
None  of  these  procedures  has  been  routine. 

My  personal  experience  with  resection  for  pul- 
monary tuberculosis  is  based  on  forty-two  cases 


operated  upon  since  January,  1944.  All  hut 
three  of  these  operations  were  performed  more 
than  one  year  ago,  permitting  a follow-up  of 
from  one  to  three  years  in  39  of  these  cases.  This 
series  is  too  small  for  statistical  analysis  but  I 
shall  attempt  to  summarize  the  cases  according 
to  the  indications  for  resection,  the  complica- 
tions and  results. 

Thirteen  patients  were  subjected  to  pneumo- 
nectomy. The  indications  were  as  follows: 

1.  Extensive  unilateral  disease  not  amenable 
to  collapse  therapy,  6 cases. 

2.  Bronchial  complications  (stenosis  of  stem 
bronchus,  bronchiectasis  or  both),  (i  cases. 

3.  Suspected  carcinoma,  1 case. 

Of  the  first  group  one  had  had  a previous 
thoracoplasty,  preceded  by  pneumothorax,  phre- 
nic interruption  and  pneumoperitoneum.  The 
remaining  five  cases  had  an  unsuccessful  pneu- 
mothorax at  the  time,  or  shortly  before  the  time, 
of  resection.  Two  of  these  had  acute  fulminat- 
ing pneumonic  tuberculosis  involving  the  entire 
lung,  and  one  had  a lower  lobe  cavity  and  multi- 
ple tuberculomata  involving  all  three  lobes  on  the 
right.  In  one  instance  a left  lower  lobectomy 
was  planned  but  at  surgery  cavitation  was  found 
in  the  upper  lobe  as  well  and  in  the  final  case 
of  this  group  thefte  was  extensive  caseous- 
pneumonic  tuberculosis  involving  primarily  the 
right  upper  lobe.  In  these  last  two  cases  thora- 
coplasty might  have  controlled  the  disease, 
though  in  neither  instance  could  the  prognosis 
with  thoracoplasty  have  been  considered  good. 

Of  the  six  cases  with  bronchial  complications 
five  had  had  prolonged  treatment  with  collapse 
measures  which  included  artificial  pneumothorax, 
phrenic  interruption,  pneumoperitoneum  and  in 
two  cases  a thoracoplasty.  One  of  these  six  had 
extensive  bronchial  disease  involving  all  seg- 
ments on  the  right,  two  had  extensive  tubercu- 
lous bronchiectasis  underlying  thoracoplasty,  one 
had  marked  stenosis  of  the  left  main  bronchus 
and  two  had  left  lower  lobe  bronchiectasis  as- 
sociated with  upper  lobe  tuberculosis.  One  of 
the  latter  had  had  no  previous  collapse  therapy- 

The  only  other  case  that  had  had  no  previous 
collapse  therapy  was  the  one  in  whom  carcinoma 
had  been  suspected.  He  has  made  an  uneventful 
recovery. 

Of  the  thirteen  pneumonectomy  patients  four 
died  as  a result  of  the  operation,  two  from  shock, 
one  from  pneumonic  spread  of  the  disease  and 
one  from  pulmonary  edema  with  acute  peri- 
carditis. Two  additional  patients  have  died 
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from  progression  of  pre-existing  tuberculous 
disease  in  the  remaining  lung.  Of  the  six  pa- 
tients who  are  dead  one  conceivably  might  have 
been  cured  by  thoracoplasty.  While  in  the  re- 
mainder resection  seems  to  have  offered  the 
only  possible  chance  for  cure,  it  is  possible  that 
three  of  these  might  have  been  saved  had  strepto- 
mycin been  available  as  an  adjunct  to  their  sur- 
gical therapy. 

Serious  postoperative  complications  developed 
in  three  of  the  patients  who  are  still  living.  One 
case  that  had  had  a previous  thoracoplasty  de- 
veloped a bronchial  fistula  and  an  empyema 
which  has  been  undecked.  Another  developed 
tuberculosis  of  a rib  and  a large  cold  abscess 
of  the  chest  wall  approximately  one  year  after 
her  pneumonectomy.  It  was  decided  to  perform 
a thoracoplasty  but  after  the  seecond  stage  she 
almost  died  as  the  result  of  a transfusion  reac- 
tion and  she  then  developed  an  empyema  in  the 
small  pleural  space  that  remained.  The  empy- 
ema is  well  drained  ancl  further  surgery  is  con- 
templated for  its  obliteration.  Our  most  recent 
case  developed  severe  pulmonary  edema  follow- 
ing surgery,  but  responded  satisfactorily  to 
treatment.  She  and  one  other  case,  who  devel- 
oped some  progression  of  contralateral  disease, 
are  the  only  pneumonectomy  patients  who  are 
still  hospitalized.  They  are  also  the  only  two 
in  whom  streptomycin  has  been  used,  and  in 
both  it  appears  to  have  been  beneficial. 

While  only  three  of  our  pneumonectomies 
seem  to  have  made  an  entirely  uneventful  re- 
covery, all  seven  of  those  living  have  a negative 
sputum,  or  had  when  last  they  were  seen. 

The  indications  for  lobectomy  in  the  twenty- 
nine  cases  may  be  classified  as  follows : 


1.  Lower  lobe  tuberculosis  15  cases 

Lower  lobe  cavity  9 

Associated  bronchial 

disease  4 

Lower  lobe  cavity  and 
bronchiectasis  1 

Pneumonic  tuberculosis 
without  cavity  1 

2.  Upper  lobe  tuberculosis  14  cases 

Elective  5 

Associated  bronchial 

tuberculosis  5 

Thick  walled  or  tension. 

cavity  3 

Tuberculoma  1 


In  fifteen  resections  for  lower  lobe  tubercu- 
losis the  right  lower  lobe  was  removed  in  six, 
the  right  middle  and  right  lower  in  three,  and 
the  dorsal  division  of  the  right  lower  in  one. 


The  left  lower  lobe  was  removed  in  three,  the  left 
lower  and  lingula  of  the  left  upper  in  one  and 
the  dorsal  division  of  the  left  lower  in  one. 

In  all  cases  of  lower  lobe  tuberculosis  selected 
for  resection  collapse  therapy  either  had  failed 
or  was  considered  1 ikely  to  fail.  Of  this  group 
one  had  had  a previous  thoracoplasty,  one  a 
previous  phrenic  interruption  with  pneumoperi- 
toneum ; in  seven  pneumothorax  had  been  either 
impossible  or  ineffectual,  and  in  six  lobectomy 
was  performed  as  a primary  procedure- 

In  fourteen  cases  of  upper  lobe  tuberculosis 
the  left  upper  lobe  was  resected  in  six,  the  right 
upper  lobe  in  six,  and  the  right  upper  lobe  and 
right  middle  together  in  two.  In  seven  of  these 
patients,  a previously  induced  pneumothorax 
had  failed  or  had  been  inadequate  to  control  the 
disease.  In  two  cases  a pneumothorax  had  been 
impossible.  In  one  case  phrenicoemphraxis  and 
pneumoperitoneum  had  been  tried.  One  patient 
had  had  a previous  thoracoplasty.  Of  four  pri- 
mary upper  lobectomies,  two  were  performed 
because  of  cavity  with  associated  bronchial  dis- 
ease, one  for  tuberculoma,  and  one  as  a purely 
elective  procedure.  Altogether,  there  were  five 
cases  that  are  classified  as  elective  upper  lobec- 
tomies in  that  thoracoplasty  offered  a fairly 
good  chance  of  controlling  the  disease. 

Resections  for  lower  lobe  cavity  accounted  for 
all  three  of  the  operative  deaths  that  occurred 
following  lobectomy.  One  patient  died  on  the 
operating  table  of  cardio-respiratorv  failure 
while  a right  lower  lobe  containing  an  immense 
cavity  was  being  resected  in  the  presence  of  a 
contralateral  pneumothorax.  Another  died  as 
a result  of  postoperative  pulmonary  atelectasis 
following  resection  of  the  dorsal  division  of  the 
left  lower  lobe  and  the  third,  a five  year  old  girl, 
died  suddenly,  presumably  of  shock,  several 
hours  after  her  left  lower  lobe  had  been  removed. 
There  was  also  one  late  death  in  this  group,  a 
diabetic  colored  man  who  at  surgery  was  found 
to  have  a pneumonic  involvement  of  the  lingula 
of  his  left  upper  lobe  in  addition  to  a large  cav- 
ity in  the  left  lower  lobe.  Lower  lobectomy  and 
lingulectomy  were  performed.  Postoperative 
complications  included  diabetic  coma,  broncho- 
pleural fistula  with  a small  empyema  which  re- 
sponded well  to  drainage,  and  contra-lateral 
tuberculous  spread  which  was  treated  with  pneu- 
mothorax. This  patient  remained  clinically  im- 
proved with  negative  sputum  for  many  months 
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but  eventually  died  with  progressive  tubercu- 
lous disease. 

There  were  two  other  late  deaths  following 
lobectomy.  In  both  instances,  contralateral  tu- 
berculosis and  tuberculous  pericarditis  were  re- 
sponsible. One  of  these  was  a sixteen  year  old 
boy  with  a mild  Froehlich’s  syndrome  who 
manifested  low  resistance  to  his  infection.  He 
died  approximately  three  months  following  re- 
section of  a right  lower  lobe  containing  pneu- 
monic tuberculous  involvement  without  cavity- 
The  other  was  a young  woman  who  had  a thick 
walled  or  tension  cavity  under  a previously  per- 
formed thoracoplasty.  While  she  lived  many 
months  with  a negative  sputum,  following  re- 
moval of  her  right  upper  and  middle  lobes,  she 
required  oxygen  during  the  major  portion  of  this 
time  because  of  the  complications.  At  least  four 
of  the  lobectomy— deaths  would  probably  have 
responded  to  no  other  type  of  therapy.  In  two. 
streptomycin  conceivably  might  have  altered 
the  prognosis  and  prevented  the  fatal  outcome. 

Significant  operative  complications  occurred 
in  three  of  the  twenty-three  patients  who  are 
still  living.  One  of  these  had  a thick-walled 
cavity  in  the  right  upper  lobe  underlying  an  in- 
adequate pneumothorax  which  bad  been  main- 
tained for  several  months.  A right  upper  lobec- 
tomy was  performed  and  at  the  same  time  a 
thick  fibrinous  membrane  was  removed  from  the 
right  middle  and  lower  lobes  in  order  to  permit 
their  re-expansion.  Postoperative  hematothorax 
and  empyema  were  treated  by  a second  decorti- 
cation, following  which  a partial  thoracoplasty 
was  performed.  The  right  middle  and  lower 
lobes  are  now  well  aereated,  there  is  no  residual 
empyema  demonstrable,  and  the  patient's  spu- 
tum has  been  negative  since  his  lobectomy  was 
performed  about  eighteen  months  ago.  More 
recently  a rib  resection  for  tuberculous  osteo- 
myelitis of  the  seventh  rib  with  associated  cold 
abscess  has  been  performed.  One  patient  had 
a postoperative  bronchopleural  fistula  and  a 
small  empyema  following  right  lower  lobectomy. 
The  fistula  was  repaired  and  the  empyema  pock- 
et was  filled  with  a pedunculated  muscle  flap, 
following  which  complete  healing  has  ensued. 
The  third  patient,  whose  right  upper  lobe  was 
resected  because  of  cavity  with  associated  bron- 
chial disease,  developed  a postoperative  spread 
to  the  left  upper  lobe.  A left  extrapleural  pneu- 
mothorax followed  by  thoracoplasty  has  failed 


to  convert  her  sputum  and  she  is  still  hospital- 
ized. 

In  twenty  of  the  twenty-nine  lobectomies  post- 
operative convalescence  was  entirely  unevent- 
ful. While  eight  have  shown  some  evidence  of 
late  reactivation  or  progression  of  pre-existing 
lesions  in  the  same  or  in  the  opposite  lung,  in 
only  one  does  the  prognosis  appear  to  be  extreme- 
ly grave.  In  six  of  the  eight  with  reactivation 
the  sputum  lias  remained  negative  or  has  recon- 
verted under  treatment.  Thus  only  three  of  the 
twenty-three  living  patients  had  a positive  spu- 
tum when  the  last  report  was  obtained.  How- 
ever, there  are  four  concerning  whom  we  have 
no  recent  information. 

SUMMARY 

The  morbidity  and  mortality  associated  with 
resection  for  pulmonary  tuberculosis  is  still  too 
high.  Resection  cannot  be  considered  as  a thera- 
peutic procedure  to  supplant  the  various  forms 
of  collapse  therapy  which  have  been  shown,  in 
long  experience,  to  be  relatively  safe  and  ef- 
fective. There  are  cases,  however,  which  collapse 
therapy  cannot  control  and  for  some  of  these 
resection  may  provide  the  only  means  to  cure. 

Forty-two  cases  of  resection  for  pulmonary 
tuberculosis  are  reported.  In  thirteen  pneumo- 
nectomies there  were  four  operative  deaths  and 
two  late  deaths  from  progression  of  the  disease. 
Of  seven  patients  still  living  two  have  had 
empyemas  (one  wtih  fistula),  and  one  lias  had 
a slight  progression  of  disease,  which  has  been 
clearing  under  treatment  with  streptomycin. 
All  seven  have  negative  sputum  and  are  con- 
sidered to  be  improved.  In  twenty-nine  lobec- 
tomies there  were  three  operative  deaths  and 
three  late  deaths  from  progression  of  the  disease. 
Of  twenty-three  patients  still  living  two  have 
had  empyema  (one  with  fistula),  one  had  a post- 
operative spread  of  the  disease  and  eight  have 
bad  evidence  of  late  reactivation  of  pre-existing 
lesions. 

In  the  entire  series  of  forty-two  cases  empy- 
ema has  occurred  in  six  and  been  associated  with 
fistula  in  four.  Two  cases  who  had  empyema 
with  fistula  are  dead,  one  has  had  a Schede 
thoracoplasty  and  in  one  the  empyema  is  cured. 
Three  of  the  forty-two  patients  had  postopera- 
tive spread  of  the  disease  and  two  of  those  are 
dead.  Thirteen  have  had  late  reactivation,  ex- 
acerbation or  progression  of  pre-existing  lesions. 
Of  these  four  are  dead.  Nine  of  the  thirteen  are 
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living  and  are  considered  improved,  the  sputum 
being  negative  in  seven.  Of  thirty  living  pa- 
tients however,  the  ultimate  prognosis  is  defi- 
tients  twenty-siven  had  a negative  sputum  at  the 
time  of  the  most  recent  examination.  In  four  of 
the  living  patients  however,  the  ultimate  prog- 
nosis is  definitely  poor. 

I know  very  well  that  I could  have  avoided 
several  disasters  by  a more  careful  selection  of 
patients ; but  in  a desperate  situation  one  can- 
not deny  one’s  patients  even  the  most  remote 
chance  for  survival.  Medical  therapy  may  in 
the  future  make  it  possible  for  us  to  avoid  some 
of  the  disasters  that  we  have  incurred.  It  may 
make  pulmonary  tuberculosis  as  safe  for  resec- 
tion as  it  is  for  the  various  collapse  measures. 


It  may  make  resection  of  irreversibly  damaged 
or  destroyed  bronchopulmonary  segments  the 
procedure  of  choice.  Or  better  still,  the  need 
for  radical  surgical  interference  may  some  day 
be  largely  eliminated- 

BIBLIOGRAPHY 

1.  Freedlander,  S.  O.:  Lobectomy  in  Pulmonary  Tuberculo- 
sis. Journal  Thoracic  Surgery.  Vol.  5:132.  1935. 

2.  Overholt,  Richard  H.;  Langer,  L.;  Szypulaki.  J.;  and 
Wilson,  N. : Pulmonary  Resection  in  the  Treatment  of  Tubercu- 
losis. Present-day  Technique  and  Results.  Journal  Thoracic 
Surgery,  Vol.  15:384.  December  1946. 

3.  Overholt,  Richard  H.,  and  Langer,  Lazaro:  A New  Tech- 
nique for  Pulmonary  Segmental  Resection,  Its  Application  in  the 
Treatment  of  Bronchiectasis,  Surgery,  Gynecology  and  Obstet- 
rics. Vol.  84:257,  March  1947. 

4.  Sweet,  Richard  H.:  Lobectomy  and  Pneumonectomy  in  the 
Treatment  of  Pulmonary  Tuberculosis.  Journal  Thoracic  Sur- 
gery, Vol.  15:373.  December  1946. 

5.  Thornton.  T.  F.,  Jr.,  and  Adams,  W.  E.:  The  Resection 
of  Lung  Tissue  for  Pulmonary  Tuberculosis,  Surgery,  Gynecol- 
ogy and  Obstetrics.  Intern.  Abst.  Surgery.  Vol.  75:299,  October 
1942. 


OBSTETRIC  ACTIVITIES  IN  A SMALL  GENERAL  HOSPITAL 

COMPARISONS  AND  COMMENTS  ON  LESSENING  MATERNAL  MORTALITY 

C.  E.  YOUNT,  M.  D. 

C.  E.  YOUNT,  Jr.,  M.  D- 
Prescott , Arizona 


np HIS  paper  is  prompted  by  a study  of  the 
statistics  in  the  excellent  report1  by  Charles 
Newberger,  M.  1).  on  “Obstetric  Activities  in 
Illinois  Hospitals  During  1945,”  and  the  able 
discussions  of  Dr.  Robert  D.  Mussey  of  Roches- 
ter, Minnesota  and  Dr.  A.  E.  Kanter  of  Chicago, 
Illinois. 

Arizona  has  no  special  legal  requirements  for 
hospitals  giving  maternity  service  as  those  re- 
quired in  the  State  of  Illinois. 

Arizona  Vital  Statistics  laws2  do  not  require 
any  special  report  on  maternity  deaths. 

“Dr.  Hilda  H.  Kroeger,  our  Maternal  and 
Child  Health  Director,  has  been  trying  for 
some  time  to  obtain  complete  information  on 
maternity  deaths.  As  maternity  deaths  are  re- 
ported to  us,  Dr-  Kroeger  mails  to  the  physi- 
cian reporting  the  death  a form  to  be  filled  out 
and  returned  to  her,  giving  rather  detailed  in- 
formation in  connection  with  the  death.  (29 
questions.)  The  results  we  get  from  the  doc- 
tors on  this  follow-up  questionnaire  vary  con- 
siderably. Some  do  not  return  it,  some  give 
very  little  information  than  is  contained  on  the 
death  certificate,  and  a very  few  give  very  de- 
tailed information.”  Which  is  equivalent  to, 
“let  your  conscience  be  your  guide.” 

Read  before  the  Staff  of  the  Prescott  Community  Hospital, 
February  14  ,1948. 


It  would  appear  then,  that  Arizona  is  far  be- 
hind Illinois  in  certain  requirements  governing 
the  practice  of  obstetrics.  To  clarify  this  last 
statement,  I shall  quote  Dr.  Newberger:  “Among 
the  requirements  for  licensure  are  those  dealing 
with  segregation  of  the  obstetric  unit,  adequate 
physical  arrangements,  trained  personnel,  es- 
sential equipment,  approved  techniques,  and  ac- 
ceptable records.  Included  in  the  item  of  rec- 
ords is  the  requirement  of  submission  to  the  di- 
vision of  maternal  and  child  hygiene  of  a 
monthly  report  which  shows  the  number  of 
mothers  and  infants  cared  for,  the  type  of  de- 
livery, the  operative  procedure  employed,  the 
incidence  and  type  of  complications  encountered, 
the  frequency  of  abortions  and  ectopic  gesta- 
tions, and  the  number  and  causes  of  still-birth 
and  neonatal  and  maternal  deaths.”  During 
1945,  232  hospitals  in  Illinois  reported  126,309 
births.4 

To  make  even  a small  showing  for  compari- 
sons we  have  taken  all  the  cases  receiving  ma- 
ternity service  in  our  hospital  for  the  years 
1946-1947,  a total  of  592  cases: 

Total  number  of  obstetric  cases 


cared  for  582 

Delivered  over  20  weeks  529 

Abortions  under  20  weeks 48 

Ectopic  5 
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MORBIDITY — the  definition  is  based  on  that 
of  the  American  Committee  on  Maternal  Wel- 
fare (T  100.4°  - 38°C  on  more  than  any  2 of 
first  10  days  after  first  24  hours) — we  record — 


Pre  natal  3 

Post  partum  12 

of  the  pre-natal  cases,  there  was — 

Abscess  vagina  1 

Upper  respiratory  infection  1 

Abortion — fever  when  admitted 1 

3 

Post  partum  cases — 

Pyelitis  1 

Mastitis — 3 

Upper  respiratory 1 

Cesarean  sections  5 

Post  partum  infection,  mild  2 


12 

Type  of  Delivery — 

Spontaneous  517 

Abortions  48 

Ectopic  5 

Forceps  Low  3 

Medium  2 

High  1 

6 

Cesarean  12 

Indications  for  Cesarean  Section — 

Placenta  praevia  7 

Eclampsia  1 

Dystocia  — 1 

Rh  Factor  1 

Not  stated  2 


12 

There  were  no  maternal  deaths  in  the  582 
cases  treated  during  the  years  1946  and  1947. 
No  mechanically  induced  labors  and  no  destruc- 
tive operations  on  the  foetus.  There  were  533 
live-born  babies,  1 3 premature,  1 slightly  in- 
jured at  birth.  There  were  11  still-births  and 
1 1 neonatal  deaths. 

It  is  of  interest  that  there  was  only  one  post 
partum  hemorrhage  and  only  one  transfusion 
given. 


Other  Conditions  recorded — 

Manual  removal  of  placenta  5 

Uterine  packing  5 

Version  1 

Perineorrhaphy — primary  repair  81 

Episiotomy — primary  repair  245 

Anesthetic — paraldehyde  and/or  231 

Ether — obstetric — surgical 498 


Operative  procedures  for  delivery  of  the  in- 
fant— In  the  Illinois  hospitals  the  total  forceps 
deliveries  was  22.7%  ; in  our  hospital  1.1  %.  The 
total  cesarean  sections  in  Illinois  was  3-6%, 
while  in  our  hospital  it  Avas  2.26%. 

The  Illinois  hospitals  did  not  list  such  minor 
procedures  as  primary  perineorrhaphy  and  episi- 


otomies,  but  since  these  minor  procedures  may 
result  in  annoying  and  often  serious  infections 
if  not  promptly  and  properly  repaired,  we  have 
included  them  in  our  report.  The  percentage 
of  primary  perineorrhaphy — 15.4%  and  episi- 
otomies — 46.7%  seems  high  but  the  results  haA'e 
warranted  the  frequency. 

The  anesthetics  used  should  receive  some  con- 
sideration. Since  1935  Ave  have  been  using  as 
rectal  analgesia  (amnesia),  paraldehyde  and 
benzyl  alcohol.  In  this  series  it  was  used  alone 
in  44.3%  of  the  cases  and/or  with  ether  to  ob- 
stetric degree  or  surgical  degree  in  85.5%  of 
the  cases  including  the  abortions,  cesareans  and 
ectopic  gestations. 

Now  let  us  go  back  100  years  and  learn  to 
what  they  attributed  obstetric  morbidity  and 
mortality  in  those  days  of  helpless  ignorance/ 

The  Matron’s  Manual  of  Midwifery  by  Fred- 
rick Hollick,  M.  D. : Puerperal  Fever — 

“The  causes  that  produce  this  terrible  dis- 
order are  not  very  Avell  understood ; some  of 
them  probably  predispose  to  it  before  delivery, 
or  even  before  pregnancy,  Avhile  others  are  con- 
nected with  labor  and  its  consequences.  Among 
the  former  may  be  mentioned  improper  diet,  an 
inactive  life,  anxiety  of  mind,  bad  air,  a damp 
situation,  a full  habit,  or  great  weakness,  the 
frequent  use  of  stimulants,  and  certain  excesses. 
The  principal  causes  operating  immediately  are 
difficult  labor,  violent  treatment,  the  use  of 
instruments,  tearing  a way  the  placenta  too 
soon,  retention  of  the  lochia,  cold,  rising  from 
the  bed  too  soon,  depression  or  excitement  of 
the  mind,  OA’erexertlon  in  talking  to  and  seeing 
company,  and  neglect  of  cleanliness.  The  most 
frequent  cause  probably  is  cold  or  damp  which 
checks  the  lochia  and  the  perspiration,  and  leads 
directly  to  inflammation.  It  is  on  this  account 
that  the  complaint  is  nearly  always  worse  in 
winter  than  in  summer,  and  prevails  mostly  in 
low  damp  situations,  and  badly  ventilated  apart- 
ments, or  in  those  insufficiently  av armed.  ’ ’ 

A half  century  later,  Avhen  one  of  us  (C.E.Y.) 
took  o\rer  the  junior  residency  at  Columbia 
Hospital  for  Women,  Washington,  I).  C.,  in  the 
summer  of  1899,  he  Avas  called  in  conference 
Avitli  the  chiefs2  of  the  obstetric  services,  and 
very  forcibly  impressed  Avith  the  fact  that  there 
had  been  a considerable  morbidity  and  several 
deaths  from  puerperal  infection  during  the  pre- 
vious year.  If  these  infections  continued  under 
his  supervision,  they  Avould  close  the  obstetric 
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department  for  a clean-up,  and  there  would  be 
no  more  medical  students  invited  to  witness 
labors. 

Rubber  gloves  bad  been  introduced  in  the 
•Johns  Hopkins  Hospital  by  William  Stewart 
Halstead,  1889-90,  and  at  the  beginning  of  this 
internship,  rubber  gloves  were  being  more  gen- 
erally used. 

With  meticulous  obstetric  technique  as  prac- 
ticed at  that  time  by  the  entire  obstetric  de- 
partment, we  greatly  reduced  infections,  and  be- 
fore the  college  year  ended,  we  instructed  class- 
es of  senior  students  from  the  medical  schools 
in  the  proper  technique  of  using  sterile,  rubber 
gloves  and  making  obstetric  examinations  with 
them,  without  a perceptable  increase  in  infec- 
tions in  our  obstetric  department. 

It  may  be  of  interest  to  recall  a few  excerpts 
from  a copy  of  “Routine  Treatment  of  Patients 
in  the  Maternity  Department  of  Columbia  Hos- 
pital for  Wromen  1899-90.”  The  family  and  per- 
sonal history  was  required  in  each  case,  and 
where  malaria  was  endemic  as  in  Washington, 
D.  C.,  the  temperature  and  pulse  were  recorded 
for  three  days  anti-partum,  discontinued  if 
normal.  A catheter  specimen  of  urine  was  sent 
to  the  laboratory,  and  a physical  examination 
including  menstruation  was  done  at  the  earliest 
opportunity. 

In  preparation  for  delivery,  an  all  over  tepid 
bath  (tub).  A vaginal  examination  was  made, 
using  rubber  gloves  after  proper  preparation 
of  the  vulva,  i.  e.,  “clipped,”  not  shaved, 
scrubbed  with  antiseptic  soap  followed  by  wash- 
ing with  carbolic  acid  1-80  or  Bichloride  of 
Mercury  1-1000.  Bichloride  pad  to  vulva. 

For  the  delivery — doctors  and  nurses  not  to 
have  handled  infectious  material  for  48  hours 
previous.  Hands  scrubbed  with  antiseptic  soap, 
rubber  gloves  soaked  in  1-200  Lysol  solution  for 
at  least  one-lialf  hour  or  1-1000  Bichloride  of 
Mercury  (put  on  wet).  The  gown  was  not  sterile 
nor  was  the  rubber  apron. 

Placenta — If  not  expelled  within  20  minutes 
after  constant  kneading  of  uterus,  Crede  meth- 
od employed,  failing,  notify  chief  and  administer 
chloroform  for  manual  removal. 

Perineum — moderate  laceration,  no  treatment ; 
if  necessary,  a primary  perineorrhaphy  is  per- 
formed, with  or  without  chloroform. 

Intra-uterine  douch  was  used  for  bleeding  not 
controlled  by  ergot  or  kneading  of  uterus,  or 


relaxed  uterus ; macerated  foetus,  manual  re- 
moval of  placenta,  always. 

Puerperiium  — If  A.  M.  temperature  above 
100°  or  P.  M.  temperature  above  101°,  report 
to  Chief  of  Service.  Sapremia-uterine  cultures 
taken,  followed  by  sterile  salt  solution  douch. 
Sometimes  1-50  carbolic  acid  douch  followed  cul- 
tures. Septic  infection,  carbolic  acid  douches 
daily  or  1-200  Lysol  douches.  Patients  sit  up  in 
bed  on  eighth  day,  out  of  bed  for  one-half  hour 
on  ninth  day,  and  discharged  from  hospital  be- 
tween 14th  and  21st  day. 

Some  statistical  results  with  this  technique  on 
231  cases  in  1898-99C  There  were  only  11  for- 
ceps deliveries,  inferior  strait — 5=2.12%,  su- 
perior strait — 6=2.59%%.  There  were  4 mater- 
nal deaths  or  1.7%,  two  from  puerperal  septi- 
cemia, one  from  hemorrhage  (admitted  with  re- 
tained placenta,  died  two  hours  later),  and  one 
from  eclampsia.  The  total  eclampsias  was  3 ; 
two  recovered-  The  puerperal  fever  cases  num- 
bered 3,  with  2 deaths.  These  figures  do  not  in- 
clude cases  admitted  on  the  gynecological  serv- 
ice (surgical)  i.  e.,  1 puerperal  septicemia,  1 ab- 
dominal pregnancy  died,  and  2 ectopic  preg- 
nancies recovered. 

There  were  41  perineorrhaphies,  1 episiotomy, 
and  1 symphysiotomy. 

In  those  days  we  were  seeking  after  the  truth 
concerning  puerperal  infection.  There  was  no 
question  “that  most  often  the  attendants,  physi- 
cian, nurses,  or  midwife  infected  the  patient” 
(DeLee)  ; the  question  before  us  was  how  far 
could  we  safely  go  without  a change  in  tech- 
nique, especially  with  reference  to  vaginal  ex- 
aminations. We  conducted  a series  of  experi- 
ments on  65  cases ; results : vaginal  examinations 
on  patients  who  later  had  a temperature  above 
100° — 29.2%  ; vaginal  examinations  on  patients 
who  later  had  a temperature  below  100^ — 50.7  % ; 
patients  who  had  no  vaginal  examinations  who 
had  temperature  above  100° — 7.07%;  patients 
who  had  no  vaginal  examinations  who  had  tem- 
perature below  100° — 12.3%.  While  this  experi- 
ment proved  nothing  definite,  Ave  were  assured 
that  with  meticulous  care  we  could  continue  to 
make  vaginal  examinations  of  patients  in  labor 
with  a reasonable  degree  of  safety. 

However,  four  years  earlier,  18935  “Reis  and 
Kronig  recommended  rectal  examinations  in  la- 
bor, but  it  Avas  not  until  the  employment  of  rub* 
ber  gloves  became  general  that  it  was  possible 
to  evoke  any  interest  in  the  matter.”  (Today 
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our  hospital  uses  rectal  examinations  in  labor 
except  in  rare  instances — in  dystochias,  prep- 
aration for  operative  procedures,  etc.) 

It  was  about  this  time  (1899)  that  we  learned 
that  antiseptic  douches  were  not  the  “treatment” 
in  puerperal  infections-  DeLee,  1924,  stated, 15 
“In  the  eighties  and  early  nineties  the  women 
were  given  carbolic  and  bichloride  douches  be- 
fore, during,  and  after  labor.  This  was  found 
harmful,  and  now  a more  aseptic  technique  is 
practiced,  identical  in  principle  with  that  sug- 
gested by  Semmelweis.  Semmelweis  noted  the 
clinic  used  for  instruction  of  midwives  had  a 
mortality  of  2.7%  from  puerperal  fever,  while 
that  for  doctors  had  11.4%.  The  discrepancy 
between  the  two  clinics  was  public  knowledge — 
it  was  the  subject  of  municipal  investigation ; 
the  midwives  taunted  the  physicians  with  the 
facts,  and  the  patients,  when  they  learned  that 
they  were  to  be  assigned  to  the  doctors’  clinic, 
on  their  knees  would  beg  to  be  sent  home.  . . . 
Everything  was  in  question ; everything  was 
unexplained,  everything  was  doubtful — only  the 
large  number  of  deaths  was  a positive  fact." 

As  late  as  1931,  that  nationally  known  teach- 
er of  obstetrics  at  Johns  Hopkins,  J.  W.  Wil- 
liams7 stated:  “It  is  doubtful  whether  the  re- 
sults are  materially  better  today  than  they  were 
before  the  introduction  of  aseptic  methods,  for 
the  reason  that  the  doctrines  of  asepsis  have  not 
yet  permeated  the  rank  and  file  of  medical  men, 
and  as  a consequence  in  many  localities  their 
results  are  worse  than  those  obtained  by  mid- 
wives. . . . Our  obstetric  results  constitute  a 
striking  arraignment  of  our  obstetrical  training, 
and  indicate  that  the  rank  and  file  of  medical 
practitioners  are  no  better  trained  than  their 
predecessors,  and  consequently  with  the  single 
exception  of  tuberculosis,  puerperal  infection 
still  constitutes  the  most  important  cause  of 
death  among  women  during  the  child-bearing 
period.  ” 

I quote  a very  recent  instance  of  “self  im- 
provement” in  the  lessening  of  puerperal  fever8: 
“While  the  examples  used  reflect  the  experience 
of  Vanderbilt  University  Hospital,  similar  anal- 
yses (statistics)  are  being  made  in  other  hos- 
pitals. . - . Ward  patients  showed  a puerperal 
fever  rate  in  excess  of  12%,  low  cost  private 
patients  showed  the  next  highest  rate,  and  pri- 
vate patients  had  the  lowest  rate.  The  rate  for 
ward  patients  seemed  excessive  and  the  rates 
were  rising.  Then  about  April,  1945,  the  prac- 


tice of  issuing  monthly  reports  in  puerperal 
fever  was  adopted  and  the  problem  was  kept 
constantly  in  front  of  the  intern  staff.  They, 
in  turn,  posted  a list  in  the  nurses’  station  in 
the  ward  of  all  patients  delivered  and  whether 
or  not  they  developed  puerperal  fever.  A notice- 
able rivalry  developed  and  it  came  to  be  con- 
sidered almost  a disgrace  for  an  intern  to  have 
one  of  his  patients  develop  puerperal  fever. 
It  may  be  seen  from  the  graph  that  the  rate  for 

1945  was  lower  than  for  any  of  the  three  pre- 
ceding years,  and  for  the  first  six  months  of 

1946  it  has  fallen  to  a new  low  and  is  now  at 
the  level  of  the  rate  for  low  cost  private  pa- 
tients.” (About  6%) 

The  last  decade  has  brought  much  pleasure  in 
improvement  in  obstetric  results;  an  obstetric 
conscience  now  exists. 

The  American  College  of  Surgeons’  Manual 
of  Hospital  Standardization  1946, 9 under  mini- 
mum standards  for  obstetric  departments  in 
hospitals,  states  in  part,  (1)  “There  shall  be  in 
all  approved  hospitals  caring  for  obstetric  pa- 
tients a properly  organized  and  equipped  de- 
partment of  obstetrics,  providing  exclusive  and 
adequate  accommodations  for  mothers  and  the 
new-born.  Morbidity8 — All  hospitals  caring  for 
obstetrical  patients  shall  adopt  a morbidity 
standard  by  which  they  can  better  control  mor- 
bidities. In  all  general  hospitals,  except  the 
very  small  ones,  a strict  segregation  of  patients 
can  be  arranged  by  the  use  of  a wing  or  floor 
with  separate  nursery  service,  equipment,  and 
supplies.  ’ ’ 

Three  different  sources  and  points  of  view 
concerning  lessened  maternal  morbidity  and 
mortality  in  labor  are  here  presented — 

(1)  Bulletin  of  the  American  College  of  Sur- 
geons. December,  1947 — “The  fact  that  in  1946 
births  in  hospitals  surpassed  for  the  first  time 
the  two  million  mark,  forcibly  draws  attention 
to  the  increasing  utilization  of  hospital  facilities 
for  maternal  care,  which  imposes  constantly 
growing  obligations  to  improve  obstetrical  and 
nursing  service.” 

(2)  The  Journal  of  the  American  Medical  As- 
sociation, November  22,  1947,  in  an  editorial 
stated,  “The  decrease  in  maternal  and  infant 
mortality  rates  in  the  United  States  during  the 
last  ten  years  has  been  accompanied  by  an  in- 
crease in  the  percentage  of  births  attended  by 
physicians  and  in  the  number  of  births  that  oc- 
curred in  hospitals.  A recent  report  by  the  Unit- 
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ed  States  Public  Health  Service  shows  that  the 
infant  mortality  rate  in  1935  was  55.7  per  thou- 
sand live  births,  and  that  midwives  attended 
It). 7 per  cent  of  the  births-  Ten  years  later  the 
infant  mortality  rate  was  38.3  and  the  per- 
centage of  births  attended  by  midwives  was 
down  to  6.1.  The  maternal  mortality  was  5.8 
per  thousand  live  births  in  1935  and  2.1  in  19-15. 
The  percentage  of  live  births  attended  by  physi- 
cians in  a hospital  in  1935  was  36.9;  ten  years 
later  it  was  78.8.  The  percentage  of  births  at- 
tended by  physicians  not  in  a hospital  decreased 
during  the  same  period  from  50.6  to  14.7.  These 
figures  are  significant ; they  show  clearly  the 
results  of  two  of  the  more  important  factors  in 
the  preservation  of  life  among  mothers  and 
infants.  ” 

(3)  Editorial  American  Journal  of  Public 
Health,  November,  194711 — in  part:  “One  of  the 
most  striking  achievements  in  the  whole  realm 
of  vital  statistics  is  the  reduction  in  the  maternal 
mortality  in  the  United  States  during  the  past 
decade.  Between  1915  and  1933,  this  rate  fluc- 
tuated between  6 and  8 maternal  deaths  per  1000 
live  births  (except  for  an  increase  to  about  9 in 
1918).  Since  1933,  there  has  been  a steady  and 


continuous  decline  to  a trifle  over  2 such  deaths 
per  1000  live  births  in  1944  and  1945. 

“This  is  a really  extraordinary  phenomenon. 
It  is  difficult  to  think  of  any  really  comparable 
instance  in  which  the  mortality  rate  from  any 
particular  disease  or  group  of  diseases  in  the 
United  States  has  been  cut  by  two-thirds  in  one 
decade. 

“What  did  happen  in  the  thirties  was  the 
conduct  of  a series  of  studies  by  the  New  York 
Academy  of  Medicine  and  by  other  state  and 
local  medical  societies  of  the  causes  of  maternal 
mortality  in  routine  family  and  institutional 
practice ; and  these  studies  led  to  clear  and 
courageous  conclusions  in  regard  to  the  consid- 
erable volume  of  maternal  deaths  due  to  faulty 
obstetrical  practice  and,  particularly,  to  un- 
necessary recourse  to  instrumental  deliveries- 

“These  reports  brought  about  amazingly 
prompt  reform  in  such  practice;  and  it  seems 
probable  that  this  factor — the  one  new  factor 
which  entered  the  picture  ten  years  ago — must 
be  given  major  credit  for  the  results  of  the  past 
decade.  If  such  be  the  case,  we  have  here  a 
striking  example  (if  an  outstanding  public 
health  success  accomplished  largely  by  the  Medi- 
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SOURCE — 
LOCATION 

YEAR 

TOTAL 

FORCEPS 

CESA- 

REAN 

ECTOPIC 

TRANS- 

FUSIONS 

MORTALITY 

Prescott  (Arizona) 
Community 
Hospital 

1946 
and 

1947 

528 

1.1% 

2.26% 

Total  - 5 
9/10  of 
1% 

1 

0 

ILLINOIS- 
232  Hospitals 

One  Hospital 
One  Hospital 

118  Hospitals 

1945 

232 

Hospi- 

tals 

126,309 

Births 

34 

464 

Mothers 

47,680 

22.7% 

3.6% 

23.5 

1 to  637 
Births 
Total  - 90 
7/10  of 
1% 

1.7% 

1.7  per 
1000 

17.8  per 
1000 
0 

Columbia  Hospital 
for  Women,  Wash- 
ington, D.  C. 

1899 

234 

4.7% 

Ectopic — 

2 

Abdominal — 
1 

0 

Total  - 17 
per  1000 

Puerperal 
Fever  - 
8.5  per 
1000 

Vienna  Lying-In 
Hospital 
(Semmelweiss) 
Midwives’  Clinic 

Doctors’  Clinic 

About 

1847 

27  per 
1000  De- 
livered 
114  per 
1000  De- 
livered 
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cal  Profession  itself  through  the  leadership  of 
its  own  professional  organizations.” 

In  conclusion — Dr.  Charles  Newberger  closes 
his  Illinois  report  with  a paragraph  so  fraught 
with  precept  and  promise  that  I take  the  liberty 
of  quoting  it:  “It,  is  justifiable  to  stress  again 
the  value  of  critical  examinations  by  the  hospi- 
tal staff  of  the  information  made  available  to 
them.  Reemphasis  may  well  be  made  that  such 
study  should  lead  to  improvement  in  trends  of 
obstetric  practice,  to  stricter  observance  of  sound 
indications  for  interference,  to  lowering  unduly 
high  operative  rates  in  some  institutions,  to  less 
frequent  resort  to  cesarean  sections  in  others,  to 
more  ready  use  of  blood  or  plasma  for  prophy- 
laxis or  for  treatment  and  to  greater  awareness 
of  the  importance  of  complete  and  accurate 
medical  records.  Such  procedures  should  result 
in  a decrease  of  obstetric  complications,  earlier 
recognition  and  more  adenqate  treatment  when 
abnormalities  arise  and  a further  reduction  of 


mortality  rates,  making  childbirth  safer  for  the 
mother  and  her  infant.” 

There  never  again  will  he  heard  the  lamenta- 
tion of  Semmelweis,  “Everything  was  in  ques- 
tion; everything  was  unexplained;  everything 
was  doubtful — only  the  large  number  of  deaths 
was  a positive  fact.” 
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THE  RELATIONSHIP  OF  NEUROLOGY  TO  PSYCHIATRY 

BERNARD  J.  ALPERS,  M.  D. 

Philadelphia 


T>  IRTII  is  a painful  process,  and  I am  certain 
that  yon  have  had  your  problems  in  estab- 
lishing for  the  first  time  this  newest  section  of 
neurology  and  psychiatry.  Before  birth  comes 
marriage,  however,  and  I am  happy  to  see  that 
your  marriage  concerns  two  highly  compatible 
and  legitimate  partners — neurology  and  psychi- 
atry. May  your  union  be  permanent,  and  may 
you  not  find  it  necessary  or  expedient  to  con- 
sider separation  in  the  years  that  lie  ahead.  To 
me  the  two  specialties  which  you  represent 
ought  to  be  inseparable,  stemming  as  they  do 
from  a common  parent,  internal  medicine, 
and  directed  as  they  are,  toward  an  under- 
standing of  brain  and  psychological  mechanisms. 

I have  chosen  my  subject  of  this  evening  with 
a good  deal  of  hesitation,  and  diffidence,  in 
view  of  the  recent  flurry  of  contributions  deal- 
ing with  the  problem.  In  the  eyes  of  many  neu- 
rologists, psychiatry  should  begin  with  neurol- 
ogy ; conversely  most  psychiatrists  want  little 
or  nothing  of  that  specialty. 

Recent  months  have  witnessed  an  orgy  of 
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breast  beating  on  the  part  of  neurologists,  who 
weep  over  the  loss  of  infectious  diseases,  neu- 
roses, brain  tumors,  neuritis  and  of  other  dis- 
eases, leaving  to  them  the  large  and  optimistic 
field  of  the  degenerative  disorders-  Conversely, 
psychiatrists  in  recent  years  have  protested 
against  the  need  for  neurological  training,  and 
through  the  medium  of  the  specialty  board, 
have  endeavored  to  free  themselves  from  the 
fetters  of  neurology.  There  are  some  who  even 
foresee  the  disappearance  of  neurology  as  a spe- 
cialty. The  result  has  not  been  an  impasse — as 
yet — but  it  has  seemed  to  create  problems  and 
controversy  out  of  which  may  grow  a better 
understanding  of  mutual  relationship  if  the  dif- 
ficulty is  approached  in  the  proper  fashion — ob- 
jectively, to  give  it  a psychiatric  orientation ; 
cortically,  if  you  are  organically  minded. 

Mark  Twain  is  responsible  for  the  story  that 
if  you  engage  an  Englishman  in  conversation 
the  talk  will  sooner  or  later  turn  to  sports;  in 
a Russian  it  will  eventually  revert  to  women; 
and  in  the  case  of  a Frenchman,  to  la  patrie. 
As  a neurologist,  I find  myself  concerned  with 
the  problem  of  neurology  and  psychiatry,  wher- 
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ever  I meet  with  my  psychiatric  friends.  Let 
the  conversation  begin  where  it  may,  sooner  or 
later  the  controversy  begins  and  the  battle  is  en- 
gaged. The  argument  is  healthy,  provided  it  is 
permitted  to  remain  on  rational  levels,  because 
it  stems  from  a grudge  on  the  part  of  neurolo- 
gists who,  I t li ink,  regard  their  structural  con- 
cepts as  being  too  flippantly  discarded  by  psy- 
chiatrists, and  from  an  unconcern  or  indiffer- 
ence on  the  part  of  psychiatrists,  who  see  little 
of  value  in  organic  concepts  for  the  understand- 
ing of  psychological  motivations  or  personality 
structure.  There  are  even  those  among  the  neu- 
rologists who  decry  the  absence  of  noblesse 
oblige  among  their  psychiatric  colleagues,  a def- 
erence due  them  because  of  an  older  and  more 
factually  grounded  specialty.  Indeed  it  seems 
to  me  that  neurologists  have  become  rather  de- 
fensive about  their  specialty,  to  the  degree  that 
one  of  my  psychiatric  colleagues  asked  me  re- 
cently what  I thought  accounted  for  their  atti- 
tude. I was  disinclined  to  comment  on  the 
problem  at  the  time,  because  I did  not  feel  that 
I had  thought  the  matter  through,  but  it  has 
bothered  me  a good  deal,  and  I should  like  to 
take  your  time  this  evening  to  analyze  the  rea- 
sons for  the  controversy  between  neurology  and 
psychiatry. 

Stated  briefly,  the  controversy  is  resolved  as 
follows : A portion  of  psychiatry,  how  great 

it  is  difficult  to  determine,  believes  that  the  two 
specialties  should  be  separate,  and  some  have 
even  gone  so  far  as  to  advocate  a separate  spe- 
cialty board  for  psychiatry.  Whether  such  psy- 
chiatrists are  many  in  number  is  not  important; 
the  vital  issue  is  that  they  are  sincere  enough 
to  have  expressed  their  feelings  in  the  matter, 
and  they  have  given  rise  to  spirited  controversy. 

What  is  the  source  of  their  beliefs?  I think 
they  arise  from  the  following  assumptions: 

1.  It  is  not  possible  to  practice  both  special- 
ties adequately. 

2.  Neurology  is  of  no  consequence  to  a psy- 
chiatrist. and  offers  him  little  or  no  help 
in  his  practice. 

These  are  the  main  premises,  which  I should 
like  now  to  analyze  and,  if  possible,  to  resolve. 

The  problem  as  to  whether  one  can  practice 
both  neurology  and  psychiatry  skillfully — I think 
the  psychiatrists  would  object  to  the  term  ade- 


quately— appears  to  me  to  be  entirely  a matter 
of  training,  provided  of  course  that  the  trainee 
is  good  material  to  begin  with.  I can  see  no  in- 
compatibility here  provided  the  physician  being 
trained  is  willing  to  spend  the  necessary  time 
in  basic  training,  a period  of  two  years  in  neu- 
rology and  two  years  in  psychiatry  as  recom- 
mended by  the  American  Neurological  Associa- 
tion. If  in  addition,  the  candidate  in  question 
wishes  to  devote  a year  or  more  to  training  in 
psychoanalysis,  he  seems  to  me  to  have  all  that 
is  necessary  to  practice  both  sj^ecialties-  I be- 
lieve that  lie  can  practice  them  skillfully,  and  I 
find  it  difficult  to  understand  why  it  is  neces- 
sary to  devote  one’s  time  entirely  to  one  or  the 
other  of  the  two  disciplines.  A preference  for 
one  or  the  other  specialty  is  understandable  by 
virtue  of  longer  or  more  fundamental  training 
in  either  neurology  or  psychiatry,  as  well  as  per- 
sonal preference.  It  is  possible  to  be  more  skill- 
ful in  one  or  the  other,  but  it  does  not  follow 
that  one  is  thereby  excluded  from  the  adequate 
handling  of  the  less  preferred  specialty.  A neu- 
rologist may  prefer  structural  cases,  but  a good 
neurologist  should  be  able  to  diagnose  and  treat 
psychogenic  problems.  I assume,  of  course,  that 
such  a neurologist  is  trained  in  modern  concepts 
of  psychiatry,  that  he  has  enough  of  that  ele- 
ment of  simpatico  to  grasp  the  meaning  of  emo- 
tional problems,  and  that  he  is  not  one  of  those 
who  are  willing  to  overlook  all  that  psychiatry 
has  gained,  in  order  to  press  a structural  con- 
cept of  emotional  disorders.  Indeed,  in  these 
days  of  emphasis  on  the  understanding  of  the 
personality  in  relation  to  his  disease,  even  the 
neurologists  might  be  encouraged  to  try  their 
hand  at  psychiatry.  For  purposes  of  research 
and  teaching,  devotion  to  one  or  the  other  spe- 
cialty may  be  desirable,  but  for  the  practice  of 
medicine,  there  should  be  no  incompatibility 
provided  the  training  has  been  adequate.  That 
this  is  apparently  the  conception  of  a number 
of  younger  specialists  is  attested  to  by  the  fact 
that  more  than  30%  of  those  certified  by  the 
American  Board  of  Psychiatry  and  Neurology 
have  certificates  in  both  specialties.  To  the 
young  specialist  entering  practice,  there  is  no 
sharp  division  between  neurology  and  psychi- 
atry, for  the  reason  that  his  referring  doctor 
often  makes  no  clear  distinction  between  the 
two  faculties.  He  must  be  able  to  handle  a 
problem  in  either  field,  and  in  such  a case  he 
must  have  the  training  necessary  for  good  prac- 
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tice.  A strict  cleavage  between  the  two  special- 
ties seems  to  me  to  destroy  much  that  psychi- 
atry has  fought  for  in  recent  years.  If  the  in- 
ternist can  be  encouraged  and  relied  upon  to 
handle  the  emotional  and  personality  problems 
associated  with  the  diseases  which  he  handles, 
surely  the  neurologist  with  a better  training  in 
such  matters  can  be  trusted  to  do  so.  To  the 
physician  who  needs  help  in  such  problems  the 
schism  is  incomprehensible  in  these  days  of 
emphasis  on  the  agglutination  of  soma  and 
psyche.  I am  very  much  afraid  that  those  psychi- 
atrists who  demand  a sharp  separation  of  the 
two  specialties  are  actuated  by  the  belief  that 
neurologists  see  problems  only  in  an  organic  or 
structural  pattern,  and  by  the  fear  that  their 
training  along  psychiatric  lines  has  been  inade- 
quate. I should  be  the  last  to  deny  that  the  lat- 
ter criticism  is  often  the  case,  but  it  is  by  no 
means  universal.  Given  adequate  training  in  a 
receptive  subject,  I am  unable  to  understand 
why  the  two  specialties  cannot  be  handled  skill- 
fully by  one  person.  I have  found  that  the  prac- 
tice of  psychiatry  away  from  the  large  teaching 
centers  embodies  also  the  practice  of  neurology. 
I find  over  and  over'  again  that  neurological 
problems  have  been  referred  to  and  handled  by 
psychiatrists  in  state  hospitals  who  have  the 
privilege  of  outside  practice,  demonstrating  of 
course  that  in  spite  of  his  preferences,  the  psy- 
chiatrist is  not  permitted  to  confine  himself  to 
emotional  or  mental  disorders  alone,  or  that 
what  has  been  regarded  as  such  a disorder  be- 
comes revealed  in  the  course  of  study  as  an 
organic  disease. 

I know  personally  many  good  neurologists 
who  are  also  good  psychiatrists,  and  I am  sure 
that  all  of  you  can  think  of  similar  examples 
in  your  own  lives.  As  a matter  of  fact,  the 
psychiatrist  cannot  afford  to  be  without  good 
training  in  neurology-  All  of  us  must  frequent- 
ly decide  whether  a problem  is  structural  or 
psychogenic  in  origin.  For  me  this  still  remains 
one  of  the  most  difficult  problems  in  diagnosis 
with  which  I have  to  deal.  I am  sure  that  the 
same  is  true  of  my  psychiatric  colleagues.  How 
is  it  possible  for  a psychiatrist  to  determine 
that  a problem  is  of  psychogenic  origin  if  he 
fails  to  have  an  adequate  idea  of  what  structural 
nervous  system  disease  can  do?  And  conversely, 
how  can  a neurologist  come  to  a similar  decision 
if  he  is  not  aware  of  psychodynamic  mechan- 
isms? Help  can  always  be  obtained,  but  it  is 


often  not  desirable  or  necessary.  The  best  psy- 
chiatrists I have  seen  have  all  been  able  to  de- 
termine that  they  were  dealing  with  structural 
rather  than  psychogenic  problems  and  have 
turned  such  problem  over  to  a neurologist  for 
diagnosis  and  treatment.  The  issue  of  import- 
ance is  not  that  they  felt  inadequate  by  training 
or  disinclined  by  choice  to  handle  such  a prob- 
lem, but  that  they  had  the  basic  knowledge  neces- 
sary to  cull  them  out.  This  must  imply  organic 
training;  without  it  I cannot  see  how  psychi- 
atrists can  expect  to  recognize  the  many  organic 
states  which  pass  through  their  hands. 

I shall  not  belabor  the  issue,  obvious  to  us  all, 
that  organic  disease  often  appears  as  psycho- 
genic counterfeits.  We  have  all  had  the  experi- 
ence of  approaching  a problem  of  emotional  or 
personality  disorder,  only  to  find  that  the  issue 
is  resolved  as  one  of  organic  disease  of  the 
nervous  system.  We  have  all  seen  emotional  dis- 
orders which  proved  to  be  brain  tumors;  hys- 
teria, that  curse  of  careless  diagnosis,  which  has 
been  found  to  be  multiple  sclerosis,  hyperinsulin- 
ism,  disseminated  encephalomyelitis,  epilepsy,  or 
some  other  organic  pattern;  presenile  disorders 
which  were  found  to  be  brain  tumors,  etc.  It  is 
obviously  impossible  to  detect  organic  disease 
without  organic  training,  and  the  examples 
which  I have  mentioned  are  by  no  means  rare  in 
an  extensive  psychiatric  experience. 

Let  us  turn  now  to  a consideration  of  the 
second  objection,  namely,  that  neurology  is  of  no 
help  to  the  psychiatrists.  By  this,  I assume 
that  psychiatrists  mean  that  a knowledge  of 
neuropathology  or  neuroanatomy  is  of  no  help 
whatever  in  understanding  subconscious  mech- 
anisms, whatever  their  character.  I can  see  no 
quarrel  with  this  criticism,  but  I shall  revert  to 
it  later.  On  the  other  hand,  psychiatry  is  great- 
ly beholden  to  neurology  in  a historical  sense. 
Those  who  assert  that  neurology  has  done  little 
for  the  understanding  of  psychiatry  forget  that 
negative  results  often  bear  fruit.  It  is  important 
that  neurology  has  determined  no  anatomical 
basis  for  dementia  praecox  or  manic-depressive 
insanity,  at  least  with  our  present  investigative 
methods;  and  it  is  equally  important  that  we 
have  come  to  recognize  that  in  those  diseases  in 
which  findings  have  been  disclosed,  organic 
lesions  have  not  necessarily  explained  anything. 
The  work  needed  to  be  done,  however,  in  order 
to  free  our  minds  for  other  fields  of  approach. 
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The  loss  of  ganglion  cells  in  the  cerebral  cortex 
in  general  paresis,  senile  dementia,  or  cerebral 
arteriosclerosis  fails  to  explain  the  memory  loss, 
the  confusion,  or  the  personality  changes  as- 
sociated with  these  diseases,  but  it  has  been  as 
necessary  as  was  the  study  of  the  pathology  of 
the  pancreas  in  diabetes  for  the  discovery  of 
insulin,  for  researches  on  the  functions  of  the 
cerebral  cortex  which  may  still  bear  fruit  in 
the  understanding  of  cortical  dysfunction  in 
mental  disease  or  neuroses.  Far  from  discourag- 
ing a liaison  between  the  two  specialties,  neu- 
rology and  psychiatry  must  bend  their  efforts 
to  encouraging  a firmer  union,  precisely  because 
of  differences  in  approach  and  orientation.  Our 
understanding  of  poliomyelitis  must  depend 
fully  as  much  on  the  epidemiologist  as  on  the 
bacteriologist,  but  no  one  would  be  so  bold  as 
to  recommend  an  abandonment  of  one  approach 
to  the  exclusion  of  the  other. 

For  one  feature  of  the  psychiatrist’s  training, 
the  neurologist  must  assume  full  responsibility. 
I refer  to  what  he  has  forced  the  psychiatrist  to 
absorb  in  organic  neurology.  His  responsibility 
in  this  connection  arises  from  the  establishment 
of  the  certification  board  of  psychiatry  and  neu- 
rology. At  the  time  of  its  formation  it  was  de- 
termined that  the  two  specialties  were  not  to 
lie  separated  and  rules  were  formulated  for  the 
basic  requirements  of  certification  in  neurology 
or  psychiatry,  or  both.  Organic  neurology  and 
its  basic  sciences  were  designated  as  necessary 
for  certification  in  psychiatry,  which  is,  in  my 
eyes,  a legitimate  condition  for  certification.  I 
believe,  however,  that  the  emphasis  has  been 
wrongly  placed.  It  seems  to  me  more  important 
to  give  the  psychiatrist  a thorough  grounding- 
in  anatomy  of  the  nervous  system  and  its  physi- 
ology, than  to  expect  him  to  know  niceties  in 
the  differential  diagnosis  of  nervous  disease. 
Which  brings  me  to  what  I consider  to  be  the 
most  important  contribution  of  neurology  to 
psychiatry. 

Not  long  ago  I engaged  in  controversy  with 
a psychoanalyst  concerning  this  very  problem. 
I made  what  seemed  to  me  to  be  a simple  and 
reasonable  assertion,  namely,  that  an  understand- 
ing of  the  anatomy  and  physiology  of  the  nervous 
system  was  important  to  both  neurologist  and 
psychiatrist  alike.  I was  told  in  no  uncertain 
terms  that  psychiatry  is  interested  in  treatment, 
the  inference,  of  course,  being  that  anatomy  and 


physiology  could  add  nothing  to  the  under- 
standing of  mechanisms  and  treatment.  This 
may  be  true,  but  it  is  certainly  debatable.  My 
contention,  however,  is  that  something  should  be 
known  of  these  subjects  in  order  to  prepare  the 
psychiatrist  for  further  advances.  It  may  well 
be  true  that  a knowledge  of  the  hypothalamus 
is  of  no  help  in  defining  the  phobias  or  obses- 
sions, but  with  our  advancing  knowledge  con- 
cerning the  brain  and  its  connections,  new  dis- 
coveries are  being  made  of  which  the  psychi- 
atrist can  ill  afford  to  be  ignorant.  Wherein 
can  the  psychiatrist  suffer  in  knowing  what 
there  is  to  know  concerning  the  role  of  the  hy- 
pothalamus in  the  expression  of  the  emotions? 
What  can  be  lost  by  a knowledge  of  the  role  of 
the  orbital  gyri  in  emotional  problems,  or  of 
the  cingular  gyrus  in  similar  questions?  Where 
is  his  loss  in  understanding  what  the  neurolo- 
gist knows  about  the  structural  basis  of  intel- 
lect? Can  he  afford  to  neglest  what  happens  to 
the  intellect  or  to  emotional  reactions  after 
leucotomy  or  after  the  removal  of  parts  of  the 
brain  ? Is  he  so  satisfied  with  metaphysical 
explanations  for  many  of  his  problems  that  he 
can  thrust  aside  without  scrutiny  what  is  known 
about  the  structural  basis  of  inhibition,  or  agi- 
tation, or  of  depression?  He  can  ill  afford  to 
be  ignorant  of  the  structural  basis  of  compul- 
sive laughing  and  crying,  or  the  reason  for 
mood  changes  in  many  forms  of  nervous  system 
disease.  How  many  psychiatrists  are  concerned 
with  speech  problems  such  as  aphasia  or  agnosia, 
yet  without  this  one  faculty  which  distinguishes 
man  from  the  apes,  he  would  know  nothing  of  his 
patients.  Hoav  can  he  neglest  to  understand  the 
problems  of  speech  defect  and  of  the  relation- 
ship of  intellect  to  speech  ? 

These  are  some  of  the  problems  which  the 
psychiatrist  must  recognize.  Advances  are  being 
made  constantly  in  neurology  which  are  im- 
portant to  the  psychiatrist.  He  cannot,  in  my 
opinion,  overlook  them  or  he  cannot  regard  him- 
self as  a well-trained  psychiatrist-  It  is  the 
prepared  and  receptive  mind  which  is  capable 
of  advance,  and  there  can  be  no  preparation  in 
the  face  of  rejection.  It  is  this  feature  of  neu- 
rology which  I should  emphasize  for  psychi- 
atrists. I have  had  occasion  to  present  some  of 
the  material  I have  mentioned  to  some  of  the 
younger  psychiatrists  in  training,  and  I have 
been  gratified  to  have  them  ask  for  more.  Yet 
mature  and  established  psychiatrists  give  it  little 
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attention.  I happen  to  serve  on  the  Dean’s  sub- 
committee for  veterans’  training,  one  of  the 
early  duties  of  which  was  to  arrange  a program 
for  the  training  of  fellows  in  psychiatry  in  the 
Veterans’  Administration.  An  elaborate  and 
beautifully  planned  course  was  constructed, 
with  lectures  in  anthropology,  sociology  and  all 
the  social  sciences  pertaining  to  psychiatry.  No 
one  had  thought  of  a lecture  or  lectures  on  the 
structural  basis  of  the  emotions,  but  it  was 
eagerly  inserted  when  it  was  suggested. 

All  things  considered,  there  should  be  no  con- 
troversy between  the  specialties  of  neurology 
and  psychiatry  unless  the  psychiatrist  is  con- 
tent to  be  lost  in  metaphysics.  Neurology  can 
help  the  psychiatrist,  but  only  if  those  respon- 
sible for  the  training  of  young  specialists  recog- 
nize its  possibilities  and  are  willing  to  urge  him 
to  take  advantage  of  them. 

What  can  lie  done  about  the  problems  which 
I have  raised?  Those  of  you  who  have  had  the 
misfortune  to  be  known  either  as  psychiatrists 
or  as  neurologists  realize  that  they  are  real  prob- 
lems which  are  very  much  in  the  news  at  the 
present  time.  I should  like  to  make  a few  sug- 
gestions which  seem  to  me  to  be  pertinent,  in 
the  hope  that  in  the  future  we  may  develop  an 
even  more  skillful  group  of  specialists  than  Ave 
liaA^e  at  the  present  time. 

In  the  first  place,  I should  insist  that  psychi- 
atrists in  training  be  gWen  adequate  organic 
background  for  the  reasons  Avhich  1 ha\re  tried 
to  develop.  It  is  no  secret  that  neurologists  ob- 
tain better  training  in  psychiatry,  than  psychi- 
atrists do  in  neurology.  This  is  primarily  due 
to  the  fact  that  a neurologist  in  training  actual- 
ly receives  a year  or  more  in  psychiatry,  Avhere- 
as  the  only  neurology  which  most  psychiatrists 
receive  is  often  only  a quick  survey  course  for 
the  purpose  of  passing  a board  examination.  If 
Ave  grant  that  an  understanding  of  brain  mech- 
anisms is  desirable,  I think  it  must  then  folloAv 
that  a serious  study  of  the  structural  features 
of  the  central  nervous  system  is  necessary  for 
good  psychiatry.  For  this  purpose,  a year’s  resi- 
dency in  neurology  is  ideal,  but  if  this  is  not 
possible,  then  T believe  that  it  is  the  responsi- 
bility of  those  in  charge  of  training  young  psy- 
chiatrists to  see  to  it  that  some  time  is  devoted 
to  the  study  of  structural  mechanisms.  The 
young  psychiatrists  in  training  Avith  whom  I 


have  had  contact  have  had  neither  a neurologi- 
cal residency,  nor  a serious  course  in  neurology. 
They  are  content  to  study  psychiatry  only,  be- 
cause their  preceptors  are  content  to  have  them 
do  so,  largely,  I believe,  because  of  a nihilistic 
attitude  toAvard  the  possibilities  of  neurological 
training. 

If  it  is  agreed  that  such  an  approach  is  desir- 
able, we  are  immediately  confronted  by  the  prob- 
lem of  what  to  offer  a psychiatrist  in  the  Avay  of 
neurological  background.  He  should,  in  my 
opinion,  have  a basic  understanding  of  neuro- 
logical diseases  as  such  in  order  to  recognize/ 
and  separate  the  structural  from  the  psycho- 
genic, and  in  order  also  to  handle  neurological 
problems  adequately.  Here  I part  company 
with  most  of  my  neurological  colleagues.  Though 
a knowledge  of  the  natural  history  of  neurologi- 
cal diseases  is  essential,  there  are,  in  my  opinion, 
more  important  approaches  to  the  training  of  the 
young  psychiatrist.  His  organic  training  should 
be  concerned  in  large  degree  Avith  those  aspects 
of  neurology  Avhich  have  some  bearing,  no  mat- 
ter how  remote,  on  his  psychiatric  thinking.  He 
must  be  trained  in  an  understanding  of  cortical 
and  reflex  physiology ; he  should  have  some 
knowledge  of  conditioned  reflexes;  of  experi- 
mental neuroses;  of  the  structural  basis  for  the 
emotions  and  the  intellect;  of  the  effect  on  the 
latter  of  cortical  and  cerebral  ablations;  of  the 
deficits  induced  by  leucotomy;  and  of  the  path- 
ology of  mental  disorders.  All  these  can  be  pre- 
sented in  such  a fashion  as  to  combine  anatomy, 
physiology  and  pathology  in  such  a Avav  as  to 
give  the  psychiatrist  in  training  a fuller  back- 
ground and  hence  a richer  comprehension  of 
psychiatry.  It  serves  the  even  more  useful  pur- 
pose of  preparing  him  for  advances  in  his  field, 
and  avoids  the  rigidity  so  characteristic  of  most 
present-day  psychiatrists;  a rigidity  character- 
ized by  the  conviction  that  organic  neurology  can 
offer  little  for  the  understanding  of  subconscious 
or  unconscious  mechanisms. 

There  must  be  no  cleavage  between  our  spe- 
cialties and  1 am  particularly  happy  that  you 
have  seen  fit  to  combine  both  neurology  and 
psychiatry  in  your  new  section.  I believe  deeply 
that  an  interchange  of  ideas  betAveen  neuro- 
psychiatrists  and  psychiatric-neurologists  can 
result  only  in  greater  mutual  understanding  and 
the  eventual  promotion  of  greater  advances  in 
the  tAvo  disciplines. 
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PHLEBOTHROMBOSIS,  PRESENT  STATUS  OF  DIAGNOSIS 

AND  TREATMENT 

ROBERT  A.  PRICE,  M.  D. 


T)HLEBOTHROMBOSIS  is  a relatively  new 
medical  term  meaning  the  early,  quiet,  dan- 
gerous stage  of  venous  thrombosis.  This  state 
is  to  be  distinguished  from  the  late,  obstructive, 
more  symptomatic  stage  known  as  thrombophle- 
bitis. Phlebothrombosis,  as  such,  may  resolve 
spontaneously  and  not  reach  the  obstructive 
stage,  it  may  persist  for  weeks  or  months  with 
or  without  causing  embolic  phenomena,  or  it 
may  suddenly  cause  death  by  massive  pulmonary 
embolism.  Because  of  this  fact,  it  behooves  us 
all  to  recognize  and  treat  properly  this  poten- 
tially fatal  disease. 

ETIOLOGY 

Phlebothrombosis  is  seen  most  frequently  in 
bedridden  patients  above  the  age  of  fifty,  al- 
though it  appears  at  all  ages  when  predispos- 
ing factors  are  present.  Long  periods  of  inactiv- 
ity in  bed  promote  a sluggish  circulation  and 
venous  stasis,  encouraging  thrombus  formation. 
Changes  in  blood  composition,  such  as  increased 
platelets,  leukocytes,  fibrinogen  and  globulin, 
which  are  found  in  postoperative,  postpartem, 
fracture  and  septic  patients,  contribute  greatly 
to  the  increased  viscosity  of  the  blood  and  thus 
promote  thrombosis. 

Most  physicians  associate  phlebothrombosis 
with  postoperative  patients,  but  according  to 
Homans1  only  one-fourth  of  thromboembolism  is 
found  in  this  group.  Approximately  fifty  per 
cent  of  phlebothrombosis  cases  are  medical  pa- 
tients, primarily  cardiacs  who  are  inactive  be- 
cause of  or  as  treatment  for  their  illness.  The 
remaining  twenty-five  per  cent  constitute  the 
orthopedic  and  postpartem  patients  with  com- 
plicating thrombosis. 

The  onset  of  the  thrombosis  in  these  cases  is 
below  the  inguinal  ligament  in  at  least  ninety 
per  cent  of  the  cases-  Therefore  our  attention 
should  be  focused  to  this  region  not  only  to  find 
explanation  for  sudden  pulmonary  pain  or  em- 
barrassment, but  to  discover  cases  of  quiet  phle- 
bothrombosis before  embolism  occurs. 

SYMPTOMS  AND  FINDINGS 

All  too  frequently  the  signs  of  early  throm- 
bosis are  absent  or 'so  minimal  that  they  are  not 
detected  by  precursory  examination.  According- 


ly a mild  or  severe  chest  pain  with  or  without 
dyspnea  and  hemoptysis  may  be  the  initial  symp- 
toms of  a loosely  attached  coagulation  thrombus 
in  the  veins  of  one  of  the  lower  extremities. 
Allen  and  colleagues7  report  chest  complaints 
as  initial  symptoms  in  II  per  cent  of  their  pa- 
tients at  Massachusetts  General  Hospital.  Fre- 
quently such  cases,  especially  when  seen  in  car- 
diac patients,  are  improperly  diagnosed  as  coro- 
nary occlusion  and  the  vital  prophylactic  ther- 
apy is  not  administered,  often  with  resulting 
fatality.  Paul  White2  and  other  investigators3 
have  reported  extensively  on  the  interrelation- 
ship of  these  two  conditions. 

Homan’s  sign  (calf  pain  on  dorsi-flexion  of 
foot)  is  the  classical  finding  in  deep  venous 
thrombosis  of  the  legs.  However,  this  sign  is 
frequently  absent  in  subsequently  proven  cases 
of  phlebothrombosis  and  may  be  positive  in 
many  unrelated  conditions  of  the  lower  legs1 
Collins  and  Nelson5  found  this  sign  to  be  present 
in  sixty  to  seventy  per  cent  of  their  cases.  Meigs 
and  IngersolF  elicited  a positive  Homan’s  sign 
in  only  twenty-five  to  thirty  per  cent  of  their 
series.  Moses1  feels  that  calf  tenderness , i.  e.  pain 
on  direct  pressure  on  the  deep  veins  of  the  calf, 
is  the  most  diagnostic  early  sign.  Lateral  com- 
pression is  no(,  nearly  as  painful  but  is  frequent- 
ly more  so  in  unrelated  calf  conditions.  This 
local  calf  tenderness  is  present  in  fifty  to  sixty 
per  cent  of  reported  series.0’  7 Ochsner  points 
out  that  the  sole  of  the  foot  may  be  the  only 
tender  area. 

Calf  swelling.  An  increase  in  the  circumfer- 
ence of  the  calf  or  of  both  the  calf  and  thigh  of 
one  centimeter  or  more  may  be  a significant 
finding.  Sixty-seven  per  cent  of  a large  series7 
had  significant  swelling.  If  tenderness  and 
swelling  are  both  present,  diagnosis  of  early 
thrombosis  is  imminent.  Meigs6  and  associates 
feel  that  sudden  leg  swelling  and  a positive  Ho- 
man's sign  together  are  diagnostic  of  this  con- 
dition- Certainly  any  unilateral  leg  swelling, 
especially  when  associated  with  pulmonic  symp- 
toms, pregnancy  or  pelvic  tumors,  should  prompt 
investigation  into  the  condition  of  the,  venous 
system. 
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Temperature,  Pulse  and  Respiration:  Any 

persistent  elevation  of  the  temperature,  pulse 
and  respiratory  rate  in  a bedridden  patient 
should  immediately  suggest  to  the  physician  the 
possibility  of  phlebothrombosis  and  pulmonary 
embolism.  Some  clinics  speak  of  the  “Allen 
sign”  which  is  an  increase  in  the  temperature, 
pulse  and  respirations  with  vague  leg  symptoms, 
suggesting  to  the  clinician  the  possibility  of  a 
small  pulmonary  infarct.  Ochsner  reports  that 
there  is  often  a relative  tachycardia  in  cases  of 
thromboembolism.  Such  patients  may  also  com- 
plain of  a feeling  of  impending  disaster  and 
may  have  had  an  undiagnosed  pulmonary  em- 
bol  us. 

DIAGNOSIS 

This  is  readily  made  in  a bedridden  patient 
who  has  developed  sudden  swelling  of  the  lower 
extremity,  calf  tenderness,  a positive  Homan’s 
sign  and  vague  chest  symptoms.  Such  a conclu- 
sion is  reached  with  greater  difficulty  if  only 
one  or  two  of  these  findings  are  present.  Some 
authorities  recommend  the  use  of  phlebography 
in  such  instances,  being  most  enthusiastic  about 
this  procedure.  Bauer8  of  Sweden  employs  this 
diagnostic  method  frequently  and  believes  it  to 
be  almost  one  hundred  per  cent  reliable.  Moses4 
feels  that  this  test  is  unreliable,  especially  in  the 
early  stages  of  venous  thrombosis.  Allen7  re- 
ported that  one-third  of  his  cases  with  negative 
phlebograms  had  positive  findings  of  thrombosis 
at  operation.  We  must  conclude  then  that  this 
technique  is  only  reliable  when  employed  by 
those  who  are  well  trained  in  its  use. 

TREATMENT 

The  reports  of  numerous  investigators9,10,11,12,13 
confirm  many  advantages  of  anticoagulant  ther- 
apy over  those  of  surgical  ligation  of  the  in- 
volved veins.  This  treatment  takes  effect  quick- 
ly and  in  a vast  majority  of  cases  aborts  the 
dangerous  complications  of  phlebothrombosis 
and  promotes  early  resolution  of  the  pathologi- 
cal changes  in  the  venous  system. 

Heparin  is  the  quickest  acting  and  most  dra- 
matic of  the  anticoagulant  drugs.  It  was  dis- 
covered first  in  the  buccal  glands  of  leeches,  is 
now  obtained  commercially  from  ox  lung.  It  acts 
by  inhibition  of  prothrombin  in  the  circulating 
blood,  thus  decreasing  the  thrombin  which  is 
required  in  the  formation  of  fibrin,  an  essential 
in  blood  coagulation.  It  was  employed  clinically 
for  the  first  time  in  1935  by  Crafoord9, 11  of 


Sweden,  and  Murray11, 13  of  Toronto,  both  of 
whom  have  written  extensive  reports  of  its  suc- 
cessful use. 

Heparin  is  usually  given  intravenously  as  a 
continuous  drip  at  the  rate  of  1-3  milligrams  per 
hour,  as  regulated  by  the  blood  coagulation  time 
(Lee  and  White  method),  or  by  intermittent  in- 
jections14 of  50-75  milligrams  every  three  or  four 
hours,  depending  on  the  response  of  the  coagula- 
tion time.  Some  patients  are  heparin  resistant 
in  the  postoperative  period,  while  others  are 
hyperreactors  and  respond  alarmingly  to  even 
small  doses-  Therefore  close  laboratory  control  is 
necessary  when  this  drug  is  used.  Recently 
Loewe  and  associates15, 10  and  Evans  and  Boiler17 
have  used  a preparation  of  “heparin  in  Pitkin’s 
menstruum”  which  is  given  subcutaneously  in 
200  to  400  milligram  doses  every  other  day.  They 
have  found  that  this  preparation  successfully  in- 
creases the  coagulation  time  of  the  blood  to  the 
desired  level,  i.  e.  two  to  three  times  the  normal 
level.  The  rare  case  in  which  hemorrhage  occurs 
as  a residt,  of  too  rapid  heparin  absorption  can 
be  easily  controlled  with  a transfusion  of  250 
to  500  c.c.  of  whole  blood. 

Because  of  the  expense  and  the  clinical  and 
laboratory  observation  which  is  necessary  in  the 
heparinized  patient,  it  is  usually  used  in  con- 
junction with  dicumarol,  the  heparin  being  dis- 
continued after  the  dicumarol  effect  is  evident 
which  usually  comes  within  48  to  72  hours  after 
the  onset  dose.  Dicumarol  is  not  a physiological 
substance,  is  obtained  from  sweet  clover  and  is 
relatively  inexpensive.  It  acts  by  diminishing 
the  prothrombin  formation  by  the  liver  and  does 
not  effect  the  circulating  prothrombin.  The  on- 
set dose  is  usually  200-300  milligrams  orally, 
followed  by  100-200  milligrams  on  the  second 
day,  and  50-100  milligrams  on  each  day  there- 
after, depending  on  the  prothrombin  level  in 
the  circulating  blood.  The  goal  is  to  maintain 
the  prothrombin  per  cent  or  the  prothrombin 
time  at  twenty  to  forty  per  cent  of  normal. 
Donaldson25  feels  that  when  the  prothrombin 
time  response  is  twice  the  “normal  reading,” 
the  prothrombin  content  of  the  blood  is  reduced 
to  thirty  per  cent  of  normal  and  serious  bleeding 
may  ensue.  Each  day’s  dosage  will  depend  on 
the  prothrombin  determination  which  is  taken 
and  reported  to  the  doctor  before  the  daily 
dicumarol  is  ordered.  There  is  danger  of  hem- 
orrhage if  the  level  drops  below  ten  per  cent  of 
normal,  and  if  such  occurs  it  may  be  counter- 
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acted  by  large  doses  of  vitamin  K and/or  a trans- 
fusion18, 25  of  whole  blood. 

Dicumarol  is  contraindicated  in  cases  of  post- 
partem  hemorrhage,  obstructive  jaundice  and 
other  types  of  liver  disease,  blood  dyscrasias 
and  in  cases  of  severe  renal  damage.  It  has  been 
advocated  in  cases  of  coronary  artery  occlusion 
and  myocardial  infarction18,  27  and  apparently 
does  not  harm  the  cardiac  patient  as  was  orig- 
inally believed. 

Patients  on  anticoagulant  therapy  for  phlebo- 
thrombosis  should  at  first  be  on  an  absolute  bed 
rest  regime.  Deep  breathing  and  straining  at 
stool  should  be  discouraged  as  this  tends  to  suck 
more  venous  blood  and  emboli  back  to  tbe  lungs-28 
Exercises  in  bed  and  then  gradual  ambulation 
should  be  started  as  soon  as  tbe  anticoagulants 
have  demonstrated  their  activity  by  stopping 
the  spread  of  the  thrombosis  and  diminishing  the 
clinical  signs  and  symptoms.  Bauer11  starts  his 
heparinized  patients  on  exercises  in  bed  on  the 
second  day  of  treatment  and  has  them  out  of 
bed  as  soon  as  the  acute  symptoms  are  gone. 

Surgical  treatment : Ligation  of  the  superfi- 
cial femoral  veins,  and  at  times  the  common 
femoral,  iliacs  or  even  the  vena  cava,  is  advo- 
cated by  many  groups  as  the  treatment  of  choice 
or  as  an  entirely  satisfactory  treatment  for  phle- 
bothrombosis1,  5’  7'  19>  20,  25.  This  procedure  is 

usually  done  under  local  anesthesia  and  carries 
with  it  little  or  no  operative  mortality.  No  case 
of  fatal  embolus  occurring  during  or  as  a result 
of  this  surgery  has  been  reported0. 

In  most  cases  it  is  necessary  to  ligate  only  the 
superficial  femoral  vein.  However,  it  is  not  in- 
advisable to  tie  off  both  the  superficial  femoral 
vein,  and  the  saphenous  vein,  if  the  circumstanc- 
es so  indicate.  The  common  .femoral  vein  is  fre- 
quently ligated  when  both  the  superficial  and 
deep  femoral  branches  are  involved.  This  results 
in  temporary  edema  of  the  limb,  but  this  should 
recede  to  normal  within  a year’s  time  “unless 
a true  phlebitis  was  present”6,  in  which  case  the 
limb  may  never  regain  its  normal  size.  Inter- 
ruption of  the  iliac  veins  or  the  inferior  vena 
cava  may  be  indicated  in  cases  of  pelvic  throm- 
bosis, especially  if  septic  emboli  are  being  spread. 
With  these  more  hazardous  procedures,  however, 
increasing  morbidity  and  mortality  are  en- 
countered.* 

After  ligation,  which  is  usually  bilateral,  early 
mobilization  of  the  patient  is  advised,  even  when 

* For  details  of  surgical  technique,  see  references  6,  21,  25.  26. 


true  phlebitis  is  found.  Exercises  in  bed  may 
be  preferable  in  some  cardiac  cases.  Evans22  and 
Wright28  suggest  that  surgical  ligation  be  fol- 
lowed by  intensive  anticoagulant  therapy. 

Although  controversy  still  exists  between  the 
advocates  of  surgical  ligation  and  those  in  favor 
of  anticoagulant  treatment,  there  remain  certain 
cases  where  surgery  is  unquestionably  indicated. 
Elderly  patients  with  hip  or  leg  fractures  who 
are  being  treated  by  plaster  cast  immobilization 
for  long  periods  should  be  treated  by  prophy- 
lactic superficial  femoral  vein  ligation.  Patients 
with  septic  thrombophlebitis  should  have  immedi- 
ate vein  interruption  proximal  to  the  involved 
vessels.23  The  advent  of  penicillin  and  heparin 
has  materially  aided  in  the  treatment  of  septic 
thrombosis,  but  these  measures  alone  may  be 
unsuccessful.  In  cases  where  dicumarol  is  con- 
traindicated and  heparin  in  Pitkin’s  menstruum 
is  not  available,  surgical  ligation  must  be  car- 
ried out. 

PROPHYLAXIS 

There  are  men  who  believe  that  all  phlebo- 
thrombosis  is  avoidable  and  that  the  alert  physi- 
cian will  not  allow  his  patients  to  develop  this 
condition-24  There  are  numerous  methods  of 
prophylaxis  which  should  be  generously  em- 
ployed. In  surgical  patients  the  preoperative 
reduction  of  obesity  is  of  undeniable  value. 
Allen19  reports  458  successful  bilateral  prophy- 
lactic vein  ligations  in  surgical  patients  above 
the  age  of  sixty-five  at  the  Massachusetts  Gen- 
eral Hospital.  This  practice  seems  to  be  particu- 
larly indicated  in  patients  with  fractured  hips 
and  in  those  undergoing  gastric  or  bowel  resec- 
tion or  prostatectomy.  The  postoperative  use  of 
anticoagulants  or  prophylactic  vein  ligation  in 
patients  giving  a history  of  venous  disturbance 
should  be  employed.  The  prenatal  correction 
of  varicose  veins  or  the  use  of  compression  band- 
ages during  delivery  should  be  religiously  fol- 
lowed. Ochsner  recommends  that  surgical  pa- 
tients refrain  from  smoking  for  one  week  prior 
to  operation.  The  recent  trend  toward  early 
ambulation  in  surgical  and  obstetrical  cases  is  a 
major  factor  in  preventing  the  formation  of 
loose  venous  thrombi.  Many  favorable  reports 
pertaining  to  this  movement  are  seen  in  current 
medical  literature.29,  30  The  use  of  external  fixa- 
tion with  rods  and  bars  as  treatment  of  fracture 
cases,  allowing  early  movement  of  tbe  involved 
parts,  greatly  decreases  thromboembolic  compli- 
cations.31, 32  For  the  surgical  patient  who  must 
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remain  in  bed,  early  leg  exercises,  frequent 
change  of  position,  adequate  hydration,  the  pre 
vention  of  increased  abdominal  tension  by  dis- 
carding the  compression  dressing  to  the  abdomen 
are  all  factors  that  aid  in  preventing  dangerous 
phlebothrombosis. 

In  medical  patients  where  long  periods  of  bed 
rest  appear  advisable  specific  precautions  should 
be  taken.  Gentle  massage,  leg  exercise,  frequent 
change  in  position  should  be  employed.  Partial 
ambulation  as  soon  as  possible  should  be  insti- 
tuted. Anticoagulant  therapy  and/or  prophy- 
lactic venous  ligation  are  often  life-saving  meas- 
ures. The  favorable  reports  now  appearing 
which  recommend  the  use  of  dicumarol  in  cases 
of  coronary  occlusion  and  myocardial  infarction 
will  undoubtedly  do  much  to  abort  thromboem- 
bolic, complications  in  this  condition. 

CONCLUSIONS 

1.  Phlebothrombosis  is  the  early,  quiet,  dan- 
gerous stage  of  deep  venous  thrombosis  which 
may  cause  sudden  death  in  bedridden  patients 
by  releasing  massive  emboli.  It  is  not  a purely 
surgical  complication,  most  often  appearing  in 
medical,  fracture  and  obstetrical  patients. 

2-  Phlebothrombosis  is  characterized  by  pain, 
swelling  or  tenderness  in  the  legs  of  variable  in- 
tensity, and  in  some  instances  by  elevation  of 
the  temperature,  pulse  and  respiratory  rate.  In 
the  usual  case  only  one  or  two  of  these  symptoms 
are  present,  rarely  all  of  them. 

3.  Treatment  should  lie  undertaken  with 
either  the  anticoagulants  heparin  or  dicumarol, 
or  by  surgical  ligation  of  the  involved  veins,  or 
by  both  of  these  methods. 

4.  Phlebothrombosis  may  be  prevented  by 
early  activity  and  ambulation  in  the  operated 
patient,  by  exercises  and  movement  of  the  bed- 
ridden patient,  or  by  the  prophylactic  use  of 
dicumarol  or  superficial  femoral  vein  ligations. 
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THE  Rh.  BLOOD  FACTOR 

BAYLESS  CLINICAL  LABORATORY 


Douglas, 

'"["'HE  Rh  Factor  has  become  the  most  out- 
A standing  discovery  in  the  realm  of  hematol- 
ogy in  many  years,  and,  while  it  is  a relatively 
new  subject,  vet  it  has  become  of  PARAMOUNT 

Paper  given  before  the  Regular  Monthly  Meeting  of  the 
Cochise  County  Medical  Society. 


Arizona 

issue  in  the  medical  profession  and  in  the  eyes  of 
the  laiety  as  well. 

The  symbol  Rh  is  the  prefix  to  designate  the 
presence  or  absence  of  a specific  agglutinogen 
in  the  blood  stream,  that  is,  the  RED  blood  cells. 
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About  one-seventh  of  the  human  beings  lack  this 
particular  constituent. 

It  received  its  name  from  the  RHESUS  mon- 
key, the  Guinea  Pig  of  Landsteiner.  It  was  first 
discovered  in  1937  by  Weiner  and  Landsteiner. 
reported  in  1940,  and  no  medical  discovery  has 
become  more  widely  known  than  the  Rh  factor 
in  the  same  space  of  time  with  its  .relation  to 
congenital  hemolytic  disease  and  intra-group 
transfusion  reactions.  Over  600  papers  dealing 
with  this  and  related  subjects  have  appeared  in 
the  few  years  that  have  elapsed  since  it  first 
came  to  light. 

The  Rh  blood  factor  is  an  antigenic  substance 
in  the  human  blood  similar  to  the  A & B factors 
which  determine  blood  groups,  and  apparently 
present  only  in  the  Red  blood  cells. 

Landsteiner  isolated  an  agglutinogen  in  the 
red  blood  cells  of  the  Rhesus  monkey,  and  later 
found  this  same  substance  in  the  cells  of  about 
85%  of  the  white  individuals.  On  this  discovery 
hinges  all  of  our  Rh  problems. 

The  discovery  that  the  blood  of  all  individuals 
falls  into  one  of  four  groups,  namely : A,  AB,  B, 
or  0,  made  possible  the  transfusion  of  whole 
blood  from  one  individual  to  another.  However, 
transfusion  reactions  continue  to  be  a source  of 
no  little  concern.  Various  factors,  among  them 
the  anticoagulant  used,  the  rate  of  transfusion, 
the  presence  of  pyrogens,  etc.,  served  to  explain 
the  occasional  REACTION,  but  did  not  com- 
pletely clarify  the  problem.  Landsteiner,  Wein- 
er and  Levine  demonstrated  the  existence  of  sub- 
groups and  proved  them  to  be  possible  causes  of 
the  occasional  post-operative  transfusion  reac- 
tion observed  even  after  careful  grouping  and 
cross-matching  had  been  done  on  blood  used. 

A transfusion  reaction  which  results  from  the 
use  of  donor  blood  compatible  with  the  blood  of 
the  recipient  is  caused  by  the  agglutination  of 
the  recipient’s  RED  blood  cells.  A clear  under- 
standing of  this  agglutination  process  is  best 
obtained  by  remembering  the  hypothesis  of  the 
original  investigators,  that  is,  “the  serum  of 
each  blood  group  contains  a definite  substance 
called  ‘agglutinin,’  which  possesses  the  property 
of  agglutinating  the  red  blood  cells  of  the  other 
groups.”  Also,  “the  red  blood  cells  themselves 
contain  a substance  termed  ‘agglutinogen,’  upon 
which  the  agglutinin  acts  to  cause  agglutina- 
tion.’’ Obviously,  the  blood  of  any  given  indi- 
vidual does  not  contain  corresponding  agglutin- 
ins and  agglutinogens,  as  that  would  lead  to 


isohemoagglutination,  a condition  incompatible 
with  life. 

Modern  medical  authorities  have  now  accept- 
ed the  Rh  question  and  the  matter  of  making 
the  anti-Rh  test  as  a routine  procedure  in  all 
hospital  laboratories.  This  test  is  compulsory  in 
most  obstetrical  departments.  It  is  used  to  clas- 
sify the  blood  of  pregnant  women,  to  determine 
as  far  in  advance  as  possible  the  probability  of 
Erythroblastosis  Fetalis  in  the  newborn  child. 
It  is  essential  to  make  these  tests  in  all  cases  of 
repeated  blood  transfusions,  so  as  to  avoid  isoim- 
munization of  any  recipient  of  whole  blood.  It  is 
generally  conceded  that  no  Rh  negative  female 
should  be  transfused  with  any  but  definite  Rh 
negative  blood,  so  that  there  can  be  no  possi- 
bility later  on  in  married  life  of  this  individual 
becoming  unduly  isoimmunized  during  preg- 
nancy by  a possible  Rh  positive  husband. 

ISOIMMUNIZATION 

Levine  has  pointed  out  that  the  term  “isoim- 
munization” used  in  connection  with  these 
cases  denotes  immunization  within  the  same 
species ; that  is,  the  individual  being  immunized 
and  the  source  of  the  immunizing  stimulus  be- 
long to  the  same  species.  From  this,  it  is  obvious 
that  patients  receiving  multiple  blood  transfu- 
sions may  be  subject  to  isoimmunization.  A 
necessary  condition  is  an  antigenic  difference  in 
the  bloods  of  donor  and  recipient ; in  each  case 
the  difference  is  manifested  by  the  presence  of 
a particular  blood  factor  in  the  donor  and  its  ab- 
sence in  the  recipient.  This  condition  is  fre- 
quently satisfied  in  many  cases  of  repeated 
transfusions ; however,  immune  agglutinins  are 
rarely  produced,  because  many  human  blood  fac- 
tors which  immunize  animals  are  not  antigenic 
in  man.  There  is  an  exception  to  this  statement, 
and  that  exception  is  the  Rh  factor,  which  has 
been  shown  to  be  responsible  for  transfusion 
reactions  in  the  Rh  negative  recipients  who, 
during  the  course  of  multiple  transfusions,  pro- 
duce in  their  own  serum  anti-Rh  agglutinins. 
The  Rh  factor  is  a good  antigen  for  the  Rh 
negative  mothers  as  well  as  for  Rh  negative 
recipients. 

The  clinical  importance  of  Rh  isoimmuniza- 
tion concerns  two  possible  dangers:  (1)  Trans- 
fusion of  Rh  Positive  blood  into  individuals  who 
have  been  immunized  against  the  Rh  antigen, 
either  by  previous  transfusion  or  from  an  Rh 
positive  fetus,  is  likely  to  result  in  serious  trans- 
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fusion  accidents;  and  (2)  The  Rh  positive  off- 
spring of  a mother  whose  serum  contains  anti-Rh 
agglutinins  may  present  the  manifestations  of 
erythroblastosis  fetalis. 

Indications:  The  major  indications  for  Rh 
typing  are:  (1)  to  prevent  transfusion  accidents, 
and  (2)  to  forewarn  against  the  possible  occur- 
rence of  erythroblastosis  fetalis.  In  both  cata- 
gories,  determination  of  Rh  type  affords  an  aid 
in  establishing  the  etiology  of  the  condition 
should  it  occur. 

ERYTHROBLASTOS 1 8 FETAL  1 S 

The  syndrome  of  erythroblastosis  fetalis  in- 
cludes a group  of  related  conditions : fetal  hy- 
drops, acute  icterus  neonatorum,  and  hemolytic 
anemia  of  the  newborn.  According  to  the  hy- 
pothesis of  Levine,  in  the  typical  case  the  moth- 
er is  Rh  negative,  and  the  baby  Rh  positive.  Due 
to  some  defect  in  the  placenta,  fetal  blood  (isoag- 
glutinogen) enters  the  circulation  of  the  moth- 
er, and  the  isoantibodies  produced  in  the  mother 
pass  through  the  placenta  into  the  fetal  circu- 
lation. In  severe  cases,  there  results  extensive 
destruction  of  blood  cells  of  the  fetus.  Levine 
has  concluded  that  at  least  90%  of  all  cases  of 
erythroblastosis  can  be  traced  to  isoimmuniza- 
tion to  the  Rh  factor.  The  rest  are  presumably 
due  to  isoimmunization  to  other  factors,  or  to 
certain  diseases  such  as  syphilis,  which  favor 
the  transmission  of  hemolytic  substances  from 
mother  to  fetus. 

Not  all  cases  of  pregnancy  in  which  Rh  nega- 
tive mothers  have  Rh  positive  fetuses  result  in 
erythroblastoic  infants.  The  statistical  possibility 
of  this  Rh  relationship  approximates  10%,  where- 
as erythroblastosis  occurs  only  once  in  about  400 
births.  The  chief  explanation  for  the  relative  in- 
frequency of  erythroblastosis  lies  in  the  normal 
impermeability  of  the  placental  barrier  and  in 
individual  differences  of  mothers  in  development 
of  an  immune  response. 

The  identification  of  blood  groups  and  types 
is  of  great  clinical  importance  from  two  major 
aspects : 

(1)  To  avoid  transfusion  reactions,  or  to  aid 
in  the  understanding  of  hemolytic  fetal  phe- 
nomena ; and 

(2)  By  application  of  the  principles  of  genet- 
ics, to  aid  in  medicolegal  exclusion  of  parentage. 

In  the  first  category,  the  group  A,  B.  O char- 
acters are  most  important,  since  natural  ag- 
glutinins are  present  in  the  serum  against  these 
factors,  except  in  Group  AB  individuals.  The 


Rh  factor  is  next  in  importance,  because  it  is 
capable  of  isoimmunizing  Rh  negative  indi- 
viduals. It  appears  to  be  the  consensus  of  opin- 
ion among  authorities  on  the  subject  that  Rh 
compatible  blood  be  used,  even  for  the  first 
transfusion,  and  thus  avoid  danger  from  future 
transfusions. 

Weiner  states  in  the  November,  1945  issue 
of  Journal  of  Lab.  & Clinical  Medicine  that 
natural  Rh  isoantibodies  have  never  been  dem- 
onstrated in  human  serum.  Therefore,  Rh  nega- 
tive individuals  can  safely  be  transfused  with 
Rh  positive  blood,  provided  that  they  have  not 
become  sensitized  to  the  Rli  factor  as  a result 
of  previous  exposure  to  t he  Rh  antigen.  The 
situation  with  regard  to  Rh  in  relation  to  blood 
transfusions  is  therefore  different  from  that 
which  exists  for  the  blood  groups,  in  which  every 
individual  (except  in  infancy)  has  agglutinins  in 
his  or  her  serum  for  those  agglutinogens  (A,  B. 
or  both)  which  are  lacking  from  the  erythro- 
cytes, so  that  even  a first  transfusion  of  an  in- 
compatible blood  may  cause  a hemolytic  re- 
action. 

Soon  after  the  importance  of  the  Rh  factor  as 
a cause  of  intra-group  transfusion  hemolysis  was 
pointed  out  by  Weiner  & Peters,  Levine  noticed 
that  intra-group  transfusion  reactions  occurred 
with  exceptional  frequency  in  women  who  had 
has  stillbirths  or  infants  with  erythromblastosis 
fetalis.  This  suggested  that  isoimmunization  in 
pregnancy  might  be  the  basis  of  the  latter  dis- 
ease, which  Diamond,  Blackfan  and  Baty  had 
previously  shown  to  comprise  a number  of  syn- 
dromes, namely,  Icterus  Gravis,  Hemolytic  An- 
emia of  the  newborn,  Hydrops  Fetalis,  and  cer- 
tain unexplained  stillbirths.  According  to  the 
theory  of  Levine,  an  Rh  negative  woman  bear- 
ing an  Rh  positive  fetus  becomes  sensitized  to 
the  Rh  factor,  the  Rh  antibodies  produced  by  her 
pass  through  the  placenta  into  the  blood  circula- 
tion and  combine  with  the  red  cells,  giving  rise 
to  one  or  another  manifestation  of  the  disease. 
In  support  of  this  theory  may  be  cited  Levine’s 
observation  that  90%  of  the  erythroblastic  in- 
fants have  mothers  who  are  Rh  negative,  while, 
as  already  mentioned,  only  15%  of  individuals 
in  the  general  population  are  Rh  negative.  In 
view  of  this  evidence  concerning  the  nature  of 
the  disease,  the  name  has  been  changed  from 
Erythroblastosis  to  Hemolytic  Disease  of  the 
fetus  and  newboi n or  Congenital  Hemolytic 
Disease. 
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While  the  mating  of  Eh  negative  'women  with 
Eh  positive  husbands  occurs  in  one  of  ten  mar- 
riages, congenital  hemolytic  disease  affects  only 
one  of  about  250  newborn  infants.  This  sug- 
gests that  only  one  in  25  Eh  negative  women  be- 
comes sensitized  when  bearing  an  Eh  positive 
fetus,  just  as  in  sensitization  by  blood  transfu- 
sion. The  first  born  is  rarely  affected,  because 
it  takes  at  least  one  pregnancy  and  sometimes 
more  before  a sufficient  degree  of  sensitization 
develops. 

In  the  March  issue  of  the  Western  Journal  of 
Surgery,  Obstetrics  and  Gynecology,  Dr.  Don  E. 
Eice,  of  Portland,  Oregon,  states  that  the  Eh  fac- 
tor is  not  a single  entity,  but  can  be  divided  into 
groups  of  Eh  blood  types  similar  to  the  standard 
blood  grouping  of  Landsteiner  and  Moss.  His 
classification  of  the  Eh  Types  has  been  the  re- 
sult of  studying  the  sera  of  mothers  who  have 
just  given  birth  to  erythroblastic  infants.  In 
studying  blood  agglutination  of  many  anti-Eli 
sera,  five  major  varieties  of  Eh  factors  instead 
of  only  one  have  been  discovered,  and  these  five 
give  rise  to  eight  Eh  types  of  human  blood. 

Arid  with  the  properties  M,  N & P,  the  sub- 
divisions for  human  blood  have  increased  to  36. 
It  might  appear  from  this  that  other  ‘ ‘ Human- 
Identifying  Factors”  will  appear,  and  perhaps 
Landsetiner’s  early  idea  that:  “these  numerous 
serological  differences  in  human  blood  might 
some  day  make  possible  the  individual  identifi- 
cation of  human  beings  based  on  their  blood 
reactions,  in  a manner  somewhat  similar  to  the 
use  of  fingerprinting,”  could  be  a promising 
theory. 

VAEIETIES  OF  Eh 

The  Eh  antigen  is  not  a single  uniform  sub- 
stance. At  first  it  was  thought  to  be  one  specific 
antigen  that  was  present  in  the  red  blood  cells 
of  85%  of  the  white  race  and  absent  from  the 
cells  of  the  other  15%.  However,  three  varieties 
were  soon  identified  and  it  was  learned  that 
a person  might  have  any  one,  any  two,  all  three, 
or  none  at  all.  The  most  common  variety  is  the 
one  that  was  first  recognized  and  is  possessed 
by  those  85%  already  mentioned.  It  is  called 
Eho.  The  next  most  common  is  found  in  the 
blood  of  about  70%  and  is  called  Eh'.  The  least 
common  is  contained  in  the  blood  of  only  about 
30%  and  is  called  Eh". 

With  the  laboratory  methods  now  available, 
it  IS  possible  to  diagnose  accurately  practically 
every  case  of  congenital  hemolytic  disease  or  to 


exclude  this  diagnosis,  but  at  present  few  lab- 
oratories are  equipped  to  classify  a blood  into 
its  individual  Eh  type,  and  we  perhaps  must  of 
necessity  be  content  to  continue  with  the  first 
and  simpler  phase  of  this  phenomena  until  such 
time  as  more  research  work  and  better  tech- 
niques bring  forth  more  accurate  laboratory 
results.  The  great  majority  of  erythroblastotie 
infants  born  alive  can  be  saved  by  transfusions 
of  Eh  negative  blood  or  washed  maternal  red 
cells.  However,  no  effective  method  is  known 
for  saving  infants  from  the  effects  of  certain 
hepatic  injuries  sustained  as  a result  of  the 
disease  or  hemorrhagic  complications.  The  main 
problem  now  is  to  discover  an  effective  method 
for  treating  sensitized  Eh  negative  women  so 
that  they  are  capable  of  bearing  normal  Eh  posi- 
tive infants. 

The  usual  laboratory  findings  on  erythroblas- 
tosis fetalis  (or  Congenital  hemolytic  disease)  is 
an  acute  hemolytic  anemia,  including  congenital 
anemia,  icterus  gravis,  and  hydrops  fetalis.  It 
is  characterized  by  a severe  macrocytic  anemia, 
marked  erythroblastosis,  a hemolytic  type  Jaun- 
dice, Edema,  and  enlargement  of  liver  and 
spleen. 

The  BLOOD  PICTUEE  is: 

(1)  A severe  anemia  of  the  Macrocytic  type 
present  at  birth,  or  developing  shortly  thereafter 
in  contradistinction  to  simple  icterus  neonato- 
rum which  develops  about  three  days  after  birth. 
Erytliropenia  is  a striking  feature,  the  Eed  cells 
count  being  from  1,000,000  to  3,000,000,  with  an 
increase  of  nucleated  red  cells,  along  with  poly- 
chromatophilia,  stippling  and  reticulocytosis 
increased  15  to  20%.  Fragility  is  variable.  Hem- 
oglobin varies  from  25  to  60%. 

(2)  Leukocytosis  is  marked  with  myelocytes 
and  myeloblasts.  The  Platelets  may  be  reduced, 
especially  if  purpura  is  present,  in  which  case 
Bleeding  Time  is  prolonged,  while  Coagulation 
Time  is  not  affected. 

(3)  The  Icterus  Index  is  increased,  accom- 
panied by  a positive  Van  den  Bergh  reaction, 
usually  of  the  biphasic  type,  because  of  damage 
to  the  cells  of  the  liver  with  partial  obstruction 
of  the  bile  ducts.  The  urine  contains  bilirubin. 
The  stools  may  or  may  not  be  acholic. 

From  the  laboratory  standpoint,  the  Eh  factor 
has  been  the  No.  1 headache.  The  tests  have  giv- 
en endless  trouble  in  procedure,  and  often  they 
would  persistntly  run  either  all  POSITIVE  or 
all  NEGATIVE.  The  techniques  were  compli- 
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catecl  and  time-consuming,  with  end  results  far 
too  often  WRONG. 

Certain  laboratories,  like  Gradwohl  of  St. 
Louis,  produce  their  anti-Rh  typing-  serum  by 
injection  of  Rhesus  blood  into  guinea  pigs  (some 
use  rabbits),  while  others  now  are  manufactur- 
ing serum  from  the  human  source.  Their  direc- 
tions call  for  at  least  a 6%  protein  concentration, 
and  the  tested  cells  must  be  suspended  in  plasma 
in  a 40  to  50%  concentration  or  taken  directly 
from  finger  blood  in  the  proportions  of  2 drops 
of  blood  to  one  of  serum. 

This  new  anti-Rh  serum,  called  Anti-Rho 
Typing  Serum  (Human),  85%,  prepared  from 
immunized  human  donors,  is  now  on  the  mar- 
ket and  cuts  the  time  down  to  a fraction  of  the 
original.  It  is  prepared  in  a government  licensed 
laboratory  in  accordance  with  the  National  In- 
stitute of  Health  specifications. 

Utilizing  the  slide-method  instead  of  the  0.4 
m. m.  capillary  tube  or  Wassermann  tubes,  the 
procedure  is  identical  with  the  blood  typing 
method,  which  simplifies  the  process  and  offers 
more  rapid  agglutination.  The  only  accessory 
required  is  an  Rh  Agglutination  VIEW  BOX, 
which  provides  optimum  slide  testing  tempera- 
ture (45°)  and  facilitates  reading. 

Referring  to  blood  typing  procedures,  many 
laboratories  use  only  the  Anti-A  and  Anti-B 
typing  sera  for  determining  blood  groups,  but 
we  feel  an  added  safeguard  is  met  in  the  use  of 
0 serum  as  well.  Should  anything  go  wrong 
with  either  the  A or  B serum,  that  is,  should  one 
serum  suddenly  lose  its  titre  values,  it  will  be 
checked  by  the  0 serum.  However,  it  is  true 
that  at  times  a patient  will  have  a considerable 
reaction  from  whole  blood  transfusions  even 
after  all  apparent  precautions  are  taken.  These, 
no  doubt,  can  be  due  to  other  reasons  than  blood 
incompatibility,  perhaps  too  rapid  infusion  or 
allergic  reasons,  but  nevertheless  the  laboratory 
should  endeavor  to  use  every  known  safeguard. 

Now  with  reference  to  certain  other  agglutin- 
ins found  in  human  blood,  but  which  cause  no 
transfusion  reaction,  let  ns  consider  the  M & N 
constituents : Landsteiner  and  Levine,  in  1928, 
noted  that  when  certain  immune  sera  from  rab- 
bits, previously  injected  with  human  blood,  were 
exhausted  with  certain  samples  of  human  blood, 
they  still  contained  agglutinins  acting  on  the 
majority  of  blood  of  all  four  groups,  while  other 
bloods  were  not  agglutinated.  Two  of  the  fac- 
tors demonstrable  by  these  sera  were  designated 


“M  & N."  In  other  words,  they  found  that  the 
M & N agglutinogens  were  present  in  all  human 
blood  cells,  but  no  M & N agglutinins  were  pres- 
ent in  the  sera.  These  may  be  produced  by  in- 
jection of  rabbits  with  this  type  of  cells.  Re- 
search since  that  time  has  shown  that  all  human 
bloods  may  be  divided  into  M types,  N types, 
and  MN  types.  Properties  M or  N do  not  appear 
in  children  unless  they  are  present  in  the  blood 
of  at  least  one  parent.  About  50%  of  the  white 
population  are  type  MN ; 30%  M;  and  20%,  N. 
The  agglutinogen  M and  N are  hereditary,  just 
as  the  other  combinations  originally  described  by 
Landsteiner.  The  M & N factors  are  of  no  im- 
portance with  respect  to  blood  transfusion  work, 
for  the  reason  that  there  are  no  M and  N ag- 
glutinins in  the  human  blood  sera.  They  are  im- 
portant, however,  in  medico-legal  cases,  in  ques- 
tions of  determination  of  paternity  and  in  the 
identification  of  blood  spots. 

AGGLUTINOGEN  “P” 

The  Factor  P is  also  an  agglutinogen,  but  is 
unrelated  to  M,  N,  Rh,  A and  B.  It  reacts  in 
the  slide  test  at  room  temperature  but  not  at 
body  temperature  and  is  strongest  at  refriger- 
ator temperatures.  Anti-P  agglutinins  occur  in 
normal  serum  and  may  be  produced  by  isoim- 
munization. 

As  in  the  case  of  M and  N,  “P”  does  not  have 
corresponding  agglutinins  for  them  in  the  plas- 
ma or  sera.  Consequently,  they  are  of  no  clini- 
cal importance  insofar  as  the  first  transfusions 
are  concerned.  Furthermore,  they  are  low  in 
antigenic  activity,  so  that  when  the  bloods  of 
donors  carrying  these  minor  agglutinogens  are 
repeatedly  administered  to  the  same  individual 
there  is  but  little  or  no  danger  of  the  latter  de- 
veloping antibodies  to  them  capable  of  produc- 
ing serious  reactions  of  the  hemolytic  types. 

RELATION  OF  Hi-  TO  Rh 

It  was  originally  thought  that  the  difference 
between  Rh  Positive  and  Rh  Negative  cells  was 
the  presence  or  absence  of  the  Rh  antigen.  This 
is  actually  true,  although  it  was  later  realized 
that  Rh  negative  cells  do  not  have  a “void”  in 
the  place  usually  occupied  by  Rh,  but  instead 
have  another  antigen  filling  that  position.  This 
antigen  was  named  Hr  to  indicate  that  it  was 
related  to  Rh.  It  is  now  believed  that  there  are 
three  varieties  of  Hr  which  correspond  to  the 
three  varieties  of  Rh.  If  cells  possess  only  one 
Rh  Antigen,  as  for  instance  Rho,  they  will  pos- 
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sess  two  Hr  antigens.  If  cells  are  Rh  negative 
and  contain  no  Rh  antigen,  they  will  have  all 
three  Hr  antigens.  The  Hr  fractions  are  usual- 
ly poor  in  antigenic  values  and  rarely  produce 
antibodies. 

The  Rh  phenomena  at  best  is  a confusing  sub- 
ject. So  it  is  very  apparent  that  since  the  dis- 
covery of  the  sub-groups  in  Group  A & B by 
Dungern  and  Hirszfeld  in  1910  and  of  the  prop- 
erties M,  N and  P in  1928  by  Landsteiner  and 
Levine,  increasing  the  number  of  sub-divisions 
of  human  blood  from  1 to  36,  that  some  simple 
nomenclature  should  be  devised  to  do  away  with 
confusing  systems  now  in  use.  Dr.  E.  L.  Potter, 
in  her  thesis  on  Rh,  states:  “that  the  Rh  nomen- 
clature is  in  an  unsatisfactory  state  and  little 
is  being  done  to  improve  it.  No  new  plan  has 
yet  appeared  which  is  completely  acceptable, 
although  the  majority  of  the  suggestions  made 
have  been  rational,  and  any  one,  even  the  re- 
peatedly altered  original  system,  would  prob- 
ably be  quite  satisfactory  if  it  could  be  univer- 
sally adopted  and  changes  made  only  after  prop- 
er consideration.  The  27  types  of  blood  which 
are  theoretically  recognizable  by  the  use  of  3 
anti-Rh  and  3 anti-Hr  serums  must  be  taken  into 
account  in  any  proposed  system  of  nomen- 
clature.” 

Very  recently,  however,  “The  Advisory  Re- 
view Board,”  according  to  an  article  appearing 
in  SCIENCE  as  of  January  9,  1948,  has  con- 
cluded that  for  the  present  a compromise  must 
he  made  in  the  Nomenclature  and  the  two  sys- 
tems— Weiner  and  Fisher-Race — will  have  to 
appear  on  all  the  labels  of  Anti-Rh  serums  pro- 
duced for  the  medical  profession.  As  the  Weiner 
system  has  priority  this  terminology  is  to  appear 
first  and  the  Fisher-Race  terminology  to  fol- 
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low,  in  parenthesis.  Typical  labels  would  then 
appear  somewhat  as  follows: 

Anti-Rh  Typing  Serum  (human) 
Anti-Rho  ( Anti-D ) 

Anti-Hr  Typing  Serum 
Anti-Hr'  (Anti-C) 

It  might  be  well  to  make  a comparison  of  the 
OLD  and  NEW  terminology  in  order  to  better 
understand  the  changes  that  have  been  made  in 
this  branch  of  laboratory  work.  It  is  as  follows: 

The  older  terminology  of  the  known  Antigens 
is : 

rh' 

Rho 

rh" 

hr' 

The  new  will  appear  as : 

C 

D 

E 

c 
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Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


MODERN  TREATMENT  OF  THE  BITES  AND  STINGS  OF 

SMALL  DESERT  ANIMALS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  specially-chosen 
and  nationally-known  Consultants. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consul  ant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


An  excited  parent  may  call  a doctor  for  help 
in  such  an  emergency.  Whether  the  doctor  is 
an  internist  or  allergist,  surgeon  or  psychiatrist, 
he  must  do  the  job  if  he  is  the  only  person 
available.  Whether  the  causative  pest  is  a scor- 
pion, a rattlesnake,  a black-widow  spider — or 
merely  one  of  their  harmless,  though  fierce- 
looking  relatives — is  a matter  of  great  diagnos- 
tic importance.  What  therapy  to  use,  and 
whether  it  is  available,  are  points  to  know 
and  remember. 

This  small  symposium  may  help  each  M.  I). 
to  become  his  own  expert.  The  cuse-analysis  is 
to  be  made  by  a panel  of  Arizonans,  each  of 
whom  has  had  a special  interest  in  the  subject 
for  years,  either  in  general  practice  or  research. 
The  group  includes  physicians,  teachers,  in- 
vestigators' and,  to  be  even  more  practical,  a 
well-known  pharmacist.  The  members  are: 

1.  William  Minear,  M.  1).,  formerly  of  Pata- 
gonia and  Tucson,  now  chief  surgeon  of  the 
Carrie  Tingley  Hospital,  Hot  Springs,  New' 
Mexico.  He  has  earned  five  degrees,  including 
an  M.  D.  and  Ph.  1).,  and  is  an  American  Board 
diplomate.  He  is  an  author  (with  Dr.  Zenas 
Noon  of  Nogales)  of  data  on  black-widow  spiders 
and  arachnidism,  and  has  been  interested  in  the 
bites  of  insects  and  orthropods  for  ten  years. 

2.  Melvin  Lloyd  Kent,  M.  IX,  physician  and 

NOTE — The  current  case  has  been  selected  in  order  to  present 
a subject  which  is  strange  to  many  Arizona  physicians,  espe- 
cially those  who  have  arrived  here — the  differential  diagnosis 
and  modern  treatment  of  the  bites  and  stings  of  small  desert 
animals. 


surgeon  of  Mesa,  Arizona.  Dr.  Kent  has  been 
especially  interested  in  scorpions,  and  has 
worked  and  published  in  cooperation  with  Dr. 
Stahnke  on  the  “Effect  and  Treatment  of  Ari- 
zona Scorpion  Stings.  ’ ’ 

3.  Herbert  L.  Stahnke,  Ph.  D.,  Director  of 
the  Poisonous  Animals  Research  Laboratory,  and 
Professor  of  Zoology,  Arizona  State  College, 
Tempe,  Arizona.  Dr.  Stahnke  is  author  of  much 
information  on  desert  animals,  including  more 
than  twenty  articles  in  regional  and  national 
scientific  and  popular  journals.  He  is  in  charge 
of  research  and  production  of  anti-venins,  a 
most  important  service  to  the  southwest. 

4.  J . N.  Roney,  Ph.  D.,  Extension  Entomolo- 
gist, University  of  Arizona  College  of  Agricul- 
ture, Field  Station,  Phoenix.  Dr.  Roney  has 
clone  reesarch  work  in  entomology  at  Cornell 
University,  and  at  both  the  Texas  and  Arizona 
Agricultural  Experiment  stations  since  1927. 
He  is  a member  of  the  American  Association  for 
Advancement  of  Science,  and  of  Economic  En- 
tomologists. His  work  has  been  the  dissemina- 
tion of  information  to  the  public,  and  he  is 
the  author  of  numerous  folders  and  bulletins, 
including  several  on  scorpions  — a subject  on 
which  he  has  worked  for  the  past  five  years. 

5.  William  II.  Woodin  III , Tucson,  is  a 
skilled  amateur  herpetologist,  well-known  for 
his  interest  on  snakes  of  the  Arizona  area.  He 
is  a member  of  the  A.A.A.S.,  the  American  So- 
ciety of  Ichthyologists  and  Herpetologists,  and 
at  present  is  taking  courses  at  the  University  of 
Arizona. 

6.  G.  Renner  Kelley , F.A.C.A.,  Tucson,  is  a 
well-known  pharmacist,  past-president  of  the 
Arizona  Pharmaceutical  Society,  and  a member 
of  the  American  Pharmaceutical  Association  and 
National  Boards.  He  has  a detailed  knowledge 
of  drugs,  and  anti-venins,  and  their  where- 
abouts. 

CASE  NUMBER  VIII 

The  patient  is  a white  male  child,  8 years  of 
age.  The  mother,  in  a highly  excited  state,  called 
the  doctor  at  his  home  at  7 p.  m.,  April  15th. 
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About  10  minutes  previous  to  the  phone  call  the 
boy  had  been  heard  to  cry  out  from  the  patio, 
and  had  immediately  run  to  the  house,  shouting 
that  he  had  been  “bitten”  on  the  ankle.  He  and 
the  family  were  quite  frightened,  since  they  had 
only  recently  come  from  an  eastern  state,  and 
had  nothing'  but  misinformation  on  the  subject 
of  bites  and  stings. 

Brief  questioning  revealed  that  he  had  gone 
out,  at  twilight,  to  get  some  toys  which  were 
lying  on  the  ground  near  a play-area  and  sand- 
box. He  had  picked  up  several,  had  kicked  at 
a small  wooden  truck  in  the  grass,  and  had  then 
suddenly  felt  a sting  on  his  right  ankle.  He  saw 
something  scuttle  in  the  bushes  next  to  the 
wall,  but  could  not  describe  it.  There  were  said 
to  be  “marks”  on  his  ankle,  but  no  definite  swell- 
ing and  no  general  symptoms.  No  treatment  had 
been  used,  since  they  were  unable  to  find  the 
household  ammonia  which  had  been  recommend- 
ed by  the  cook. 

It  was  agreed  that  the  boy  be  taken  at  once  to 
the  hospital,  located  half-way  between  the  homes 
of  the  patient  and  doctor.  This  seemed  wise 
because  of  the  apprehension,  and  because  the 
hospital  was  said  to  be  equipped  for  such  emerg- 
encies. The  doctor  then  telephoned  the  hospital, 
described  the  situation  to  the  supervisor  of 
nurses,  and  immediately  started  for  the  hospital. 

On  arrival,  and  about  30  minutes  after  the 
time  of  the  “bite,”  the  patient  was  examined. 
The  nurse  had  applied  a rather  loose  tourni- 
quet to  the  leg  just  below  the  knee.  The  in- 
volved area  was  on  the  lateral  dorsum  of 
the  leg,  2 inches  above  the  ankle.  There  was  a 
slight  superficial  redness  and  swelling,  possibly 
because  the  patient  had  rubbed  and  scratched 
the  site.  There  was  a single  indistinct  puncture 
wound  in  the  center,  but  no  local  discoloration. 

The  boy  was  conscious,  nervous,  restless,  but 
cooperative.  He  said  that  the  stinging  or  burning 
had  persisted,  and  he  could  feel  it  “up  his  leg.” 
The  foot  felt  somewhat  numb,  a sensation  which 
may  have  been  due  to  the  tourniquet.  He  com- 
plained of  feeling  “sick,”  and  shortly  thereafter 
vomited  once. 

The  temperature  was  100  degrees  by  rectum; 
the  pulse  was  flighty,  at  100-110  per  minute; 
respirations  were  26-30  per  minute;  a total  WBC 
(reported  15  minutes  later)  was  16,000;  the  skin 
was  perspiring  but  warm;  and  the  blood  pressure 
was  100/70.  The  reflexes  were  mildly  accentuat- 
ed, lout  there  was  no  obvious  muscle  spasm  ex- 
cept where  he  guarded  the  leg. 

It  was  noted  that  he  repeatedly  cleared  his 
throat,  and  there  was  a partial  nasal  obstruction. 
(The  mother  stated  that  the  boy  had  had  a 
“cold”  for  two  days  which  she  believed  was 
pollen  allergy.  He  was  known  to  be  allergic-, 
having  had  hay  fever  and  occasional  asthma; 
there  was  a family  history  of  allery.  The  boy 
had  otherwise  been  well.  He  had  been  immunized 
for  smallpox,  whooping  cough,  diphtheria,  and 
tetanus.  He  had  not  been  desensitized  for  hay- 
fever  and  the  only  medication  had  been  the  oc- 
casional use  of  “benadryl’  ’and  “tedral.”) 

The  family  reported  that  no  animal,  either  an 
insect,  arachnid,  or  snake,  had  been  found  after 
a quick  (and  probably  cautious)  search  of  the 
patio. 

(The  case  history  has  been  interrupted  at  this 
point  to  allow  analysis,  diagnosis,  recommenda- 
tions.) 

QUESTIONS — 

1 . What  is  the  most  probable  diagnosis? 

2.  What  are  the  differential  diagnostic 
features  ? 


3.  How  could  the  ease  have  been  better  man- 
aged in  the  first  15  to  30  minutes? 

4.  What  is  the  best  therapy  at  present  ? 

5.  How  can  the  various  bites  and  stings  be 
prevented  ? 

6.  What  assurances  can  be  given  to  relatives 
when  the  various  causative  animals  have  been 
identified  ? 

CASE-ANALYSIS  AND  ANSWERS 

DR.  KENT  (general  diagnosis  and.  comments) : 
This  case  presents  an  interesting  problem  in 
differential  diagnosis  and,  from  the  material 
given,  there  are  several  possibilities.  I doubt 
that  he  was  bitten  by  anything  larger  than  a 
scorpion.  I doubt  that  he  actually  saw  the  of- 
fender scuttle  in  the  grass.  Lack  of  space  does 
not  permit  a full  differential  discussion,  so  I 
shall  consider  only  black  widow  spider  bite  and 
scorpion  sting. 

I believe  this  is  a case  of  scorpion  sting  and 
I believe  further  that  C.  sculpturatus  is  the 
offender. 

Black  widow  spider  bites  occur  most  frequent- 
ly on  the  genitalia.  Adults  are  struck  much 
more  often  than  children.  There  is  little  reac- 
tion at  the  site  of  the  lesion.  There  develops  a 
board-like  rigidity  of  the  abdomen,  extreme  gen- 
eralized pain.  The  patient  complains  bitterly, 
sweats  profusely,  is  restless  and  anxious.  Pain 
predominates  in  spider  bites ; nervousness  pre- 
dominates in  scorpion  stings.  Scorpion  stings 
are  more  common  in  Arizona  than  black  widow 
spider  bites. 

Between  1929  and  1939  there  were  more  deaths 
in  Arizona  from  scorpion  stings  than  from  any 
other  venomous  animal.  All  scorpions  are  not 
equally  dangerous  and  many  bites  are  quite 
harmless.  The  reaction  depends  on  the  species 
of  the  scorpion,  the  size  and  age  of  the  patient, 
the  amount  of  venom  injected  and  the  physical 
condition  of  the  patient.  The  largest  scorpion 
is  not  necessarily  the  most  dangerous.  Of  all 
Arizona  scorpions  the  small  wiry  C.  sculpturatus 
is  by  far  the  most  dangerous.  The  clinical  pic- 
ture given  in  this  case  history  is  compatible  with 
a sting  by  this  creature.  It  should  be  mentioned 
that  the  “sand-box”  has  nothing  to  do  with  the 
presence  of  a scorpion,  especially  of  this  type. 
Sand-boxes  are  safe  places  for  children  to  play 
as  far  as  scorpions  are  concerned. 

The  average  child  stung  by  C.  Sculpturatus 
will  generally  exhibit  symptoms  in  about  the 
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following  order:  He  will  cry  out  with  pain  at 
the  site  of  the  injury,  hut  inspection  of  the  area 
will  reveal  little  or  nothing.  An  increasing, 
severe  restlessness  develops.  The  child  turns 
and  squirms  in  bed ; he  may  crawl  on  the  at- 
tendant, but  has  no  logical  reason  for  so  doing; 
lie  pays  no  attention  to  those  about  him.  In 
severe  cases  the  abdominal  muscles  may  become 
rigid ; cynosis  appears ; respiration  becomes 
wheezy  and  difficult ; there  is  drooling  of  saliva, 
incontinence  of  urine,  and  the  temperature  may 
reach  103-104  degrees.  If  the  patient  survives 
lie  will  probably  be  symptom-free  in  twelve 
hours  or  less,  with  the  exception  of  a numbness 
at  the  site  of  the  sting  which  may  course  cen- 
trally from  the  site  and  last  for  several  hours 
or  days. 

Treatment — Most  cases  of  scorpion  stings  are 
not  serious.  However,  no  scorpion  sting  should 
he  ignored  by  parents,  especially  if  a baby  or 
young  child  has  been  stung.  A physician  should 
he  consulted  at  once,  and  the  physician  should 
not  ignore  it  either. 

As  a first  aid  measure,  a well-placed  tourni- 
quet should  be  placed  above  the  site  or  injury 
and  an  ice-pack  should  cover  the  site.  In  most 
cases  further  treatment  need  consist  only  of 
watchful  waiting  or  be  limited  to  mild  sedatives 
and  encouragement.  However,  if  the  patient 
was  stung  by  C.  sculpturatus,  serious  trouble 
may  be  encountered.  There  should  be  plenty  of 
fresh  air ; the  victim  should  not  be  rigidly  re- 
strained ; morphine  should  not  he  given,  since 
it  is  ineffective  in  adults  and  outright  dangerous 
in  children.  In  our  hands  the  drug  of  choice  has 
been  barbiturate,  generally  in  the  form  of 
sodium  luminal ; the  dosage  is  large  and  text 
book  doses  should  be  ignored , since  they  are 
much  too  small  The  amount  given  varies  but 
should  he  large  enough  to  control  the  symptoms 
even  though  the  attendant  has  to  call  on  his 
reserve  courage  to  administer  it.  As  in  black 
widow  spider  bites,  mag.  sulfate  and  curare 
are  said  to  be  effective ; I have  had  no  experi- 
ence with  them.  I believe  that  in  the  not  too 
distant  future  an  effective  antidote  in  the  form 
of  anti-venom  will  be  available  from  the  labora- 
tory of  Dr.  Stahnke. 

DR.  RONEY  ( scorpions ) : It  would  seem  that 
the  injury  was  caused  by  a scorpion,  or  a similar 
specimen.  It  is  almost  certain  that  it  was  not 
a snake,  or  that  the  child  fell  and  injured  him- 
self. It  is  apparent  that  something  struck  quick- 


ly, and  then  hid  itself  easily.  Scorpions  infest 
just  such  places  as  are  described  in  this  case. 
A scorpion  hides  under  boards  or  objects  such 
as  the  toys,  and  when  any  person  crosses  its  path 
or  interferes  with  its  location,  it  will  strike. 
Evidently  the  boy  stepped  directly  where  the 
scorpion  had  been  playing,  and  the  result  was 
the  sting. 

The  description  of  the  swelling,  and  the  ef- 
fect which  the  sting  had  upon  the  young  fellow 
also  indicate  that  it  was  some  type  of  scorpion, 
lie  was  conscious,  though  restless  and  nervous, 
and  noted  a stinging  and  burning,  all  of  which 
are  suggestive  that  it  was  a scorpion-sting.  The 
nasal  discharge  and  tightening  of  the  throat, 
manifested  by  a constant  clearing  of  the  throat, 
are  possible  further  evidence  of  toxicity  caused 
by  a scorpion. 

The  family  should  have  immediately  packed 
the  child’s  ankle  in  ice  and  kept  it  packed  in 
ice  during  the  time  they  were  transferring  him 
from  his  home  to  the  hospital.  If  this  had  been 
done  immediately  after  he  complained  of  an 
injury  of  this  nature,  there  possibly  would  have 
been  very  little  soreness  or  other  ill  effects  from 
the  sting.  In  general,  if  a doctor  has  not  been 
called  and  if  no  swelling  has  occurred  at  the 
end  of  one  hour,  it  is  probably  a deadly -poison 
type  of  scorpion  that  has  inflicted  the  sting;  one 
should  then  keep  the  ice  pack  on  for  several 
hours,  and  if  the  person  is  less  than  10  years 
of  age  or  is  troubled  with  a heart  ailment,  a 
doctor  should  immediately  be  consulted.  Con- 
tinued application  of  ice  slows  the  spread  of 
toxin  from  the  involved  area. 

The  exact  mortality  rate  of  untreated  scor- 
pion sting  is  not  known,  but  there  have  been  43 
deaths  from  it  in  Arizona  in  the  past  10  years. 
The  mortality  in  cases  properly  treated  with 
specific  anti-scorpion  serum  has  been  zero.  At 
present  its  use  is  experimental  and  restricted. 
(See  the  discussion  of  pharmaceuticals.) 

Scorpions  may  be  avoided  around  the  house 
by  keeping  sticks  and  other  debris  picked  up, 
and  also  by  keeping  the  grass  cut  at  all  times. 
The  spraying  of  the  entrances  to  the  house  with 
5%  DDT  solution  (in  a highly  refined  kerosene 
which  is  usually  stainless  and  almost  odorless) 
and  the  use  of  10%  DDT  powder  in  the  attics 
will  eliminate  many  scorpions. 

DR.  MINEAR  ( concerning  diagnosis,  arach- 
nidism,  and  therapy):  The  clinical  symptoms 
and  the  presence  of  a single  puncture  would  fit 
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in  very  well  with  a scorpion  sting'.  The  bees, 
wasps,  velvet  ants,  certain  varieties  of  true  bugs 
with  sucking  mouth  parts,  and  mosquitos  also 
produce  a bite  with  a single  puncture  wound. 
The  ants,  centipedes,  tarantulas,  and  spiders 
produce  double  puncture  wounds. 

1 would  not  recommend  a tourniquet  for  first- 
aid  treatment  in  this  case.  Toxin  from  a scor- 
pion bite  travels  rapidly  via  lymphatic  chan- 
nels. An  ice-pack  applied  to  the  bite  by  means 
of  a bandage  slows  down  the  absorption  of  the 
toxin  and  alleviates  local  discomfort.  The  pa- 
tient should  be  under  constant  medical  observa- 
tion and  be  treated  symptomatically.  Allergic 
individuals  should  be  treated  with  anti-histimine 
drugs.  There  is  an  anti-venin  for  the  scorpion 
bite,  which  is  considered  effective ; I have  had 
no  experience  with  it. 

The  venom  of  certain  types  of  scorpions  is 
more  toxic  than  that  of  others,  and  the  amount 
of  toxin  injected  by  the  scorpion  differs.  For 
example,  a scorpion  that  has  recently  stung 
several  animals  will  probably  inject  a smaller 
amount  of  toxin  into  the  third  or  fourth  animal 
than  into  the  first.  Toxin  injected  into  a tough 
skin  has  less  chance  of  absorption  than  that- 
injected  into  a thin  skin. 

Symptoms  differ  widely  in  different  people. 
Some  healthy  adults  suffer  only  minor  discom- 
forts, including  sensations  of  numbness.  It  is 
generally  thought  that  infants  and  debilitated 
aged  people  are  poorer  risks  than  healthy  adults. 

Bites  and  stings  can  only  be  prevented  by 
avoiding  the  animals.  This  is  best  done  by 
knowing  their  habitats  and-  habits.  Parents 
and  school  authorities  should  carefully  inspect 
children’s  play  ground  areas  for  various  noxious 
insects,  bugs,  arachnids,  scorpions,  and  rep- 
tiles, and  eliminate  these  offending  creatures. 
The  Black  Widow  has  a round  black  body,  about 
half  an  inch  in  diameter,  with  a red  hour-glass 
pattern  on  its  abdomen  and  a leg-span  of  two 
inches.  It  would  not  commonly  be  found  in 
the  circumstances  of  the  present  case. 

The  lesion  inflicted,  by  the  black  widow  spider 
is  insignificant.  It  often  shows  as  a small  red- 
dish spot  with  slight  local  swelling.  The  patient 
may  complain  of  slight  itching  at  the  site,  but 
more  frequently  there  is  a sharp  stinging  pain. 
This  pain  spreads  to  the  extremities  in  30  to  60 
minutes,  and  then  to  the  abdomen  in  1 to  2 
hours.  In  a typical  case  the  pain  becomes  ex- 
cruciating, and  is  frequently  accompanied  by 


nausea  and  vomiting.  Characteristically  there 
is  extreme  anxiety  and  restlessness.  There  often 
is  respiratory  difficulty,  accompanied  by  an 
expiratory  grunt.  Except  for  the  pains  in  the 
extremities  the  patient  presents  a picture  which 
superficially  resembles  the  acute  surgical  ab- 
domen. The  pulse  may  be  slow  or  fast.  The 
pupils  usually  are  moderately  dilated  and  react 
to  light  and  accommodation.  There  may  be  a 
slight  elevation  of  temperature.  There  is  a board- 
like rigidity  of  the  abdomen,  with  some  tender- 
ness. The  reflexes  are  slightly  hyperactive.  The 
blood  pressure  may  be  elevated  as  much  as  40 
mm.  of  mercury.  The  spinal  fluid  may  be  under 
considerable  pressure.  The  white  count  gradual- 
ly rises  and  remains  elevated  for  several  hours. 
(Details  of  treatment  are  to  be  found  in  the 
comments  by  Mr.  Kelly.  There  is  no  similarity 
between  Case  No.  VIII  and  the  typical  syndrome 
of  the  black  widow  bite. 

MR.  WOODIN  ( snakes  and  other  small  noc- 
turnal desert  animals)  : The  case  may  be  an- 
alyzes by  answering  the  questions  which  have 
been  asked. 

Questions  1 and  2 — The  time  of  day  of  the 
bite,  as  well  as  the  time  of  year,  is  of  little  sig- 
nificance, owing  to  the  fact  that  most  of  the 
poisonous  “animals”  are  abroad  after  sunset, 
many  being  diurnal  as  well.  This  factor,  how- 
ever, would  lessen  the  possibility  of  a bee  or  wasp 
sting.  Secondly,  the  circumstances  and  site  of 
the  bite  point  to  an  animal  capable  of  delivering 
a swift  bite  or  sting  on  a rather  flat  vertical 
surface  and  then  making  a fast  departure  (or 
an  animal  small  enough  to  remain  unnoticed). 
This,  together  with  the  general  symptoms,  would 
probably  rule  out  the  tarantula,  centipede,  black 
widow,  Gila  monster,  and  coral  snake.  The  posi- 
tion of  the  bite,  several  inches  above  the  ground, 
may  be  of  some  significance  although  it  is  con- 
ceivable that  the  animal  in  question  was  sitting 
on  the  truck  and  thus  gained  the  necessary  ele- 
vation. It  would  be  useful  to  know  whether  the 
child  was  wearing  trousers  of  sufficient  length 
to  cover  the  site  of  the  bite.  (ED. : He  was  not.) 

At  first  glance,  the  location  of  the  bite  two 
inches  above  the  ankle  would  seem  to  favor  the 
probability  of  snake  bite.  The  single  puncture 
I do  not  consider  significant,  as  frequently  in 
snake  bite  one  fang  only  is  involved.  A very 
small  amount  of  venom  might  be  injected  by  the 
bite  of  a small  rattlesnake,  sufficiently  young 
that  the  sound  of  its  rattle  would  lie  negligible 
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or  non-existent,  or  follow  the  penetration  of  only 
one  fang  due  to  poor  aim  or  the  interference  of 
clothing.  Even  in  such  a case,  however,  l feel 
sure  that  considerable  local  swelling  would 
quickly  ensue,  though  the  abrupt  original  sensa- 
tion of  severe  pain  would  probably  soon  disap- 
pear. The  bite  from  a coral  snake  as  stated  be- 
fore, or  even  from  one  of  the  mildly  poisonous 
rear-fanged  species  such  as  the  lyre  snake,  while 
it  might  result  in  symptoms  more  nearly  similar 
to  those  described,  seems  very  unlikely.  The 
rear-fanged  snakes  require  a good  bite  and  gen- 
erally some  chewing  to  bring  their  grooved  teeth 
into  play,  and  generally  inoffensive  behavior, 
renders  a bite  such  as  the  one  described  highly 
improbable. 

The  absence  of  any  considerable  swelling  to- 
gether with  the  boy  ’s  feeling  sick  and  the  sensa- 
tion “up  his  leg”  might  indicate  a rather  neuro- 
toxic venom,  such  as  I understand  is  carried  by 
the  more  dangerous  varieties  of  scorpions.  Cer 
tainly  a very  small  amount  of  venom  was  in- 
jected; perhaps  this  would  indicate  a young 
scorpion. 

It,  must  be  remembered  that  the  extreme  fear 
and  nervousness  of  the  average  uninformed  per- 
son in  a case  such  as  this  are  very  important 
factors.  If  the  scuttling  in  the  bushes  may  be 
explained  by  imagination  or  even  by  the  move- 
ment of  some  innocent  animal,  the  sickness  of 
the  boy  ascribed  to  his  mental  state,  and  vary- 
ing individual  susceptibility  taken  into  account, 
then  the  bite  of  a common  red  ant,  aggravated 
into  action  by  the  sudden  kick,  might  result 
in  just  such  a continued  burning  and  compara- 
tive lack  of  swelling  as  described,  as  well  as 
adequately  explaining  the  position  of  the  bite. 
Even  a cactus  thorn,  driven  deep  into  the  flesh 
by  the  force  of  the  kick,  might  produce  a pain- 
ful wound  although  the  tip  would  probably  re- 
main imbedded ; at  any  rate  the  presence  of  a 
cactus  in  that  part  of  the  patio  could  be  quickly 
ascertained. 

In  view  of  the  above  considerations,  a scorpion 
or  red  ant  seems  to  be  the  most  likely  culprit. 

Questions  3 and  4.  How  could  the  case  have 
been  better  managed  in  the  first  15  to  30  min- 
utes? Valuable  time  must  not  be  wasted  in  ap- 
plying so-called  household  remedies,  including 
internal  application  of  whiskey,  external  appli- 
cation of  strong  potassium  permanganate  or  ker- 
osene, or  cauterization.  A thorough  and  immedi- 
ate search  of  the  locality  should  have  been  con- 


ducted to  determine  if  possible  the  guilty  animal. 
Meanwhile,  if  the  symptoms  warrant  it  (espe- 
cially severe  pain  or  rapid  swelling),  certain 
first  aid  measures  should  be  applied.  These  in- 
clude application  of  a tourniquet  a short  dis- 
tance above  the  bite;  incisions  at  the  puncture 
and  over  the  swollen  areas,  together  with  suc- 
tion applied  by  mouth  or  otherwise;  and  keeping 
the  patient  quiet  and  his  courage  up.  These 
measures  are  a “must”  in  the  case  of  snake 
poisoning,  but  not  essential  for  other  bites.  If 
applied  immediately,  suction  often  helps  relieve 
pain  in  the  case  of  other  bites  and  stings.  Anti- 
venin,  if  handy,  should  be  given  for  rattlesnake 
bite  (according  to  the  directions),  but  if  a doc- 
tor is  nearby,  this  and  any  extensive  cutting 
should  be  left  to  him.  I believe  that  packing 
the  area  or  limb  in  ice  is  recommended  here. 
(Further  data  on  anti-venins  are  given  in  the 
section  on  pharmacy.) 

Question  5.  Bites  and  stings  may  be  prevent- 
ed by  ordinary  common  sense,  which  consists  of 
watching  where  the  hands  and  feet  are  placed, 
taking  care  when  overturning  objects,  and  car- 
rying a flashlight  at  night.  Knowledge  of  local 
poisonous  animals  is  essential ; with  knowledge, 
fear  and  the  likelihood  of  hysteria  or  shock 
diminish.  One  should  be  able  to  identify  the 
venomous  snakes,  the  Gila  monster,  the  black 
widow,  and  the  more  dangerous  varieties  of 
scorpions. 

Question  6.  The  relatives,  and  especially  the 
patient,  may  be  assured  (in  the  case  of  snake 
poisoning)  that  for  a number  of  reasons  only 
a small  amount- of  venom  may  have  been  in- 
jected ; that  except  in  unusual  circumstances 
the  chance  of  survival  even  without  treatment 
are  excellent;  and  that  with  proper  treatment 
the  odds  in  favor  of  the  patient  are  very  great. 
These  points  would  also  apply  to  bites  by  the 
other  animals. 

DR.  STAHNKE  ( other  arthropods  and  in- 
sects; general  therapy).  The  condition  is  prob- 
ably not  caused,  by  any  of  the  less  venomous 
arthropods,  such  as  the  centipede,  the  Arizona 
tarantula,  the  solpugid,  vinegarroon,  or  a blister- 
beetle.  It  is  also  not  due  to  an  insect  such  as  a 
bee,  wasp,  or  red  ant.  It  would  seem  to  be  due 
to  one  of  the  more  venomous  arthropods  — a 
scorpion  or  a black  widow  spider — or  less  pos- 
sibly to  a rattle  snake. 

Bees , wasps,  and  red  ants  are  only  mildly  toxic 
for  humans,  except  for  rare  individuals  with  a 
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specific  allergy.  The  effect  is  usually  localized 
to  the  area  of  the  sting,  and  a large,  slightly 
swollen,  discolored  area  may  be  produced.  The 
coloration  is  due  to  hemorrhagic  toxins,  and  the 
area  may  become  black,  blue,  or  purplish  in  four 
or  five  hours.  At  times  it  may  disable  the  victim 
for  days.  An  unexplained  but  effective  therapy 
is  the  liberal  local  application  of  liquid  house- 
hold bluing,  which  will  stop  the  lesion  at  any 
stage.  Because  of  the  circumstances  at  the  time 
of  the  attack,  the  scanty  local  swelling  and  the 
progress  of  symptoms  during  the  first  hour  in 
the  present  case,  these  insects  would  seem  to  be 
ruled  out. 

Centipedes  may  be  excluded  for  the  same 
reasons.  Their  toxic  effect  is  slight,  it  is  mostly 
local,  and  the  prognosis  good.  A small  green 
variety  (scolopendra  morsitans)  causes  a mild 
swelling,  but  the  longer  (6-8  inch)  yellowish 
brown  type  (s.  heros)  may  cause  serious  swell- 
ing, discoloration,  and  occasionally  result  in  an 
ulcerated  wound  which  may  require  weeks  to 
heal.  Their  front  pair  of  claws  form  fangs, 
they  cannot  bite  efficiently,  and  their  waxy, 
articulated  body  moves  with  only  moderate 
speed.  The  millipede,  or  “thousand  logger,” 
should  not  be  confused  with  a centipede.  It  is 
a cylindrical  gray  creature,  and  is  non-poison- 
ous.  They  are  often  seen  after  a rain,  curled 
up  on  the  ground,  and  give  off  an  odor  of 
phenol. 

The  large  Arizona  tarantula  (as  contrasted 
to  the  smaller  Central  American  type)  is  un- 
necessarily feared.  It  could  fit  into  part  of  the 
circumstances  of  the  present  case,  since  it  is 
nocturnal,  bites  the  extremities,  scuttles  like  a 
large  (2-3  inch)  hairy  black  spider  on  the  turf 
or  Avail,  but  it  is  almost  non-toxic.  The  bite  is 
produced  by  a pair  of  fangs  on  the  antero- 
ventral  surface,  and  a local  swelling  occurs 
which  may  become  secondarily  infected.  A 
cleansing  of  the  wound,  folloAved  by  an  ice-pack, 
comprises  the  therapy. 

The  Gila  monster  is  also  unduly  feared.  It. 
could  not  be  a factor  in  the  present  case.  It  is 
quite  rare,  living  in  desert  washes  or  in  the  foot- 
hills, Avliere  it  can  be  away  from  the  sun  among 
the  boulders.  It  does  not  jump,  is  sluggish,  and 
moves  quickly  only  for  short  intervals.  It  is  shy 
and  retiring,  and  only  bites  aggressors.  It  has 
no  fangs,  bites  with  its  teeth,  must  obtain  a good 
hold,  and  must  hang  on  (preferably  upside- 
down)  for  several  minutes.  The  venom  appa- 


ratus is  a poor  one,  since  the  venom  comes  from 
modified  salivary  glands  and  must  travel  along 
capillary  grooves  in  the  teeth.  The  venom  is  a 
neurotoxin,  and  can  be  sloAvly  fatal  through 
cardio-respiratory  failure.  Finally,  the  animal 
must  be  at  least  18  inches  long  to  produce  a haz- 
ardous amount  of  venom. 

The  true  vinegarroon  (called  “vinegarone” 
or  whip-scorpion)  is  very  rare,  found  only  in 
southeastern  Arizona,  and  is  entirely  non-toxic. 
It  gives  off  a pungent  vinegar  odor. 

The  solpugid  (called  sun-spider,  sun-scorpion, 
wind-scorpion,  or,  wrongly,  vinegarroon)  is  also 
non-toxic,  but  may  bite  and  produce  a secondary 
infection.  It  is  straw-colored,  has  eight  legs 
radiating  from  its  body,  is  fierce-looking,  but  is 
harmless.  It  lias  jaws,  but  no  stinger  or  pinch- 
ers such  as  true  scorpions  possess. 

Blister-beetles  would  not  fit  the  present  pic- 
ture. They  are  small  (1-2  cm.),  look  somewhat 
like  black  cock-roaches,  and  are  difficult  to  lo- 
cate. There  is  rarely  a consciousness  of  being 
bitten,  and  the  large  blisters  appear  on  a non- 
inflamed  base  without  warning.  The  blister  is 
caused  by  the  corrosive  action  of  the  beetle’s 
blood ; if  the  beetle  is  pressed  against  the  body, 
blood  may  ooze  from  the  leg  joints  onto  the  skin. 

An  Assassin-bug  could  also  be  excluded  as  a 
cause.  It  produces  a low  local  swelling  and  in- 
flammation up  t/:>  10  inches  in  diameter,  with 
occasional  nausea,  vomiting,  and  faintness.  They 
are  also  called  Mexican  bed-bugs,  kissing-bugs, 
Hualpai  Tigers,  China  bed-bugs,  corsairs,  etc. 

If  there  is  swelling  in  15  to  20  minutes,  one 
can  safely  assume  that  the  venom  was  not  that 
of  the  scorpion  or  Black  Widow  spider. 

I would  like  to  insist  that  the  possible  pres- 
ence of  a dangerous  scorpion  has  nothing  to  do 
with  the  nearness  of  a sand-box.  Children  should 
not  be  deprived  of  a sand-box  because  of  this 
false  association. 

Suggestions  for  management  of  a case  like 
the  one  described  might  include — 

1 . Calmness  and  assurance. 

2.  An  immediate  attempt  to  find  and  identify 
the  animal.  (This  is  very  important.) 
Long-time  residents,  gardeners,  etc.,  are 
usually  able  to  help  with  the  identifica- 
tion. 

3.  Begin  treatment  at  once.  This  is  aimed  to 
reducing  the  spread  of  toxin  from  the  local 
area,  decreasing  pain,  and  for  psyehother- 
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apy.  Our  technique  has  recently  been  mod- 
ified. If  the  sting  is  on  an  extremity : 
a Apply  a tight  tourniquet  between  the 
sting  and  the  torso. 

b Place  a piece  of  ice  on  the  sting,  and 
e Prepare  a pan  of  iced-water.  Do  not  use 
salt  in  the  water. 

d Immerse  the  hand  or  foot  in  the  iced- 
water. 

e After  5 minutes,  remove  the  tourniquet, 
f Keep  the  extremity  in  the  iced-water  for 
2 hours. 

Little  or  no  advanced  reaction  will  follow  this 
routine. 

4.  Talk  to  a well-qualified  physician  if  pos- 

sible. Put  the  patient  in  his  care: 
a If  the  patient  is  less  than  5 years  of  age. 
b If  the  patient  has  been  stung  in  a num- 
ber of  widely  distributed  places, 
c If  the  patient  has  been  stung  on  the 
genitalia  or  a vital  area  of  the  head. 

5.  Before  taking  the  patient  to  medical  aid, 
place  a pack  of  crushed  ice  on  and  around 
the  site  of  sting,  covering  an  area  10-12 
inches  in  diameter.  One  ice-cube  has  an 
insufficient  effect.  Leave  the  pack  on  in 
spite  of  other  treatment  for  2 hours.  This 
therapy  applies  to  all  cases  where  the  pa- 
tient has  heen  hitten  or  stung  by  some  tin- 
known  creature. 

6.  Use  specific  anti-venin  for  black  widow, 
scorpion,  or  snake  bite,  first  testing  for 
sensitivity.  Treat  otherwise  as  indicated 
by  the  diagnosis. 

MR.  KELLY  (therapeutic  methods  and 
drugs):  The  “animal”  which  was  responsible 
for  the  bite  would  seem  to  be  a scorpion,  a black 
widow  spider,  a snake,  or  one  of  the  mildly- 
poisonous  varieties  of  small  animals  or  insects. 
Only  the  first  three  present  a real  hazard. 

It  is  most  important  that  a doctor  be  called 
at  once,  in  order  that  the  identity  of  the  cause 
can  be  discussed  and  a course  of  action  decided 
upon.  The  family  was  fortunate  in  the  present 
case. 

Therapy  may  be  classified  as  first-aid. , sup- 
portive or  specific. 

1.  First-aid,  measures  include  those  used  at 
once,  before  medical  aid  arrives.  They  may 
be  all  that  are  necessary, 
a Local  applications  may  be  used.  They 
have  two  purposes  — to  neutralize  the 
probably  acid  poison  (most  authorities 


believe  they  have  a limited  value;  an  al- 
kali, such  as  ammonia  water  or  vinegar, 
is  used)  ; and  to  prevent  the  spread  of 
toxin  in  the  tissues  (an  ice-pack  is  ap- 
plied over  the  bite). 

1)  Evacuation  of  the  toxin  by  local  incision. 
This  should  be  done  before  the  doctor 
arrives  only  if  medical  help  is  distant,  if 
a snake  is  the  known  cause,  or  if  snake 
bite  can  not  be  ruled  out.  A single  in- 
cision over  the  bite  (using  a clean  razor 
blade  or  lancet),  followed  by  suction  15 
minutes  of  every  hour  until  the  symp- 
toms subside,  may  be  of  value.  A suction- 
cup  is  to  be  preferred  to  mouth-suction ; 
the  anti-venin  syringe  is  constructed  so 
that  it  may  be  reversed  and  used  as  a 
suction-cup. 

c A tourniquet  may  be  indicated  in  the 
same  circumstances.  The  band  is  ap- 
plied between  the  bite  and  the  body,  and 
the  pressure  is  loosened  for  half  a min- 
ute every  ten  minutes  to  prevent  gan- 
grene. A first  aid  “Snake-Bite  Outfit” 
(Beeton-Diokinson  Co.,  etc.)  should  be 
kept  at  hand  in  rural  homes,  camps,  cab- 
ins, and  on  trips.  It  retails  for  $1.50,  and 
contains  a tourniquet,  a lancet,  an 
“Asepto”  suction-cup,  and  an  iodine  ap- 
plicator. Whiskey  or  other  drugs  have 
no  part  in  first-aid  treatment. 

2.  Supportive  therapy  is  in  the  province  of 
the  doctor,  and  its  use  depends  upon  the 
causes  and  symptoms.  It  may  include  seda- 
tives, cardio-respiratory  stimulants,  and 
intravenous  fluids  for  shock.  These  ma- 
terials are  available  at  all  hospitals  and 
pharmacies. 

3.  Specific  therapy  is  indicated  only  for  the 
“big  three”  (snake  bite,  scorpion  sting,  and 
black-widow  bite)  ; it  is  usually  urgent 
only  for  snake  bite.  Anti-venins  are  manu- 
factured for  each  of  the  three  conditions 
named.  Patients  to  whom  anti-venin  is  to 
be  given  should  be  tested  for  sensitivity 
before  full  doses  are  used.  In  general  one 
should  give  more  than  enough  anti-venin 
rather  than  too  little. 

a Snake-bite  anti-venin  is  a “group”  prep- 
aration, effective  against  the  toxins  of 
rattlesnakes  and  other  viperine  snakes, 
but  not  against  coral  snake  venom.  Tt 
is  called  “North  American  Anti-Snake- 
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Bite  Serum.”  The  Wyeth  preparation 
“Anti-venin  (nearctic  crotalidae)  Poly- 
valent,” consists  of  an  ampoule  of  15  cc. 
of  “restored  serum,”  and  retails  at 
$12.50. 

The  new  “lyovac”  preparations  can  be 
stored  in  refrigeration.  It  is  considered 
a “good  adjunct”  in  therapy,  but  may 
be  of  little  help  in  a bad  bite.  It  is  never 
too  late  to  begin  its  use,  however.  Sev- 
eral ampoules  are  usually  given,  and  as 
many  as  15  if  the  toxic  effects  of  the  bite 
become  general.  Oddly,  a child  usually 
requires  more  than  an  adult.  The  serum 
is  given  intramuscularly  above  the  tour- 
niquet, and  in  and  around  the  site  of  the 
bite;  after  it  is  given  locally  into  the  bit- 
ten area,  suction  should  be  discontinued 
for  an  hour,  and  the  tourniquet  may  be 
removed.  Coral  snake-bite  is  rare,  and 
there  is  no  specific  anti-venin.  It  is  said 
that  the  polyvalent  material  described 
above  has  been  used,  and  with  good  re- 
sults. 

b.  Black  Widow  Spider  Anti-venin  is  spe- 
cific for  the  bite  of  that  spider  only.  The 
Sharp  and  Dohme  preparation  (Mulford 
Labr.)  consists  of  2.5  cc.  of  “restored 
serum”  in  an  ampoule  retailing  at  $6.00. 
The  mortality  without  specific  serum  has 
been  listed  at  5 to  11%,  including  those 
cases  treated  with  intravenous  calcium 
gluconate  or  magnesium  sulfate,  barbi- 
turates, etc.  The  mortality  in  cases  treat- 
ed with  one  ampoule  of  the  anti-venin 
has  been  found  to  be  zero,  and  the  mor- 
bidity  is  remarkably  reduced.  A skin- 
test  for  sensitivity  should  always  be  done, 
— 0.02  cc.  of  a 1 :10  saline  dilution  of  nor- 
mal horse  serum  should  be  given  intra- 
dermally.  If  the  test  is  positive  in  ten 
minutes,  try  a conjunctival  reaction  test. 
If  the  ID  test  is  negative,  use  the  anti- 
venin;  if  the  ID  test  is  positive  and  the 
eye  test  negative,  desensitize  the  patient ; 
if  both  are  positive,  avoid  the  serum. 

(Both  the  snake  and  spider  antivenins 
have  a 5-year  expiration  date,  and  must 
be  discarded  at  that  time.  Neither  may 
be  returned  to  the  manufacturer  for  ex- 
change or  credit.  Pharmacies  carrying 
these  products  do  so  in  the  interest  of 
public  health.) 


c.  Scorpion  Anti-venin  is  now  being  made 
in  Arizona,  but  it  is  not  yet  available  for 
for  general  use.  Dr.  Stahnke  of  the 
Poisonous  Animals  Research  Laboratory 
is  working  with  a rabbit  serum,  but  its 
use  is  still  experimental  and  only  under 
his  guidance.  It  has  been  very  effective; 
sensitivity  has  not  been  a factor;  an  an- 
nouncement may  be  expected  soon. 

A Mexican  anti-scorpion  serum  has  been 
used  by  Arizona  physicians  with  good 
results  for  several  years.  It  is  not 
stocked,  generally,  and  is  not  officially 
approved  (A.M.A.),  but  it  may  be  ob- 
tained from  the  Institute  of  Hygiene  of 
the  Department  of  Health,  Popotla, 
Mexico,  D.  F. 

Pharmacy  and  hospital  depots  for  anti- 
venin  will  have  to  be  determined  by  lo- 
cal inquiry.  In  general,  hospitals  may 
stock  the  materials,  but  are  reluctant  to 
give  out  the  information ; the  larger 
pharmacies  carry  the  snake  and  spider 
anti-venins ; the  two  major  wholesale  drug 
companies  (McKesson  & Robbins  in 
Phoenix,  and  Brunswig  in  Phoenix  and 
Tuscon)  supply  most  of  the  Arizona  drug 
stores ; they  both  carry  the  snake  and 
spider  anti-venins. 

Prevention  of  kites  and  stings  may  be 
aided  by  the  use  of  chemicals,  all  of  which 
can  be  obtained  at  any  pharmacy.  D.D.T. 
is  a most  effective  scorpion-eliminating 
drug;  it  is  best  prepared  as  a 5%  refined 
kerosene  solution,  remains  effective  for 
6 weeks,  should  be  re-applied  at  intervals 
from  May  to  September,  and  it  kills 
shortly  after  any  contact  with  the  scor- 
pion. D.D.T.  is  of  no  value  against  black 
widows,  but  an  oil  spray  of  pyrethrum 
is  said  to  be  very  effective. 

Anti-histamine  drugs  are  readily  avail- 
able by  prescription  (including  bena- 
drvl,  pyribenzamine,  neo-antergan,  theny- 
lene,  etc.).  They  may  be  used  as  a treat- 
ment for  itching  (Parke,  Davis  & Co. 
suggests  this  in  correspondence,  though 
reports  on  insect  bites  are  scanty  at  pres- 
ent), and  for  the  occasional  late  allergic 
effects  of  serum  treatment. 

In  general,  the  picture  is  bright  for  quick  and 
effective  treatment  of  all  sorts  of  bites  and 
stings. 
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MISCELLANEOUS  SECTION 


Arizona  Society  of  Anesthesiologists 


The  Arizona  State  Society  of  Anesthesiologists 
was  organized  May  20,  1948  in  the  course  of  the 
annual  meeting  of  the  Arizona  Medical  Associa- 
tion. The  new  society  took  form  at  a gathering 
of  the  Phoenix  Society  of  Anesthesiologists, 
which  had  been  organized  in  April  of  this  year. 

Dr.  Benjamin  Herzberg  of  Phoenix  was  named 
president,  with  Dr.  Maxwell  R.  Palmer  of  Tuc- 
son as  vice  president  and  Dr.  Audrey  G.  Urry 
of  Phoenix  as  secretary-treasurer.  In  the  Phoe- 
nix society,  which  will  function  as  a chapter  of 
the  state  group.  Drs.  Herzberg  and  Urry  hold  the 
same  offices,  respectively,  and  Dr.  Paul  Causey 
is  vice  president. 

The  purpose  of  the  state  group  is  to  associate 
and  affiliate  into  one  organization  all  reputable 
doctors  of  medicine  in  Arizona  who  are  engaged 
in  the  practice  of,  or  otherwise  interested  in  the 
medical  specialty  of  anesthesiology  for  the  gener- 
al elevation  of  the  standards  of  medical  practice. 

Scientific  programs  will  be  presented  at  least 


four  times  each  year,  at  which  out-of-state  speak- 
ers as  well  as  Arizona  physicians  will  be  heard. 
Charter  members  of  the  organization  are : 


Mabel  I.  Adams  Phoenix 

Louise  Bewersdorf Phoenix 

Frederick  Baier  .. Phoenix 

Paul  S.  Causey  Phoenix 

Wiliam  II.  L.  Pornette  Chandler 

George  DeYoung  Tucson 

George  Enfield  Phoenix 

Dudley  Fournier  Phoenix 

Benjamin  Herzberg  .Phoenix 

Paul  Jarrett  .....Phoenix 

Martha  Lewancloski  .....Phoenix 

Robert  Maresca  .....Phoenix 

Maxwell  R.  Palmer Tucson 

Wallace  Reed  Phoenix 

John  J.  Rupp  Tucson 

Maurice  Stern  Phoenix 

Audrey  G.  Urry  Phoenix 


A charter  is  being  applied  for  so  that  this 
state  society  may  become  a component  of  the 
American  Society  of  Anesthesiologists,  Inc. 


Office  of  the  Surgeon  General 


CHLOROMYCETIN  IN  THE  TREATMENT 
OF  SCRUB  TYPHUS 

The  antibiotic  Chloromycetin  was  described 
in  1947  by  Ehrlich  and  his  associates.  It  has 
been  shown  by  Smadel  and  Jackson  to  have  a 
beneficial  chemotherapeutic  effect  when  admin- 
istered to  mice  or  embryonated  eggs  infected 
with  a number  of  rickettsial  agents  or  with  sev- 
eral viruses  of  the  psittacosis-lymphogranu- 
loma venereum  group.  The  drug  is  rapidly  ab- 
sorbed when  given  by  month  to  human  beings, 
and  readily  reaches  concentrations  in  the  blood 
of  the  order  of  40  gamma  per  cc.  No  obvious 
toxic  effects  attributable  to  the  drug  have  been 
observed  in  the  normal  men  or  the  patients 
who  have  been  studied  to  date.  A preliminary 
note  describing  the  encouraging  results  ob- 
served in  a few  cases  of  epidemic  typhus  who 
were  treated  with  Chloromycetin  early  this  year 
in  Mexico  has  been  submitted  by  workers  from 

Read  before  the  Fourth  International  Congresses  on  Tropi- 
cal Medicine,  and  Malaria,  held  at  Washington,  D.  C..  May 
11.  1948.  at  11:00  a.  m. 


the  Army  Medical  Department  Research  and 
Graduate  School  and  the  Institute  Salubridad  y 
Enferm  blades  Tropicales. 

Twenty-five  persons  with  scrub  typhus  Avere 
treated  with  Chloromycetin  during  March  and 
April  of  this  year.  The  Chloromycetin  used  in 
the  work  was  supplied  by  Parke,  Davis  and  Com- 
pany. Each  of  the  patients  presented  clinical 
features  of  the  disease.  Furthermore,  the  diag- 
nosis was  proved  in  each  instance  by  recovering 
Rickettsiae  tsutsugamushi  from  the  blood  taken 
prior  to  treatment  or  by  demonstrating  the  de- 
velopment of  agglutinins  for  the  OX-K  strain 
of  />.  proteus.  Rickettsemia  occurred  in  20  of 
the  25  patients,  and  a positive  Weil-Felix  in  24 
of  the  group. 

Eighteen  of  the  treated  patients  were  males 
and  seven,  females.  Their  ages  varied  from  19 
to  55  years  with  a mean  of  33.1.  Treatment  Avas 
begun  on  the  third  day  of  illness  in  two  instanc- 
es and  on  the  eleventh  in  one;  the  mean  value 
for  the  day  Chloromycetin  was  started  in  the  25 
patients  was  6.2.  The  mean  value  for  the  last 
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febrile  day  of  illness  in  the  treated  group  was 
7.5.  The  shortest  period  which  fever  persisted 
after  beginning  treatment  was  10  hours  and  the 
longest  96.  The  average  duration  of  fever  after 
the  first  dose  of  drug  was  31  hours. 

None  of  the  treated  group  developed  compli- 
cations or  died.  One  patient  who  received 
Chloromycetin  on  the  third  day  was  discharged 
from  the  hospital  for  light  work  on  the  ninth  day 
after  onset.  The  first  patient  in  the  group  was 
held  for  observation  in  the  hospital  for  28  days. 
The  mean  period  of  hospitalization  for  the  group 
was  19.2  days. 

Twenty-two  of  the  25  treated  cases  derived 
their  infections  from  exposures  in  areas  within 
a radius  of  20  miles  of  Kuala  Lumpur.  Eleven 
of  the  twelve  untreated  cases  of  scrub  typhus 
who  were  observed  during  the  period  also  con- 
tracted their  disease  within  this  general  area. 
Indeed,  five  of  the  twelve  controls  became  infect- 
ed while  working  in  precisely  the  same  spots 
which  provided  Id  patients  of  the  treated  group. 
Hence,  one  may  assume  that  the  strains  of  rick- 
ettsiae  which  infected  the  treated  and  control 
groups  were  fairly  comparable  in  virulence.  The 
test  and  control  groups  may  also  be  assumed 
to  be  comparable  as  regards  capacity  of  the  indi- 
viduals to  overcome  infection  with  7?.  tsutsuga- 
inushi.  Thus,  the  age  distribution  among  the 
two  groups  was  similar  and  the  mean  age  of  the 
twelve  male  controls  was  33.8  years.  Further- 
more, the  distribution  of  Europeans,  Malays, 
Indians  and  Chinese  among  the  controls  was 
similar  to  that  of  the  treated  group.  The  sharp 
contrast  in  the  clinical  responses  of  the  two 
groups  is  clearly  evident  from  the  tabular  data. 
It  will  be  seen  that  the  mean  duration  of  fever 
in  the  control  group  was  18.1  days;  that  two  pa- 
tients developed  serious  complications,  one  of 
which  proved  fatal;  and  that  the  average  period 
of  time  spent  in  the  hospital  was  30.7days. 

All  25  patients  in  the  treated  group  received 
an  initial  oral  dose  of  approximately  50  mg.  of 
Chloromycetin  per  kilo  body  weight,  and  were 
subsequently  given  0.2  to  0.3  gm.  of  . drug  by 
mouth  every  two  to  four  hours  for  a -variable 
time.  During  the  early  part  of  the  present 
work,  treatment  was  continued  until  at  least 
the  12th  day  after  onset ; these  patients  received 
totals  of  8 to  15.5  gms.  of  drug.  The  duration 
of  treatment  was  gradually  shortened,  and  the 
last  seven  cases  were  given  the  drug  for  only 
24  hours;  these  received  a total  of  about  6 gms. 


during  this  period.  Their  responses  with  this 
short  regime  were  as  satisfactory  as  with  the 
longer  periods  of  therapy. 

Determinations  of  the  amounts  of  drug  pres- 
ent in  the  bloods  of  these  patients  have  not  yet 
been  made  because  of  technical  and  supply  diffi- 
culties. It  is  of  interest  that  Chloromycetin  can 
he  employed  successfully  without  dependence 
upon  the  results  of  such  assay  techniques.  The 
practicality  of  the  use  of  Chloromycetin  is  fur- 
ther emphasized  by  the  fact  that  12  of  the  25 
patients  were  treated  in  estate  hospitals  where 
conditions  are  no  more  favorable  for  complete 
nursing  care  than  in  the  average  private  home  in 
the  United  States. 

CONCLUSION 

Chloromycetin  is  highly  efficacious  in  the 
treatment  of  patients  with  scrub  typhus.  It  is 
simple  to  administer,  and  has  not  been  found 
toxic  for  man. 


PENICILLIN  NOT  PROVED  BEST  FOR 
BABY’S  EYES,  MEDICAL  JOURNAL 
HOLDS 

New  York,  April  23,  1948 — Penicillin  has 
not  yet  been  shown  to  lie  superior  to  nitrate 
of  silver  for  use  in  the  eyes  of  the  newborn 
as  a guard  against  infection,  and  its  use  with- 
out further  experience  would  be  a “calamity,” 
the  New  York  State  Journal  of  Medicine  asserts 
in  an  editorial  in  its  current  issue.  The  publi- 
cation is  the  official  organ  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

An  article  in  a recent  issue  of  a popular 
woman’s  magazine  (Woman’s  Home  Companion, 
April  1948)  claimed  that  babies  are  often  ren- 
dered blind  by  the  use  of  nitrate  of  silver  as  a 
prophylactic  because  the  law  in  many  states 
compels  its  employment  by  physicians.  This 
disaster,  according  to  the  article,  could  be  avoid- 
ed by  substituting  penicillin  for  nitrate  of  silver. 

“This  is  by  no  means  proved,”  the  Journal 
editorial  comments,  “and  it  would,  in  our  be- 
lief, be  a calamity  if  a tried  and  certain  method 
were  discarded  without  further  experience  with 
another  which  has  by  no  means  been  shown  to 
be  superior.  Perhaps  there  is  a substitute  which 
causes  less  reaction  than  silver  nitrate,  but  we 
had  better  know  more  about  that  before  the 
claim  of  infallibility  is  disseminated.” 

A world-wide  acceptance  of  the  use  of  a dilute 
solution  of  silver  nitrate  followed  the  introduc- 
tion of  this  method  to  prevent  gonorrheal  infec- 


64 


Arizona  Medicine) 


July,  1948 


tion  in  the  newborn  by  Crede,  German  gynecolo- 
gist, the  editorial  points  out.  It  acknowledges 
that  some  failure  is  possible,  due  to  careless- 
ness or  forgetfulness  or  improper  application  by 
the  attendant  at  childbirth.  The  sanitary  codes 
of  most  American  states  and  cities  require  the 
prophylactic  instillation  of  silver  nitrate  or,  as 
in  the  case  of  New  York  City,  “an  equally  ef- 
fective agent.” 

The  Journal  editorial  points  out  that  a special 
committee  of  the  New  York  Academy  of  Medi- 
cine, named  in  response  to  a request  from  the 
New  York  City  Commissioner  of  Health  for  an 
opinion  as  to  the  desirability  of  changing  the 
Sanitary  Code  to  accept  penicillin  as  a substi- 
tute, did  not  recommend  any  change,  although 
it  did  suggest  that  hospitals,  under  adequate 
control,  be  encouraged  to  make  further  studies. 

“The  Special  Committee  of  the  Academy  con- 
sidering the  problem,”  the  Journal  states,  “in- 
clude in  its  personnel  an  ophthalmologist,  a pedi- 


atrician and  an  obstetrician.  Their  opinion  that 
the  use  of  silver  nitrate  should  be  continued, 
pending  the  further  study  of  the  value  of  and 
practical  considerations  relating  to  the  use  of 
penicillin,  prescribes  a tried  and  proved  remedy 
in  the  use  of  which  professional  personnel  have 
been  trained  over  a long  period  of  time.  ’ ’ 

“Mention  must  be  made  of  the  fact  that  oph- 
thalmia in  infants  is  not  necessarily  gonorrheal,” 
the  Journal  comments.  “There  may  be  other 
organisms  involved  — streptococci,  staphylo- 
cocci, pneumococci,  coliform  organisms,  and 
viruses.  Many  of  these  are  strains  resistant  to 
penicillin.  Proof  of  the  effectiveness  of  the  lat- 
ter does  not,  up  to  the  present,  appear  adequate. 
Moreover,  the  most  effective  concentrations  and 
the  best  method  of  application  have  yet  to  be 
determined.  Solutions  must  be  fresh,  and  sev- 
eral instillations  are  required.  In  unskilled  hands 
it  may  not  be  so  simple  as  a single  instillation 
of  silver  nitrate  for  prophylactic  administra- 
tion.” 


United  States  Atomic  Energy  Commission 

Isotopes  Division,  Oak  Ridge  Operations 
Oak  Ridge,  Tennessee 


Isotopes  Division  Circular  E-18 


DISTRIBUTION  OF  CERTAIN  RADIOISO- 
TOPES WITHOUT  CHARGE  FOR  USE 
IN  CANCER  RESEARCH,  DIAG- 
NOSIS AND  TREATMENT 

We  are  pleased  to  announce  that  the  isotopes 
distribution  program  in  the  United  States  will 
now  include  distribution  without  charge,  except 
for  handling  and  transportation,  of  certain  radio- 
isotopes useful  in  therapy,  diagnosis,  and  re- 
search in  cancer.  This  plan  should  result  in 
considerable  savings  in  costs  of  treatment  and 
cancer  investigations  using  radioisotopes. 

Effective  Ajn'il  1,  1948,  all  production  charg- 
es (list  prices)  will  be  removed  from  the  follow- 
ing when  the  materials  will  be  used  for  the  study 
of  cancer — its  nature,  diagnosis  and  treatment : 
Catalogue 

Isotope  Item  No.  List  Price 

Todine  131  S-2  $ 1.70  per  millicurie 

Phosphorus  32  S-3  1.10  per  millicurie 

Sodium  24  73  12.00  per  irradiated  unit 


Handling  charges  to  cover  the  cost  of  pack- 
aging, monitoring,  accounting,  and  billing  will 
be  $10  for  the  first  shipment  and  $10  for  each 
subsequent  shipment.  Transportation  charges 
will  be  paid  by  the  applicant. 

These  radioisotopes  may  be  obtained  under 
present  procedures  by  submitting  an  “Applica- 
tion for  Radiosotope  Procurement,”  Form  313, 
to  the  Isotopes  Division.  The  statement  of  iise 
should  be  complete  in  order  to  justify  issuance 
of  “Authorization  for  Radioisotope  Procure- 
ment,” Form  374,  with  the  provision  that  your 
investigation  is  concerned  with  cancer  research, 
diagnosis  or  therapy  and  that  no  charge  will  be 
made  for  materials. 

Other  available  radioisotopes  useful  in  the 
study  and  treatment  of  cancer  may  be  added  to 
the  above  list  as  it  is  determined  that  they  can 
be  supplied  on  this  new  basis.  You  will  be  noti- 
fied of  any  further  additions  to  this  list. 
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FEDERAL  SECURITY  AGENCY 
U.  S.  Public  Health  Service 
Washington,  D.  C. 

Recent  cases  of  poisoning  from  thallium  used 
in  rodentieides,  and  requests  for  information 
from  public  health  agencies  and  private  physi- 
cians, have  resulted  in  the  reprinting  of  a limited 
supply  of  ‘ ‘ Thallium  : A Review  and  Summary  of 
Medical  Literature,”  Supplement  No.  197  to  the 
Public  Health  Reports,  weekly  scientific  publi- 
cation of  the  U.  S.  Public  Health  Service,  Fed- 
eral Security  Agency. 

The  Army,  Navy  and  Public  Health  Service 
used  the  pamphlet  during  the  war,  when  it  was 
prepared  at  the  request  of  the  Committee  on 
Insect  and  Rodent  Control  of  the  Office  of  Sci- 
entific Research  and  Development. 

Among  the  subjects  covered  in  the  review  are 
the  history  of  thallium,  its  source,  properties  and 
uses,  toxicologic  properties,  thallium  poisoning 
in  humans,  and  the  therapy  of  poisoning  by  the 
chemical.  The  author  lists  298  sources  of  inform- 
ation from  the  medical  literature  of  Belgium, 
Canada,  China,  France,  Germany,  Great  Britain, 


Italy,  Japan  and  other  countries,  as  well  as  the 
United  States. 

Oral  administration  of  35  milligrams  per 
kilogram  of  a soluble  compound  of  thallium  is 
lethal  for  rats,  the  author  cites  one  authority  as 
claiming.  Rodentieides  containing  thallium 
also  have  been  used  successfully  in  exterminat- 
ing prairie  dogs  and  ground  squirrels. 

Accidental  swallowing  of  thallium-treated  food 
intended  as  animal  poison  is  one  of  the  ways  in 
which  human  poisonings  and  deaths  occur,  the 
writer  points  out.  Others  are  miscalculation  of 
dosage  in  medical  use  of  the  element,  and  in- 
dustrial poisoning  among  workers  handling  py- 
rites and  salts,  or  exposed  to  thallium-bearing 
dusts.  Signs  and  symptoms  in  man  usually  are 
manifested  in  the  nervous  system  and  the  ali- 
mentary tract,  the  author  states. 

The  pamphlet  was  written  by  Francis  F.  Hey- 
roth,  Kettering  Laboratory  of  Applied  Physiol- 
ogy, College  of  Medicine,  University  of  Cincin- 
nati. 

Limited  quantities  are  available  to  profes- 
sional persons  at  10  cents  per  copy  through  the 
Superintendent  of  Documents,  U.  S.  Govern- 
ment Printing  Office,  Washington  25,  D.  C. 


THE  BCG  STATEMENT 
From  National  Tuberculosis  Association 
NEW  YORK,  N.  Y.— Vaccination  with  BCG 
does  not  provide  complete  protection  against 
tuberculosis  and,  until  further  controlled  studies 
are  conducted,  cannot  be  recommended  for  the 
general  population.  However,  since  BCG  ap- 
pears to  provide  some  degree  of  protection,  it 
is  recommended  for  members  of  groups  con- 
stantly exposed  to  tuberculosis  if  they  have  a 
negative  reaction  to  the  tuberculin  test. 

These  conclusions  are  contained  in  a state- 
ment of  policy  adopted  by  the  Executive  Com- 
mittee of  the  American  Trudeau  Society,  Med- 
ical Section  of  the  National  Tuberculosis  As- 
sociation, and  published  in  the  March  issue  of 
the  NT  A BULLETIN.  This  is  the  first  official 
statement  by  the  ATS  on  BCG. 

Dr.  H.  McLeod  Riggins  of  New  York,  N.  Y., 
chairman  of  the  ATS  Chemotherapy  Committee 
which  prepared  the  report  on  which  the  state- 
ment is  based,  explained  yesterday  that  BCG 
vaccination,  developed  by  Calmette  and  Guerin 
from  a non-virulent  strain  of  tubercle  bacilli, 
causes  a primary  tuberculosis  infection.  As  a 


result  of  this  infection,  the  body  increases  its 
resistance  to  the  disease,  inducing  an  artificial 
immunity  of  varying  degree.  A positive  reac- 
tion to  the  tuberculin  test,  according  to  Dr. 
Riggins,  indicates  that  a person  has  had  a pri- 
mary tuberculosis  infection  and  his  body  has 
built  up  a degree  of  acquired  immunity.  Per- 
sons having  a positive  tuberculin  test  reaction 
probably  do  not  benefit  from  vaccination  with 
BCG,  he  said. 

The  statement  emphasizes  that  further  studies 
are  necessary  to  determine  the  true  value  of  BCG 
and  points  out  that  the  vaccine  cannot  be  re- 
garded as  a substitute  for  approved  public 
health  measures  to  protect  the  public  from  tu- 
berculosis. Until  additional  information  is  ob- 
tained, vaccination  of  the  general  population 
cannot  be  recommended  except  for  carefully  con- 
trolled investigative  programs,  several  of  which 
are  now  under  way.  These  programs,  the  state- 
ment. suggests,  are  usually  best  carried  out  under 
the  auspices  of  official  agencies,  such  as  the 
U.  S.  Public  Health  Service,  state  and  municipal 
health  departments  and  other  especially  quali- 
fied groups. 
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Although  studies  thus  far  made  indicate  that 
the  incidence  of  tuberculosis  may  be  reduced 
when  groups  likely  to  develop  the  disease  be- 
cause of  unusual  exposure  to  tuberculosis  are 
vaccinated,  the  statement  points  out  that  the 
degree  of  protection  afforded  the  individual  is 
not  complete  and  the  duration  of  relative  im- 
munity is  not  known. 

BCG  vaccination  is  recommended  for  the  fol- 
lowing groups  if  they  are  subjected  to  more 
than  ordinary  exposure  to  tuberculosis:  doctors, 
medical  students  and  nurses;  hospital  and  lab- 
oratory personnel  whose  work  brings  them  in 
contact  with  the  bacillus  of  tuberculosis;  indi- 
viduals who  are  unavoidably  exposed  to  tuber- 
culosis in  the  home,  and  patients  and  employees 
of  mental  hospitals,  prisons  and  other  custodial 
institutions  among  whom  the  incidence  of  tu- 
berculosis is  known  to  be  high. 

Even  with  these  groups,  the  statement  warns 
against  placing  complete  reliance  on  BCG  for 
protection  and  points  out  that  proper  precau- 
tions should  be  taken  to  minimize  or  prevent 
“undue  hazardous  exposure  of  hospital  patients 
and  personnel  and  members  of  a household  if 
an  infectious  patient  is  under  treatment  in  the 
home.  ” 

While  the  vaccine,  when  prepared  under  ideal 
conditions  and  administered  to  tubercul in-nega- 
tive persons  by  approved  techniques,  may  be 
considered  harmless,  the  statement  does  not  ad- 
vocate that  BCG  be  made  available  for  general 
distribution  in  the  United  States  at  present  be- 
cause: (1)  the  most  effective  strain  of  BCG  has 
not  been  determined  nor  has  satisfactory  stand- 


SPECIAL BULLETIN  NO.  15 
A Statement  Submitted  on  Behalf  of  the  Amer- 
ican Medical  Association  by  Dr.  Edward  L. 
Bortz,  to  the  Senate  Committee  on  Labor  and 
Public  Welfare,  on  S.  2215,  Introduced  by  Sen- 
ator Bridges,  for  Himself  and  Senator  Pepper, 
Senator  Ives,  and  Senator  Murray,  a Bill  to 
Provide  for  Research  and  Control  Relating  to 
Diseases  of  the  Heart  and  Circulation,  April 
8, 1948. 

Mr.  Chairman  and 
Members  of  the  Committee: 

My  name  is  Dr.  Edward  L.  Bortz.  1 practice 
medicine  in  Philadelphia,  Pennsylvania,  and  I 
am  submitting  this  statement  as  President  of 
the  American  Medical  Association.  1 appreci- 


ardization of  the  vaccine  been  achieved,  (2)  the 
best  qualified  experts  have  not  agreed  as  to 
the  most  effective  vaccination  procedure  to  em- 
ploy and  (3)  fully  satisfactory  arrangements 
have  not  been  perfected  for  transportation  and 
storage  of  the  vaccine. 

It  is  further  recommended  that  the  vaccine 
be  prepared  only  in  laboratories  especially  de- 
voted to  this  task  and  where  virulent  tubercle 
bacilli  are  not  cultivated  or  handled  and  where 
all  possible  precautions  are  exercised  to  assure 
safety  of  the  product. 

“Fortunately,  great  advances  have  been 
achieved  during  recent  years  in  the  develop- 
ment of  diagnostic  methods  applicable  on  a mass 
scale  and  there  have  been  equally  great  im- 
provements in  the  surgical  and  medical  treat- 
ment of  tuberculosis,”  the  statement  concludes. 
“The  expansion  of  modern  diagnostic  and  thera- 
peutic facilities  is  required  at  this  time  to  make 
full  use  of  these  new  methods  which  can  accom- 
plish further  dramatic  reduction  of  tuberculosis 
mortality  and  morbidity  rates  in  the  United 
States. 

“It  is  to  be  emphasized  that  BCG  vaccination 
must  not  be  regarded  as  a substitute  for  ap- 
proved hygienic  measures  or  for  public  health 
practices  designed  to  prevent  or  minimize  tu- 
berculous infection  and  disease.  Vaccination 
should  be  regarded  as  only  one  of  many  proce- 
dures to  be  used  in  tuberculosis  control.  Vac- 
cination seems  unwarranted:  (a)  in  areas  in 
which  the  tuberculosis  mortality  rate  is  extreme- 
ly low  and  (b)  in  localities  in  which  the  tuber- 
culin test  is  of  especial  value  as  a differential 
diagnostic  procedure.  ’ ’ 


ate  your  courtesy  in  permitting  me  to  file  writ- 
ten comments  and  regret  that  other  commitments 
have  interfered  with  my  personal  appearance 
before  the  Committee. 

Diseases  and  degenerative  processes  of  the 
circulatory  system,  which  includes  the  heart 
and  the  blood  vessels  of  the  body,  are  the  prin- 
ciple cause  of  death  in  the  United  States  each 
year.  Every  encouragement  should  be  given, 
therefore,  for  the  promotion  of  investigations 
which  will  lead  to  a clearer  understanding  of 
the  processes  underlying  these  various  afflic- 
tions. When  more  knowledge  is  available  with 
reference  to  the  underlying  cause  of  degenera- 
tive disturbances  in  the  circulatory  system,  it 
is  not  too  optimistic  to  assume  that  more  effec- 
tive means  for  their  control  should  follow. 

More  than  a half  million  lives  are  destroyed 
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each  year  because  of  these  degenerative  condi- 
tions. This  loss  of  life  is  due  to  the  fact  that 
at  present  medical  science  has.  no  effective 
means  whereby  the  progression  of  events  in  these 
conditions  can  be  interrupted,  such  as  hardening 
of  the  arteries,  high  blood  pressure,  coronary  dis- 
ease and  certain  infections  which  destroy  the 
tissues  of  the  heart  and  the  blood  vessels  of  the 
body. 

There  is  a definite  need  for  funds  to  finance 
researches  in  the  various  particular  phases  of 
the  diseases  of  the  circulatory  system  and  recog- 
nition should  be  given  to  the  importance  of  en- 
couraging the  research  now  going  on  and  of  pro- 
viding for  the  training  of  scientists  particularly 
in  the  basic  sciences,  because  at  the  present  time 
there  is  insufficient  financial  support  of  this 
group  whose  investigations  are  so  basically  im- 
portant to  medical  science.  With  an  adequate 
financing  program  a larger  number  of  trained 
personnel  should  he  made  available. 

S.  2215  contemplates  a broad  program  of  re- 
' search  and  the  committee  will,  I feel  confident, 
wish  to  frame  the  legislation  carefully  to  the 
end  that  its  objectives  may  be  reached.  With 
that  thought  in  mind,  I suggest  that  serious 
consideration  be  given  to  the  qualifications  to 
be  possessed  by  the  twelve  appointive  members 
of  the  National  Heart  Council  to  be  created  by 
Section  3 (a).  As  the  bill  is  now  phrased,  it 
is  proposed  that  they  he  “leaders  in  the  fields 
of  fundamental  sciences,  medical  sciences,  edu- 
cation, or  public  affairs.”  The  subject  matter 
dealt  with  by  this  bill  involves  many  highly 
technical,  scientific  problems  and  the  appointive 
members  should  by  reason  of  their  experience 
and  training  be  qualified  to  bring  to  the  solution 
of  these  problems  the  type  of  technical  aid  that 
will  be  of  the  greatest  value  to  the  Surgeon  Gen- 
eral of  the  Public  Health  Service  in  carrying  on 
the  functions  to  he  devolved  on  him.  It  may  be 
questioned  whether  a leader  in  the  field  of  pub- 
lic affairs  will  be  particularly  equipped  to  make 
very  much  of  a contribution  to  the  promotion 
of  the  kind  of  research  contemplated  by  the  hill. 

Since  this  Council  is  expected  to  make  a defi- 
nite contribution  to  the  research  program,  con- 
sideration should  be  given  to  the  desirability 
of  clothing  it  with  more  authority  than  now 
seems  to  be  contemplated  by  the  bill.  Section  7 
(b)  would  authorize  the  Surgeon  General,  with 
the  approval  of  the  Administrator  of  the  Fed- 
eral Security  Agency,  to  make  such  rules  and 
regulations  as  may  be  necessary  to  carry  out  the 
provisions  of  the  law.  Here  it  would  seem  that 
the  advice  and  counsel  of  the  members  of  the 
National  Heart  Council  should  be  heeded  in 
formulating  the  rules  and  regulations  other 
than  those  relating  solely  to  administration. 

Section  3 (e)  provides  that  the  Council  shall 
meet  “from  time  to  time  to  (1)  advise  the  Sur- 
geon General  the  conduct  of  the  program  of 
the  National  Heart  Institute  and  (2)  to  review 
and  make  recommendations  regarding  requests 


for  grants-in-aid  for  research,  education,  and 
control.”  It  seems  to  me  that  it  is  important 
that  the  Council  keep  in  close  contact  with  de- 
velopments and  possibly  it  should  be  required 
to  meet  at,  least  once  each  year  and  at  such 
other  times  as  occasions  necessitate. 

Section  2 devolves  a number  of  important 
responsibilities  on  the  Surgeon  General,  includ- 
ing the  promotion  of  research  projects,  relating 
to  the  cause,  prevention,  and  methods  of  diag- 
nosis and  treatment  of  heart  disease,  the  co- 
ordination of  research  in  this  field,  the  making 
available  of  grants-in-and,  the  granting  of  fellow- 
ships and  traineeships,  and  so  on.  The  bill  is 
not  entirely  clear  with  respect  to  the  part  that 
the  Council  will  assume  in  aiding  the  Surgeon 
General  in  performing  each  of  these  functions. 
If  the  Council  is  to  be  composed  of  members 
who  are  eminent  in  the  field  embraced  by  this 
bill,  and  I sincerely  hope  that  they  will  be,  then 
I would  like  to  see  a fuller  utilization  made  of 
their  combined  knowledge.  It  would  seem  to 
me,  too,  that  the  Surgeon  General  would  wel- 
come that  utilization. 

There  may  be  precedents  for  the  creation  of 
a Council  such  as  contemplated  by  S.  2215  to 
aid  a federal  administrative  official  in  carry- 
ing out  the  provisions  of  a law  and  of  which 
this  administrative  official  is  himself  a mem- 
ber. It  does  seem  somewhat  incongruous  to 
me,  however,  for  the  Congress  to  designate  a 
federal  official  to  advise  himself  as  to  what 
action  he  should  or  should  not  take.  Perhaps 
the  committee  will  wish  to  consider  the  propriety 
of  such  an  arrangement. 

I hope  the  committee,  too,  will  consider  this 
bill  in  connection  with  the  broader  pending 
legislation  contemplating  the  creation  of  a Na- 
tional Science  Foundation,  S.  2385,  introduced 
by  Senator  Smith,  for  himself  and  Senator 
Cordon,  Senator  Revercomb,  Senator  Saltonstall, 
Senator  Thomas  of  Utah,  Senator  Kilgore,  Sen- 
ator Magnuson  and  Senator  Fulbright.  One  of 
the  objectives  of  S.  2358  is  to  initiate  and  sup- 
port basic  scientific  research  in  the  medical 
sciences  and  to  grant  scholarships  and  graduate 
fellowships  in  such  sciences.  Another  objective 
of  the  bill  is  to  consolidate  and  coordinate  fed- 
eral activities  in  medical  research.  Two  special 
fields  of  medical  research  have  already  been  ac- 
corded recognition  by  Congressional  action,  re- 
search relating  to  cancer  which  kills  185,000 
people  a year  and  research  relating  to  mental 
disorders  which  account  for  more  than  57,000 
occupied  hospital  beds.  Perhaps  these  types 
of  research  and  the  type  contemplated  by  S.  2215, 
do  justify  this  special  emphasis.  Careful  con- 
sideration should  be  given,  however,  lest  these 
special  emphases  lead  to  a multiplicity  of  inde- 
pendent laws  each  dealing  with  particular  medi- 
cal research  problems  and  create  interference 
with  the  attaining  of  the  highly  desirable  ob- 
jectives of  S.  2385  to  coordinate  federal  medical- 
research  in  a National  Science  Foundation. 
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Arizona’s  Blue  Shield  Plan 


Sponsored  by  organized  medicine  of  the  State 
for  the  pre-payment  of  “in-hospital”  surgical 
and  maternity  care,  enrolled  more  than  thirteen 
thousand  participants  in  more  than  two  hun- 
dred and  fifty  groups  in  the  first  five  and  a 
half  months  of  its  operation. 

This  was  reported  to  the  Blue  Shield  Corpor- 
ation at  its  recent  meeting,  held  during  the  con- 
vention of  the  Arizona  Medical  Association, 
by  Dr.  E.  Payne  Palmer,  Sr.,  of  Phoenix,  Blue 
Shield  President. 

The  Blue  Shield  Corporation  is  composed  of 
the  House  of  Delegates  of  the  Arizona  Medical 
Association,  and  the  directors  and  professional 
committee  members  of  Blue  Shield.  It  was  the 
first  meeting  of  the  corporation  since  the  Blue 
Shield  Plan  was  placed  in  effect  last  Novem- 
ber 15. 

“The  support  contributed  by  the  Arizona 
Medical  Association  provided  the  foundation 
upon  which  Blue  Shield  has  begun  to  build,” 
Dr.  Palmer  said.  “Without  this  support,  it  is 
doubtful  if  Blue  Shield  could  have  been  suc- 
cessfully inaugurated.  The  launching  of  Ari- 
zona Blue  Shield  will  be  a lasting  tribute  to 
the  medical  profession  of  the  State  in  its  effort 
to  provide  for  equitable  distribution  of  medical 
care  at  a cost  the  public  can  afford  to  pay.” 

Four  factors  in  the  growth  of  Blue  Shield, 
in  addition  to  the  sponsorship  and  support  of 
the  medical  profession,  were  cited  by  Dr.  Palmer. 
They  were : 

Offering  Blue  Shield  to  established  Blue  Cross 
groups;  use  of  the  experienced  Blue  Cross  field 
force  to  introduce  Blue  Shield ; public  demand 
for  a method  of  pre-paying  the  cost  of  surgical 
and  maternity  care,  and  “having  a good  Blue 
Shield  Plan.” 

The  Blue  Shield  enrollment  will  reach  a total 
of  20,000  by  the  end  of  the  first  year  of  opera- 
tion next  November,  Dr.  Palmer  predicted. 

He  also  reported  that  the  number  of  Blue 
Shield  participating  physicians  has  increased 
from  53  per  cent  of  the  licensed  doctors  of  med- 
icine in  the  State  when  the  Plan  was  made 
available  to  the  public,  to  77  per  cent  of  the 
doctors  of  medicine  of  the  State  as  of  last 
April  15. 

“The  original  membership  listing  and  the  in- 
crease in  participation  should  provide  ample 
evidence  to  the  people  of  the  State  that  Organ- 


ized Medicine  is  concerned  with  their  welfare 
and  has  taken  positive  action  in  their  behalf,” 
Dr.  Palmer  said. 

Blue  Shield  is  administered  jointly  with  Blue 
Cross,  the  companion  plan  which  provides  for 
the  pre-payment  of  hospital  care.  All  matters 
of  policy  touching  on  the  medical  aspects  of  Blue 
Shield  are  referred  to  the  professional  commit- 
tee, of  which  Dr.  II.  1).  Ketcherside,  Phoenix, 
is  chairman.  Dr.  Ketcherside  is  president  of 
the  Maricopa  County  Medical  Society. 

L.  Donald  Lau,  Executive  Director  of  both 
Blue  Shield  and  Blue  Cross,  announced  that  all 
officers  of  Blue  Shield  were  re-elected  for  one 
year  terms  at  the  annual  Blue  Shield  board 
meeting  which  followed  the  corporation  meet- 
ing. The  officers,  in  addition  to  Dr.  Palmer,  are 
Dr.  A.  I.  Podolsky,  Yuma,  vice  president ; 
Dr.  Carlos  C.  Craig,  Phoenix,  secretary,  and 
Earle  Barrows,  Phoenix,  treasurer. 

Dr.  Palmer,  Mr.  Barrows,  John  Durkin,  Tuc- 
son, and  Dr.  W.  Paul  Holbrook,  Tucson,  were 
re-elected  to  the  board  of  directors  for  three- 
year  terms,  and  Dr.  J.  Lytton-Smith,  Phoenix, 
was  elected  to  the  board  for  three  years.  Con- 
tinuing members  of  the  board,  in  addition  to  the 
officers,  are  Dr.  E.  A.  Born,  Prescott;  Dr.  Wal- 
ter Brazie,  Kingman;  Dr.  Meade  Clyne,  Tucson; 
Clyde  Fox,  Tucson;  I)r.  Hal  Rice,  Bisbee;  Rich- 
ard C.  Simis,  Phoenix;  Steve  Spear,  Phoenix, 
and  Dr.  0.  E.  Utzinger,  Ray. 

Dr.  James  R.  Moore,  Phoenix,  was  re-elected 
to  the  Professional  Committee  for  three  years, 
and  Dr.  Harry  Southworth,  Prescott,  was  add- 
ed to  the  committee  for  a similar  period.  Con- 
tinuing members  of  the  committee  are  Dr. 
Ketcherside,  chairman;  Dr.  E.  M.  Hayden,  Tuc- 
son, and  Dr.  Joseph  M.  Greer,  Phoenix. 

Mr.  Lau  announced  that  offices  of  Blue  Shield 
and  Blue  Cross  have  been  moved  from  the 
fourth  floor  of  the  Arizona  Title  Building  in 
Phoenix,  to  larger  quarters  on  the  second  floor 
of  the  same  building.  The  rapid  growth  of  Blue 
Shield,  and  the  continuing  membership  increase 
of  Blue  Cross,  made  increased  space  essential, 
Mr.  Lau  said. 


BLUE  SHIELD  NEWS 
Rates  Reduced  in  Iowa 

Always  held  as  one  of  the  chief  character- 
istics of  a non-profit  Blue  Shield  plan  is  the 
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possibility  that  subscriber  rates  will  be  reduced 
whenever  the  utilization  experience  of  a plan 
warrants  the  passing  of  such  a saving  to  the  sub- 
scribers. The  alternative,  more  frequently  chos- 
en is  the  expansion  of  subscriber  benefits  in  or- 
der to  make  full  use  of  available  earned  income 
for  the  payment  of  professional  services. 

At  a recent  meeting  of  the  Blue  Shield  board 
of  trustees  in  Iowa,  it  was  decided  that  a reduc- 
tion in  subscriber  rates  was  entirely  possible  in 
view  of  two  years’  favorable  experience.  The  re- 
duced rates  represent  a monthly  saving  to  sub- 
scribers of  twenty-five  cents  for  individuals 
and  fifty  cents  for  families. 

New  Blue  Shield  Commissioners 
Two  vacancies  on  the  Blue  Shield  Commission 
were  filled  at  the  Commission’s  last  meeting  in 
Los  Angeles  with  the  election  of  Dr.  Elmer  Hess, 
Erie,  Pa.,  and  Dr.  Walter  Martin  of  Norfolk,  Ya. 
The  new  members  of  the  Blue  Shield  Commis- 
sion were  nominated  by  the  A.M.A.  Council  on 
Medical  Service  to  fill  vacancies  created  by  the 
resignation  of  two  Commissioners  who  had  pre- 
viously represented  that  body. 

National  Enrollment  Gains 
Enrollment  studies  for  the  first  quarter  of 
1948,  nearly  completed  on  May  1,  indicate  that 
total  membership  in  non-profit  prepayment  plans 
is  close  to  the  8,000,000  mark. 

Total  enrollment  on  December  31,  1947  was 
tabulated  at  7,328,143,  representing  a gain  dur- 
ing 1947  of  approximately  60%  over  the  previous 
year’s  total,  1947  having  witnessed  the  largest 
gain  in  the  history  of  non-profit  plans. 

Connecticut  Approves  Formation  of 
Non-Profit  Plan 

The  House  of  Delegates  of  the  Connecticut 
State  Medical  Society,  in  a recent  session,  voted 
to  establish  a prepayment  medical  care  plan  pat- 
terned after  Blue  Shield  in  Massachusetts. 

Technical  assistance  in  the  development  of 
Connecticut’s  new  plan  has  been  offered  to  the 
society’s  new  committee  by  the  Blue  Shield 
Commission  and  staff  members. 

Enabling  Act  in  South  Carolina 
After  many  delays,  an  enabling  act  has  been 
passed  by  the  legislature  and  signed  by  the  gov- 
ernor in  South  Carolina,  permitting  the  forma- 
tion of  a Blue  Shield  type  of  prepayment  plan 
in  that  state. 

The  state  medical  society,  ;d  its  annual  meet- 
ing in  May,  is  expected  to  take  some  action 
toward  activating  a committee  with  authority 


to  proceed  with  the  development  of  such  a plan. 
Blue  Shield  assistance  has  been  made  available 
to  such  a committee  in  South  Carolina,  should 
the  state  society  decide  to  proceed. 

Constitutional  requirements  of  the  Blue  Shield 
organization  call  for  three  Commissioners  to  be 
nominated  by  the  A.M.A.  Council  on  Medical 
Service,  the  third  Council  representative  on  the 
Commission  being  Dr.  A.  W.  Adson,  Rochester, 
Minnesota. 

First  Enrollment  in  Chicago 
Chicago  Medical  Service,  youngest  member  of 
the  Blue  Shield  family  of  plans,  started  active 
enrollment  on  April  15.  Approximately  12,500 
members  were  enrolled  during  the  first  two 
weeks,  enrolling  through  the  Chicago  Board  of 
Education. 

Blue  Shield  Financial  Report  for  1947 
Blue  Shield  plans  recorded  a total  income  of 
$48,445,245  during  1947,  according  to  a finan- 
cial report  released  recently  from  their  national 
office  in  Chicago. 

Payments  to  physicians  totalled  $37,942,749, 
amounting  to  78.14%  of  the  annual  income. 
$7,461,570  was  expended  for  operating  expense 
during  the  year,  accounting  for  15.37%  of  the 
total  income.  The  balance  of  $3,154,186,  or 
6.49%,  was  added  to  reserpe  accounts. 

Blue  Shield  plans  have  accumulated  $20,881,- 
546  in  assets  during  the  past  few  years,  of  which 
$9,947,547  are  held  in  reserve  accounts  for  con- 
tingencies of  various  kinds. 

Blue  Shield  Expansion  in  North  Dakota 
Authorization  was  granted  at  the  meeting  of 
the  House  of  Delegates  of  the  North  Dakota 
State  Medical  Association  on  May  23  for  the 
expansion  of  Blue  Shield  to  a state-wide  program. 

Established  two  years  ago  as  an  experiment 
in  the  Fargo  area,  Blue  Shield  has  enrolled  ap- 
proximately 9,000  members  and  received  the 
unanimous  support  of  physicians  in  Cass  County. 

Distinguishing  feature  of  Blue  Shield  in  North 
Dakota  is  the  provision  of  Hill  service  benefits 
to  the  subscriber  and  his  dependents.  Physicians 
in  Cass  County  have  been  accepting  the  plan’s 
fee  schedule  as  full  payment  for  services  ren- 
dered, regardless  of  the  patient’s  income  status. 

Concluding  that  the  experiment  had  proved 
successful,  the  House  of  Delegates  instructed  its 
Committee  on  Medical  Economics  and  a sub- 
committee on  prepayment  medical  care  to  make 
the  necessary  arrangements  for  extending  the 
plan  throughout  the  state,  such  arrangements 
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subject  to  final  approval  by  the  society’s  Council. 

Blue  Shield  in  North  Dakota  has  been  admin- 
istered as  a companion  plan  to  Blue  Cross  dur- 
ing the  past  two  years. 

Blue  Shield  Plans  Seek  Uniformity  in 
Veterans  Programs 

Eleven  Blue  Shield  plans,  in  their  capacity  as 
intermediary  contractors  with  the  Veterans’  Ad- 
ministration, are  completing  final  efforts  to 
achieve  uniformity  in  contract  and  administra- 
tive procedures  for  their  home-town  medical 
care  programs. 

With  assurance  of  cooperation  from  the  VA 
office  in  Washington,  D.  C.,  proposals  for  uni- 
form administrative  procedures  and  contract 
changes  were  distributed  recently  by  the  Blue 
Shield  national  office  to  the  plans  directly 
involved. 

The  Blue  Shield  Committee  on  Veterans  Care, 
with  Dr.  A.  E.  Larsen  of  California  Physicians’ 
Service  as  chairman,  will  meet  in  Denver  on 
June  17  to  review  the  proposals  in  question  be- 
fore submitting  its  final  recommendation  to  the 
VA  headquarters  office. 

Blue  Shield  Plans  Return  Capital  Loans 

Within  the  last  ninety  days  two  Blue  Shield 
plans  have  returned  the  full  amount  of  money 
advanced  by  individual  physicians  for  their 
original  capitalization. 

Ohio  Medical  Indemnity,  Inc.,  sponsored  by 
the  Ohio  State  Medical  Association,  has  redeem- 
ed $100,000  in  preferred  stock  which  was  pur- 
chased by  individual  members  of  the  profession 
when  the  plan  was  organized  two  years  ago. 
The  payment  was  made  possible  by  sound  man- 
agement and  a rapid  rate  of  growth.  The  Ohio 


plan,  with  342,665  members  enrolled  on  March 
31,  ranked  fifth  in  size  among  Blue  Shield  plans. 

Mutual  Medical  Insurance,  Inc.,  sponsored  by 
the  physicians  in  Indiana,  has  redeemed  certifi- 
cates in  excess  of  $80,00*0,  also  purchased  ap- 
proximately two  years  ago  when  the  Indiana 
plan  was  established.  The  ability  to  return  cap- 
ital loans  in  Indiana  closely  parallels  that  of 
Ohio,  Blue  Shield  in  Indiana  having  acquired 
a total  membership  of  156,816  on  March  31. 

Plane  Raise  Income  Ceilings 

With  the  approval  of  their  respective  House 
of  Delegates,  two  Blue  Shield  plans  were  auth- 
orized recently  to  increase  the  income  ceilings 
under  which  full  service  benefits  are  provided 
for  subscribers. 

Medical-Surgical  Plan  of  New  Jersey  was 
authorized  to  establish  its  income  ceiling  at 
$5,000  for  all  subscribers,  regardless  of  marital 
status.  At  the  same  time  an  increased  fee 
schedule  for  payment  to  physicians  was  approv- 
ed, the  combination  of  changes  requiring  ad- 
justment in  subscription  rates. 

California  Physicians’  Service  secured  ap- 
proval for  hiking  its  income  ceilings  to  $3,000 
for  single  persons  and  $4,000  for  families,  with- 
out any  immediate  change  in  fee  schedules  or 
subscriber  dues. 

In  both  plans  partcipating  physicians  have 
agreed  to  accept  the  established  fee  schedule 
as  full  payment  for  services  rendered  to  sub- 
scribers whose  income  falls  below  the  income 
level  described  above,  being  privileged  to  make 
their  usual  charges  in  all  other  cases  while  ac- 
cepting the  plan’s  payment  as  a credit  against 
the  total  charge. 


IMPORTANT  NOTICE 
Arizona  Med  ical  Journal 

Due  to  the  rapid  growth  of  Arizona,  added  interest  shown  by  the  medical  pro- 
fession and  increase  in  circulation  of  the  Medicine  Journal,  the  Editing  and  Pub- 
lishing Committee  have  decided  to  release  the  Journal  monthly  instead  of  bi-month- 
ly. The  Editing  Board  has  increased  the  number  of  associate  editors,  whereby  they 
will  supply  sufficient  material  to  warrant  this  change.  This  change  will  become 
effective  January,  1949. 
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MILESTONES  IN  CARDIORESPIRATORY  HISTORY 


(1578-1657) 

Discovered  and 
demonstrated  the  circulation 
of  the  blood 
and  the 

heart's  function. 


A most  important  milestone  in  cardiotherapy 
was  the  introduction  of  Aminophyllin. 

Its  action  in  stimulating  the  myocardium 
to  increased  vigor  of  contraction 
results  in  augmented  cardiac  output 
and  increased  work. 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


SEARLE  AMINOPHYLLIN* 

— has  exhibited  its  efficacy  also 
in  relieving  bronchial  asthma, 
paroxysmal  dyspnea  and  restoring 
Cheyne-Stokes  respiration  to  a 
more  normal  rhythm. 


G.  D.  SEARLE  & CO..  CHICAGO  80,  ILLINOIS 

*Searle  Aminophyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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MAKE  IT  A 

THREE-ROUND 

KNOCKOUT 

with  Dip-Pert-Tet*— 

Cutter  combined  vaccine 

Everything  you  want  in  a combined  vaccine, 

you’ll  find  in  Dip-Pert-Tet  (formerly  called  D-P-T): 

1.  Diphtheria  and  tetanus  toxoids  so  purified 
that  each  cc.  contains  well  over  the  standard 
"one  human  dose”. . . 

2.  Phase  I pertussis  organisms,  grown  on  human 
blood  media  to  maintain  a vaccine  of  concen- 
trated high  antigenicity  and  low  reactivity. . . 


3.  A choice  of  two  products— Dip-Pert-Tet  Plain, 
the  unprecipitated  antigens— or  Dip-Pert-Tet 
Alhydrox,  adsorbed  with  aluminum  hydroxide. 


Dip-Pert-Tet  Alhydrox,  in  contrast  to  alum 
precipitated  vaccines,  maintains  higher  anti- 
toxin levels  longer,  and  the  more  normal  pH 
lessens  pain  on  injection.  Side  reactions  are 
cut  to  the  minimum  — sterile  abscesses  and 
persistent  nodules  are  almost  non-existent. 


Ask  your  pharmacist  for  Dip-Pert-Tet  — by  name. 


Fine  Biological*  and 
Pharmaceutical  Specialties 


Supplies  of  Dip-Pert-Tet  are  still  short  of 
the  overwhelming  demand— but  with 
constantly  increasing  production,  Cutter 
has  every  hope  of  meeting  your  needs. 

*Cutter  Trade  Name 


CUTTER  LABORATORIES 
Berkeley  1,  California 
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EDITORIAL  BY 

HUGH  C.  THOMPSON,  Jr.,  M.  D. 

Tucson,  Arizona 

Arizona  likes  to  pride  itself  on  being  a health 
resort,  and  thousands  of  health  seekers  and  their 
families  are  yearly  adding  themselves  to  our 
population.  But  the  sad  truth  is  that  in  many 
ways  Arizona  is  more  a menace  to  health  than 
a health  resort.  Our  tuberculosis  rate  is  high, 
and  there  are  totally  inadequate  facilities  to 
care  for  the  poorer  active  cases,  who  consequent- 
ly remain  in  the  community  and  spread  the  dis- 
ease. Our  •maternal  and  infant  death  rates  Avere 
only  a few  years  ago  almost  the  worst  in  the 
nation.  Diarrheal  disease  is  far  too  common, 
and  sewage  disposal  in  many  parts  of  even  our 
largest  cities  is  both  primitive  and  dangerous. 
Dust  and  dry  weather,  generously  aided  by  un- 
paved roads  and  eager  realtors,  make  much  of 
the  state  a horror  for  the  sufferer  from  allergy, 
and  raise  the  incidence  of  coccidiomycosis.  Facil- 
ities for  the  care  of  mental  disease,  venereal  dis- 
ease, and  defective  children  lag  way  behind 
the  needs. 

It  has  been  the  habit  to  say  “Yes,  but,”  and 
blithely  blame  the  situation  on  the  high  propor- 
tion of  Indians,  Mexicans  and  migrants,  the  new- 
ness and  poverty  of  the  state,  “interests”  which 
combat  the  spending  of  money  for  health  and 


sanitary  measures ; the  impossibility  of  changing 
inadequate  and  antiquated  laws,  etc.  All  these 
things  have  played,  and  do  play  a large  part, 
but  there  is  much  that  organized  medicine  and 
individual  doctors  can  do  to  correct  these  men- 
aces and  indeed,  to  correct  their  own  faults. 

For  instance,  the  legislature  might  be  more 
willing  to  appropriate  large  sums  for  care  of 
tuberculosis  and  venereal  disease  if  true  figures 
of  the  incidence  of  these  conditions  could  be  pre- 
sented by  the  State  Health  Department.  Yet, 
practicing  doctors  serving  on  the  Professional 
Board  say  that  reporting  of  these  diseases  by 
private  practitioners  is  usually  neglected,  so  that 
no  accurate  statistics  are  available. 

The  Arizona  Medical  Association  through  its 
Health  Activities  Board  and  the  health  councils 
they  sponsor  can  do  much  to  educate  the  laity 
on  health  needs  in  the  community,  and  to  en- 
courage the  enforcement  of  existing  statutes. 
Vigorous  publicity  and  the  legislature  commit- 
tee can  aid  the  passage  of  constructive  legisla- 
tion, and  the  necessary  appropriations.  But  the 
greatest  force  in  improving  the  health  situation 
in  Arizona  will  remain  the  individual  practic- 
ing physician.  It  is  he  who  can  take  extra 
five  minutes  to  report  his  cases  of  communic- 
able disease.  It  is  he  who  can  adequately  inform 
himself  on  existing  facilities  so  that  what  is 
available  now  may  be  used  by  his  patients.  It 
is  he  who  can  continually,  day  in  and  day  out, 
point  out  to  his  patients,  his  friends,  his  church, 
service  club  or  legion  post,  his  supervisors  and 
legislators,  the  need  for  adequate  seivage  disposal, 
for  dust  control,  for  larger  tuberculosis  and 
mental  hospitals,  for  a Children’s  Colony  in 
brick  instead  of  on  paper,  for  adequate  health 
Davs  and  public  support  for  officials  who  enforce 
them.  Making  Arizona  a state  *that  is  really  a 
health  resort  and  a better  place  to  live  in  will 
take  years  of  effort  and  large  expenditures  of 
public  funds.  The  laity  look  to  the  medical  pro- 
fession for  leadership  in  this,  as  Avell  as  for 
advice  about  private  ills.  Let  us  give  it  to  them. 


THE  STATE  MEETING 
The  Fifty-Seventh  Annual  Meeting  of  Arizona 
Medical  Association  Avas  held  at  the  Shrine 
Auditorium  in  Phoenix,  May  19-21.  The  com- 
mercial exhibits  occupied  the  entire  main  floor 
of  the  auditorium.  The  Scientific  Sessions  were 
well  attended.  The  guest  speakers  Avere  Dr.  J. 
DeAArey  Bisgard,  Professor  of  Surgery,  Univer- 
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TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D. 

’Announcing  the  association  of  Du.  James  H.  West 
formerly  of  Dus.  Osmond  and  West 
of  Cleveland \ Ohio 

EMPHASIS  ON  ONCOLOGY 


721  North  4th  Ave. 

TUCSON,  ARIZONA 
Telephone  3671 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

BASAL  METABOLISM  ELECTROCARDIOGRAPHY 

W.  WARNER  WATKINS,  M.  D.,  Director 
R.  EEE  FOSTER,  M.  D„  Radiologist 
DOUGLAS  D.  GAIN,  M.  D.,  Radiologist 
THOMAS  T.  FROST,  M.  D„  Pathologist 

TELEPHONE  3-4105 


Yol.  5,  No.  4 


Arizona  Medicine 


75 


sitv  of  Nebraska  School  of  Medicine ; Dr.  Jerome 
W.  Conn,  Associate  Professor  of  Medicine,  Uni- 
versity of  Michigan  College  of  Medicine,  and 
Dr.  Irvin  E.  Hendryson,  Department  of  Ortho- 
pedics, University  of  Colorado  School  of  Medi- 
cine, the  latter  being  present  under  the  auspices 
of  the  National  Foundation  of  Infantile  Paral- 
ysis. The  meeting  was  also  honored  by  the 
presence  of  Dr.  W.  W.  Bauer,  Chicago,  director 
of  health  education  of  the  American  Medical  As- 
sociation. The  House  of  Delegates  held  two  long 
sessions  during  which  much  routine  business 
was  transacted. 

An  outstanding  feature  of  this  meeting  was 
the  formation  of  the  “Fifty  Year  Club.”  At 
the  Presidents  Dinner,  which  was  held  in  the 
patio  of  the  Hotel  Westward  Ho,  eleven  Arizona 
men  who  have  practiced  medicine  for  over 
fifty  years  were  honored.  Two  physicians  who 
passed  away  during  the  past  year  were  honored 
posthumously.  Each  was  presented  with  a bronze 


plaque,  the  gift  of  the  Association.  The  presen- 
tation was  made  by  Dr.  Robert  S.  Flinn,  Chair- 
man of  the  Council. 

The  1949  meeting  will  be  held  in  Tucson.  The 
following  is  the  list  of  officers  elected  for  the 
ensuing  year : 

Dr.  Robert  S.  Flinn  of  Phoenix  was  named 
president-elect.  The  Phoenician  will  be  the  first 
son  of  a past  president  to  head  the  association. 
His  father,  Dr.  John  W.  Flinn,  was  president 
in  1914. 

Other  officers  chosen  were : Dr.  Thomas  FI. 
Bate  of  Phoenix,  vice-president ; Dr.  Frank  J. 
Milloy  of  Phoenix,  re-elected  secretary  for  his 
seventh  term;  Dr.  C.  E.  Yount,  Sr.,  Prescott, 
re-elected  treasurer,  and  Dr.  James  R.  Moore 
of  Phoenix,  re-elected  speaker  of  the  house  of 
delegates. 

New  councilors  are  Dr.  Robert  E.  Hastings 
of  Tucson  for  the  southern  district  and  Dr.  A.  L. 
Podolsky  of  Yuma  for  the  central  district. 
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ANNUAL  REPORT  TO  THE  STATE 
MEDICAL  SOCIETY 
from  your 

COMMITTEE  ON  INDUSTRIAL 
RELATIONS 

During  the  war  years  it  was  impossible  for 
your  Committee  to  meet  with  the  Commission- 
ers regularly.  This  year,  however,  we  have  en- 
deavored to  have  more  regular  meetings  with 
Commissioners  and  other  executive  personnel  of 
the  Commission  in  order  to  promote  a better  un- 


derstanding between  the  Commission  and  the 
medical  profession  of  the  State  of  Arizona.  Such 
a meeting  was  held  on  May  2nd  and  the  follow- 
ing information  was  presented  by  Mr.  Edwards 
to  us.  This,  we  feel,  should  be  passed  on  to  you 
so  that  you  may  better  understand  some  of  their 
problems.  Mr.  Edwards  informed  us  of  the 
marked  growth  of  the  Commission  in  the  past 
year,  and  stated  that  many  of  their  difficulties 
ai'ose  from  lack  of  space,  necessity  of  obtaining 
and  training  new  employees,  and  cited  the  growth 
by  presenting  the  following  figures: 


BRIEF  COMPARATIVE  ANALYSIS  OF  STATE 
FUND  OPERATIONS  OF  INDUSTRIAL 
COMMISSION 


1947 

Average  Monthly  Medical  Cost  $ 99,828.60 

(Doctors,  Hospitals,  Drugs,  X-rays,  Anesthesia, 

Special  Examinations,  Dentists,  Nurses  and 
Miscellaneous) 

Average  Monthly  Compensation  Cost  260,736.25 

Amerage  Monthly  Total  360,564.85 


1948 

$120,532.33 


294,015.28 

414,547.61 


Increase 

$21,000.00 


33.000. 00 

54.000. 00 


Reported  State  Fund  Cases  - 5-17-48 8,452 

Reported  State  Fund  Cases  - 5-17-47 7,430 


11,022 

Reported  14%  increase  in  1948  against  1947. 

Since  the  first  of  the  year,  an  average  of  ninety-nine  (99)  new  cases  were  reported  per  day. 


Your  Committee  feels  that  one  of  the  greatest 
problems  facing  the  Medical  Advisory  Board, 
the  private  physician  and  the  Industrial  Com- 
mission is  that  class  of  case  which  falls  under 
the  heading  of  general  disability  and  into  which 


category  the  low  back  cases  fall.  Since  the  Su- 
preme Court  decision  of  Hoffman"  vs.  Brophy, 
149,  Pacific  Second,  160,  it  has  been  impossible 
for  tbe  Commission  to  make  a final  settlement 
based  upon  percentage  of  disability  but  rather 
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on  loss  of  earning  power  in  a continuing  award. 
Rarely  does  one  encounter  difficulty  in  the  set- 
tlement or  in  the  establishment  of  functional 
loss  on  scheduled  injuries  as  prescribed  by  the 
Arizona  statutes,  and  just  as  rarely  does  one 
encounter  psychoneurosis  in  such  cases.  How- 
ever, in  general  disability  where  final  settle- 
ment cannot  be  made,  psyhconeurosis  is  more 
generally  the  rule  than  the  exception.  There- 
fore, it  is  the  opinion  of  the  Committee  that 
under  such  standards  a discouraging  condition 
exists  in  relationship  between  the  doctor  and 
the  patient.  Similarly  a wage  earner  has  been 
changed  to  a psychoneurotic  and  the  dependents 
of  the  workman  suffer  not  only  financially  but 
by  disrupting  their  entire  home  life.  In  addition, 
the  Commission  suffers  great  loss  financially, 
forcing  their  insurance  rates  up  to  a high  bracket 
and  discouraging  industry  from  entering  the 
state.  Naturally,  the  only  phase  which  we  are 
basically  interested  in  is  that  which  concerns 
primarily  the  medical  problem.  We  feel,  how- 
ever, from  a medical  aspect  alone,  Ave  are  justi- 
fied in  recommending  to  the  Commission  that 
the  statutes  of  the  state  be  changed  so  as  to  estab- 
lish scheduled  injuries  throughout  all  category 
of  cases. 

The  Committee  has  found  on  many  occasions, 
after  revieAving  a case,  that  upon  closer  question- 
ing of  the  patient  he  has  had  numerous  indus- 
trial injuries.  We  feel  that  the  knoAvledge  that 
these  injuries  existed  is  of  great  importance. 
We,  therefore,  recommend  to  the  Industrial  Com- 
mission that  some  method  of  cataloging  repeat 
injuries  should  be  made  so  that  all  the  files  of 
all  the  injuries  may  be  at  hand  for  the  informa- 
tion of  the  attending  physician,  consulting 
boards  or  the  Medical  Advisory  Board,  and  it 
is  further  recommended  in  such  individuals  who 
are  repeatedly  being  injured,  that  they  be 
brought  before  a consulting  board  at  an  eai'lier 
date  than  is  usual  with  the  average  employee. 

One  of  the  great  difficulties  the  Committee 
has  had  when  functioning  as  the  Medical  Ad- 
visory Board  has  been,  that  after  carefully  ex- 
amining a patient  and  presenting  an  opinion  to 
the  Industrial  Commission,  Ave  find  that  a feAV 
months  later  the  patient  is  before  us  again  for 
re-examination.  This  has  resulted  many  times 
from  the  fact  the  patient  had  gone  to  a physi- 
cian of  his  choice  avIio,  \ipon  superficial  exam- 
ination, has  reversed  the  opinion  of  the  Medical 
Advisory  Board  after  they  have  spent  many 
hours  in  careful  examination,  evaluation  and  de- 
liberation; or  in  some  instances  where  the  pri- 
vate physician  may  have  carefully  examined  the 
patient  but  had  only  stated  in  his  report  to  the 
Commission  that  in  his  opinion  the  patient  is 
still  disabled  without  informing  the  Commission 
upon  Avhat  basis  his  opinion  Avas  made  or  why, 
from  a medical  standpoint,  he  disagreed  with  the 
Medical  Advisory  Board.  We  feel,  therefore,  Ave 
should  recommend  to  the  physicians  of  the  State 
Medical  Society  that  before  so  doing,  they  obtain 


the  file  of  the  Industrial  Commission  for  careful 
scrutiny,  and  if  they  disagree  with  the  findings 
of  the  Medical  Advisory  Board,  that  they  state 
wherein  they  disagree  and  for  what  reasons.  We 
further  feel  that  the  opinion  of  a Committee 
such  as  yours  should  stand  against  any  final 
report  of  a single  private  physician  as  this  Com- 
mittee has  been  formed  at  the  selection  of  the 
Medical  Society.  We  do  feel,  however,  that  in 
such  an  event  where  a disagreement  arises,  that 
the  Committee  should  have  the  privilege  of  re- 
vieAving such  a report,  and  if  they  feel  the  report 
brings  up  any  nevv  and  additional  information 
which  they  have  not  considered,  that  they  should 
then  have  the  privilege  of  requesting  re-exam- 
ination. 

While  the  Industrial  Relations  Committee  rec- 
ommends that  in  all  complicated  cases  consulta- 
tion be  held  with  other  physicians,  Ave  feel  that 
repeated  examinations  by  too  many  consultants 
confuse  the  issue  and  tend  towards  making  the 
patient  psychoneurotic.  We  feel  that  coopera- 
tion between  the  employer  and  the  Industrial 
Commission  and  the  private  physician  towards 
establishment  of  some  type  of  light  Avork  as  a 
form  of  rehabilitation  would  do  much  to  improve 
the  relationship  between  the  employees,  physi- 
cian and  the  Industrial  Commission,  and  Ave  fur- 
ther believe  that  discharging  or  “firing”  an  in- 
jured employee  does  much  to  make  the  relation- 
ship poor. 

We  believe  that  every  effort  should  be  made 
to  reduce  the  back  log  cases  by  consulting 
boards  and  the  Medical  Advisory  Board,  and 
further  that  they  should  be  kept  to  a minimum 
by  completing  the  case  before  psychogenic  chang- 
es arise. 

We  further  believe  there  is  need  for  education 
of  the  neAY  and  old  physicians  in  the  state  re- 
garding industrial  Avork  and  their  relationship 
to  the  Commission.  The  initial  report  of  injury 
is  simple  enough,  but  very  often  it  is  incomplete 
as  to  the  manner  of  injury  and  particularly  re- 
garding the  past  disabilities.  We  would  recom- 
mend to  the  individual  members  of  the  State 
Society  that  they  cooperate  in  this  matter. 

It  is  further  the  opinion  of  the  members  of 
the  Industrial  Relations  Committee  that  certain 
changes  should  be  made  regarding  the  Medical 
Advisor.  We  feel  that  it  would  be  Avise  to  em- 
ploy the  Medical  Advisor  strictly  as  an  advisor 
on  a part  time  basis  with  probably  a reduction 
in  salary,  but  avc  further  feel  that  the  Medical 
Advisor  should  be  alloAved  to  be  a member  of 
the  consulting  boards  and  that  he  receive  equal 
remuneration  for  this  service  with  other  physi- 
cians as  established  by  the  fee  schedule  of  the 
Industrial  Commission. 

Respectfully  submitted, 

•I.  Lytton-Smith,  M.  D.,  Chairman 
R.  E.  Hastings,  M.  11. 

I.  E.  Harris,  M.  D. 

H.  T.  South  worth.  M.  D. 

Charles  W.  Suit,  Jr.,  M.  D. 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 

TREASURER’S  ANNUAL  REPORT 
April  2Cth,  1947  through  April  20th,  1948 

GENERAL  FUND 


Cash  on  Hand,  April  20th,  1047 
RECEI PTS 

Dues:  34  Members  

463  Members  


497 

1 Associate  Member 
3 Associate  Members 
@ $25.00  


Less  Refunds  

Exhibitors  

TOTAL  RECEIPTS 

LESS  DISBURSEMENTS 

Advertising:  Radio 

Newspaper 


Blue  Shield  

Dues  and  Subscriptions  

Delegates’  Expense 

Council  Meetings 

Flowers  

Rent 

Salaries 

Social  Security  Tax  

Office  Supplies,  Mimeographing 

and  Printing 

Postage  

Industrial  Insurance  

Telephone  and  Telegraph  

Treasurer’s  Office  ... 

Treasurer’s  Bond  

Miscellaneous 

Press  Clipping  Service  

Photographs  of  Past  Presidents  

Stenographers  

Annual  Meeting: 

Deposits,  1948  Meeting  

Construction  of  Commercial 

Exhibit  Booths 

Badges 

Guest  Speakers  

Loud  Speakers 

Hotel  

Printing  and  Art  Work 

Miscellaneous  and  Registrations 


@ 

o 


@ 


$ 30.00 

47.00 

$ 1,020.00 
21,761.00 

$ 15.00 

$22,781.00 

75.00 

$ 90.00 

30.00 

60.00 

3,775.00 

.$2,737.72 

678.97 

$ 3,416.69 

10,120.85 

36.00 

1,800.38 

233.06 

54.06 

960.50 

4,400.00 

38.38 


1,086.22 

150.00 
16.00 

336.71 

200.00 

87.50 

80.50 
15.00 
68.20 

280.00 


.$  200.00 

657.00 

157.77 

596.96 

98.50 

121.56 

111.65 

132.86  2,076.30 


$26,616.00 


TOTAL  DISBURSEMENTS 


$22,245.29 


25,456.35 


NET  INCREASE 


.$  1,159.65 


LESS  OTHER  EXPENDITURES 

Office  Furniture  $ 226.44 

Typewriter  125.63  352.07 

$ 807.58 

ADD 

Accrued  Withholding  16.00 


823.58 


$23,068.87 


NET  ADDITION  TO  BANK  ACCOUNT 
CASH  ON  HAND,  APRIL  20th,  1948 
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MEDICAL  DEFENSE  FUND 

CASH  ON  HAND,  APRIL  20th,  1947 

Yavapai  County  Savings  Bank  

Bank  of  Arizona  


TOTAL  CASH  

RECEIPTS 

Bond  Coupons  $ 896.94 

Interest  on  Savings  Account 26.29 

463  Members  @ $3.00  1,389.00 


TOTAL  RECEIPTS  

LESS  DISBURSEMENTS 

Legal  Expense  $ 905.37 

Safety  Deposit  Box 3.60 

Miscellaneous 1.40 


$ 1,623.53 
1,753.99 


$ 3,377.52 


$ 2,312.23 


910.37 


NET  INCREASE  1,401.86 

CASH  ON  HAND,  APRIL  20th,  1948 $ 4,779.38 


SUMMARY 


Total  Cash— General  Fund  $23,068.87 

Medical  Defense  Fund  4,779.38 


TOTAL  CASH  ON  HAND 

Cash — Bank  of  Arizona — General  Fund 

Medical  Defense  Fund- 

Cash — Yavapai  County  Savings  Bank — 

Medical  Defense  Fund  


$27,848.25 


$23,068.87 

3,129.56  $26,198.43 


1,649.82 


TOTAL  CASH  ON  HAND $27,848.25 

INVESTMENTS 

U.  S.  Bonds — Medical  Defense  Fund $33,000.00 

FURNITURE  AND  FIXTURES  352.07 


TOTAL  ASSETS 


$01,200.32 


UNITED  STATES  TREASURY  BONDS 
OWNED  BY  THE  ASSOCIATION 


27/8%  — 1955-60 


2*4%— 1900-05  2%%— 1951-54 


$100—206416  F 
206417  H 
206418  J 
206419  Iv 
206420  L 


$500—88490  L 

88491  A 

88492  B 

88493  C 

88494  D 

88495  E 

88496  F 


$1000—188524  D 
188525  E 
188526  F 
188527  H 
188528  J 
188529  K 
336027  H 
336028  J 
343703  C 
343704  D 


$1000—55090  L 

55091  A 

55092  B 

4263  C 

4264  D 

2 y2%— 1949-35 

$1000—  4446  F 
4447  H 


$1000—70887  H 
66163  C 
46532  B 


2y2% 

$1000—  5746  F 
5746  H 
5748  J 
35081  A 
13695  E 
39044  D 

5796  F 

5797  H 

5798  J 


RECOMMENDATIONS 


1.  With  our  expenditures  as  great  as  they  have 
been,  we  cannot  safely  reduce  the  annual  dues. 

2.  That  $3.00  of  the  annual  dues  be  prorated  to 
Medical  Defense. 


3.  That  the  Treasurer  be  authorized  to  purchase 
a $1000  United  States  Bond  for  the  Medical 
Defense  Fund. 

Respectfully  Submitted, 

C.  E.  Yount,  M.  D. 


We,  the  undersigned  Committee,  appointed  by  President  Preston  T.  Brown,  have  audited  the 
books  of  the  Treasurer  and  inspected  the  bonds  in  his  custody,  and  find  them  to  be  correct. 


Henry  A.  Hough 
E.  A.  Born 
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2% 

Our  Current  Rate 


On  Your  Savings  or  investments 

FEDERALLY  INSURED  • DIVIDENDS  PAID  SEMI-ANNUALLY 


. . .Your  Surplus  Funds 


placed  in  First  Federal  Savings  will 


30  WEST  ADAMS  STREET  ....  PHOENIX 
148  EAST  SECOND  STREET YUMA 


JOSEPH  G.  RICE,  PRESIDENT 
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REPORT  ON  CONFERENCES  AT  A.  M.  A. 

HEADQUARTERS 
Reason  for  Conferences 
In  order  to  coordinate  the  work  of  the  state 
medical  association  with  that  of  the  American 
Medical  Association,  the  Council  sent  a repre- 
sentative from  the  central  office  to  Chicago 
early  last  December  for  conferences  with  the 
various  bureaus  and  offices  at  A.M.A.  headquar- 
ters. A full  week  was  spent  at  the  A.M.A.  of- 
fices beginning  with  a conference  with  Dr. 
George  F.  Lull,  Secretary-Manager  of  the  Amer- 
ican Medical  Association  and  concluding  with 
attendance  at  a Committee  meeting  on  COOR- 
DINATING MEDICAL  ACTIVITIES,  mem- 
bers of  that  committee  coming  in  from  several 
states  for  the  important  discussions.  In  all, 
eighteen  conferences  were  held  during  the  week. 

Benfits  From  Conferences 
First  hand  contacts  with  the  A.M.A.  head- 
quarters staff  is  necessary  if  a state  is  to  under- 
stand the  full  scope  of  organized  medicine.  Bu- 
reaus are  especially  pleased  to  have  the  state  as- 
sociations confer  with  them  directly  so  that  all 
concerned  may  have  a full  understanding  as  to 
“who  is  who”  and  “what  is  what,”  The  Bu- 
reaus of  Membership  and  Fellowship,  Directory, 
Exhibits,  Legislation,  Health  Education,  Medi- 
cal Service,  Auxiliary,  Economic  Research,  Med- 
ical Education,  Hospitals,  Industrial  Health 


were  among  those  visited  and  from  whom  inval- 
uable assistance  was  forthcoming.  The  Arizona 
Medical  Association  must  admit  that  it  receives 
its  best  aid  from  those  departments  of  the  A.M.A. 
on  which  it  calls  most  often  for  assistance.  On 
the  state  level,  the  A.M.A.  Bureau  of  Legal  Med- 
icine and  Legislation  has  rendered  invaluable 
help  over  a period  of  years.  The  same  can  be 
said  for  the  Bureau  of  Health  Education.  All 
A.M.A.  bureaus  would  serve  the  state  as  well  if 
given  the  opportunity.  Since  the  conference,  the 
Association  has  called  on  the  various  bureaus 
more  often  and  has  cooperated  with  them  more 
fully. 

Recommendation:  It  was  apparent  that  many 
bureau  heads  would  appreciate  an  intimate  con- 
tact with  the  state  associations.  The  A.M.A. 
would  do  well  to  provide  ways  and  means  for 
Bureau  heads  to  call  on  the  state  association 
either  directly  or  through  regional  conferences. 
It  is  the  exception,  and  not  the  rule,  for  A.M.A. 
officials  to  call  on  the  states.  It  has  long  been 
their  custom  to  await  an  invitation  and  then 
they  may  come  only  if  enough  visits  are  sched- 
uled in  the  area  to  make  the  trip  “worthwhile.” 
The  recommendation  of  Mr.  Nelson  of  the  execu- 
tive offices  of  the  Ohio  State  Medical  Associa- 
tion at  the  Secretaries’  Conference  at  Chicago 
last  November  that  there  be  “More  Use  of  Re- 
gional or  Area  Conferences  by  the  A.M.A.”  is 
not  only  an  excellent  point  but  an  urgent  one 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX 


TUCSON 


EL  PASO 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Medical  Arts  Building,  543  E.  McDowell  Road,  Phoenix,  Arizona.  Phone  2-3114 


Have 
a Coke 

\ 


111  @heiLiti5  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK  — so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary. 


PRESCRIBE 


AR-EX 

NON-PERMANENT 

LIPSTICK 


AR-EX  COSMETICS,  INC.  >036  w.  van  buren  st.  Chicago  7,  ill. 
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after  seeing*  what  the  A.M.A.  has  to  offer — and 
it  has  much. 

Conclusions  Drawn  From  Conferences 

It  would  seem  from  the  week  spent  at  head- 
quarters, that  some  Bureaus  have  over-lapping 
responsibilities  that  are  not  too  healthy.  It  is 
apparent  as  one  goes  from  one  Bureau  to  an- 
other that  friction  could  easily  arise — if  some 
has  not  already  arisen — due  to  confusion  of 
authority  and  scope  of  work.  This  over-lapping 
is  apparent  among  and  between  such  bureaus  as 
The  Council  on  Medical  Service,  the  A.M.C.P., 
Medical  Economic  Research,  Rural  Health  and 
some  aspects  of  Health  Education.  These  over- 
lappings are  difficult  to  avoid  and  even  more 
difficult  to  overcome  as  the  Arizona  Medical 
Association  itself  has  found  with  its  multiplicity 
of  committees.  On  the  home  field  the  Association 
is  endeavoring  to  correct  this  over-lapping  by 
streamlining  the  Committees.  The  A.M.A.  could 
do  as  well  in  this  respect.  The  greatest  effi- 
ciency in  the  A.M.A.  departments  is  evidenced 
by  those  which  have  specific  jobs  to  do  such  as 
those  on  legislation  and  legal  medicine,  exhibits, 
medical  education  and  the  like — at  least  the 
undersigned  has  found  it  so  in  central  office 
procedures  and  is  even  more  convinced  following 
the  conferences. 

The  A.M.A.  is  overcrowded  but  has  a building- 
program  under  way  that  will  relieve  the  situa- 


tion. This  is  desirable  for  some  of  the  secretarial 
offices  are  presently  in  a too  crowded,  if  not 
an  out-an-out  “messy,”  state.  Elbow  room  is 
lacking  in  too  many  instances  giving  a caller  the 
impression  that  efficiency  is  lacking. 

A.M.A.  Is  “In  There  Pitching ’’ 

Too  much  can  not  be  said  for  the  cordial  re- 
ception given  the  caller  at  headquarters.  Each 
and  every  office  visited  exerted  every  effort  to 
demonstrate  the  functions  of  his  or  her  depart- 
ment to  the  end  that  the  caller  could  see  and  un- 
derstand everything.  It  was  apparent  that  many 
would  appreciate  the  opportunity  of  visiting 
the  states  and  it  is  again  stressed  that  the  A.M.A. 
should  make  this  possible  through  regional  con- 
ferences. A more  aggressive  approach  on  the 
part  of  the  A.M.A.  in  this  respect  is  mandatory 
for,  in  too  many  instances,  their  light  is  being- 
concealed  under  a bushel. 

Until  such  regional  conferences  are  the  order 
of  the  day,  an  interchange  of  visits  between  the 
state  associations  and  the  home  offices  at  Chi- 
cage  are  “musts.”  It  is  good  to  know  each 
other  and  to  understand  each  other — it  pays  off 
in  results. 

Respectfully  submitted , 

Kitty  Coleman,  Conferee  from  the 
Central  Office. 


To  Users  of 

X-Ray  and  Electromedical  Equipment 

• To  extend  and  improve  our  service  facilities  to  physicians  and  hos- 
pitals in  Arizona,  we  have  established  an  office  in  Phoenix,  with  Mr. 
G.  R.  Borgmann  in  charge. 

The  importance  of  competent  technical  and  maintenance  service  is 
recognized  by  all  experienced  users  of  x-ray  and  electromedical  equip- 
ment. They  know  that  only  carefully  trained  men,  thoroughly  familiar 
with  the  equipment,  can  be  relied  upon. 

Mr.  Borgmann  and  his  associates  await  an  opportunity  to  prove  their 
ability  to  serve  you  in  an  eminently  satisfactory  manner.  And  if  you  are 
contemplating  new  x-ray  equipment,  or  modernization  of  your  present 
facilities,  a preliminary  discussion  of  your  plans  should  prove  helpful. 

GENERAL  © ELECTRIC  X-RAY  CORPORATION 


PHOENIX  OFFICE:  505  MADISON  STREET — Phone  4-0759 
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SECRETARY’S  REPORT 

The  duties  of  the  Secretary  are  of  a routine 
nature,  consisting  of  keeping  records,  conduct- 
ing official  correspondence  and  attending  to 
membership  matters.  These  are  dispatched 
through  the  central  office,  but  the  Secretary 
maintains  daily  contacts  of  necessity. 

The  American  Medical  Association  holds  a 
conference  of  secretaries  of  the  state  associations 
and  editors  of  medical  association  journals  each 
year  in  November.  The  A.M.A.  defrays  the 
expense  of  these  officials  to  this  conference.  At 
the  conference  last  November  a symposium  was 
held  on  the  subject,  “A  Better  Coordination  of 
the  American  Medical  Association  with  those  of 
the  State  Medical  Associations.”  Arizona  was 
invited  to  participate  in  this  five-way  sympo- 
sium, the  other  associations  presenting  papers 
on  the  subject  being  Ohio,  Connecticut,  Louisi- 
ana and  South  Carolina.  Your  Secretary  stress- 
ed the  point  that  the  A.M.A.  must  lay  out  a 
more  aggressive  program  to  defeat  the  attempts 
for  socializing  medicine  and  to  keep  in  close 
touch  with  the  state  associations  on  these  na- 
tional legislative  problems.  More  and  better 
publicity  for  medical  service  plans  on  the  part 
of  the  A.M.A.  was  also  urged.  We  also  pointed 
out  that  too  much  is  taken  for  granted  between 
the  national  and  state  associations.  There  should 
be  more  interchange  of  personal  contacts  between 
officers,  committees  and  bureaus  of  the  parent 
and  local  medical  organizations.  The  A.M.A. 
expect  us  to  read  all  about  everything  in  the 
pages  of  their  Journal.  It  would  seem  that 
field  trips  by  A.M.A.  heads  to  the  various  state 
Associations  would  bear  good  fruit.  This  latter 
point  was  developed  into  a recommendation  at 
the  conference  by  Mr.  Nelson  of  Ohio,  his  recom- 
mendation being:  “The  Establishment  of  a plan 
to  enable  members  of  the  A.M.A.  Board  of  Trus- 
tees to  keep  in  closer  touch  with  officials,  execu- 
tive offices,  and  activities  of  state  associations ; 
the  plan  to  call  for  assigning  a definite  area  or 
region  to  each  trustee.”  In  that  point  you  have 
the  crux  of  the  symposium  on  a better  coordina- 
tion of  activities  between  the  A.M.A.  and  the 
state  medical  associations.  It  is  needed  and  per- 
haps the  A.M.A.  House  in  June  will  point  the 
way. 

In  order  to  keep  in  closer  touch  with  our  own 
county  medical  societies  and  have  a better  co- 
ordination between  our  own  state  and  county 
societies,  the  Council  requested  funds  of  the 
House  in  1947  for  expanding  the  central  office 
to  include  an  employee  of  an  executive  capac- 
ity whose  duty  it  would  be  to  coordinate  the 
work  of  the  state  and  county  groups.  The  Coun- 
cil proposed  a raise  in  dues  to  the  $50.00  per 
active  member  level  in  order  to  be  in  position  to 
keep  in  closer  contact  with  the  counties.  The 
House  unanimously  approved  the  proposal.  In 
accordance  with  this  action,  larger  quarters  for 


the  central  office  were  secured  and  an  executive 
employed.  It  took  until  December  to  accomplish 
this  as  space  was  difficult  to  find.  We  canvassed 
other  state  associations  for  leads  for  the  execu- 
tive position  open  and  wound  up  with  something 
like  a dozen  highly  qualified  applicants  for  the 
position.  Choice  was  made  in  late  November  and 
the  executive  at  work  by  December.  Since  that 
time  the  new  executive  has  accompanied  the 
President  of  the  Association  on  a round  of  visits 
to  the  county  medical  societies  and  wheels  put 
in  motion  to  expedite  the  work  of  the  association 
with  the  county  societies.  The  coming  year 
will  see  great  progress  along  these  lines. 

The  central  office  represents  a considerable 
expense,  which  the  treasurer  will  cover  in  his 
report,  but  is  the  necessary  machinery  for  carry- 
ing on  our  work.  No  additional  personnel  is  in- 
dicated for  the  coming  year  unless  increased 
duties  arise.  There  has  been  no  waste  of  funds 
or  effort.  We  are  accomplishing  things.  We 
succeeded  with  our  legislative  programs.  We 
have  inaugurated  our  medical  service  plan  which 
is  self-supporting.  We  have  an  excellent  health 
activities  program  under  way,  but  the  profes- 
sional board  should  have  some  money  for  its 
purposes.  Our  annual  meetings  are  on  a par  with 
the  best  of  them  and  are  better  than  self-support- 
ing from  revenue  from  exhibits  . . . except  that 
we  do  not  cover  expense  of  guest  speakers  en- 
tirely from  this  revenue.  Arizona  has  attracted 
considerable  attention  for  supporting  a central 
office  and  maintaining  a program  of  activities 
not  yet  reached  by  state  societies  much  larger 
than  we. 

On  the  national  level  we  would  like  to  see  the 
American  Medical  Association  more  aggressive 
so  far  as  the  state  societies  are  concerned.  They 
need  to  sell  themselves  to  the  rank  and  file  of 
the  membership  and  can  only  do  this  by  keeping 
in  intimate  contact  with  us  through  their  bu- 
reaus and  Councils.  For  the  first  time  Arizona 
has  representation  in  the  official  A.M.A.  family 
as  we  now  have  a member  on  their  Council  on 
Medical  Service,  our  delegate  having  been  elect- 
ed by  the  A.M.A.  House  to  that  post  one  year 
ago. 

There  is  much  more  that  could  be  said  but 
we  have  tried  to  convey  it  to  the  societies  by 
numerous  communications  during  the  year  and 
through  the  visits  of  the  President  of  the  As- 
sociation to  the  County  Medical  Societies.  In 
closing,  I wish  to  congratulate  our  president, 
Dr.  Brown,  for  his  energetic  program  of  visits 
to  the  societies  this  past  year.  This  is  done  at  a 
considerable  sacrifice  of  time  on  the  part  of  that 
officer,  and  Dr.  Brown  has  not  stinted  with  his 
services  in  these  and  other  respects.  He  has 
carried  the  work  of  the  Association  direct  to  the 
county  societies. 

Signed, 

FRANK  J.  MILLOY,  Secretary 
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for 

HAY 

FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 

May  we  suggest  the  three-vial  Parenteral  T reatment  Set  ( 1 0 cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra- 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord- 
ance with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used. 

3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 

3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration. 


Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set. 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


cAlleryy,  J^e^earck  J^abora  torie£,  3nc. 


Phoenix,  Arizona 


U.  S.  Biological  License  No.  151 
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HAECISHCLM 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 

• 

Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 

• 

367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 


EL  SERENO 
LODGE 

Spacious,  Quiet 
Suburban 

★ 


SPECIALIZING  IN  THE  TREATMENT  OF  ALCOHOLISM 
AND  NERVOUS  DISORDERS 

Other  Cases  Accepted 

MEDICAL  STAFF  OPEN  R.  N.  IN  CHARGE 

EL  SERENO  LODGE 

PHOENIX 

11th  Ave.  and  West  Broadway  Telephone  4-6757 
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ARIZONA  ASSOCIATION  OF 
PATHOLOGISTS  AND  RADIOLOGISTS 
During  the  recent  State  Convention  on  May 
21,  1948,  the  Pathologists  and  Radiologists  of 
Arizona  who  were  present  in  Phoenix  met  at 
Cathay  Gardens  and  organized  the  Arizona  As- 
sociation of  Pathologists  and  Radiologists.  The 
physicians  of  Arizona  who  had  been  members  of 
the  former  section  on  Radiology  and  Pathology 
of  the  Arizona  State  Medical  Association  were 
automatically  considered  as  charter  members. 
In  addition  those  radiologists  and  pathologists 
who  were  not  members  of  the  section  of  Radiol- 
oglv  and  Pathology  but  who  are  in  good  stand- 
ing with  their  respective  County  Medical  So- 
cieties will  be  invited  to  become  charter  mem- 
bers. The  Association  plans  to  meet  concurrent- 
ly with  the  Arizona  State  Medical  Association 
and  it  is  planned  to  bring  outstanding  men  in 
the  fields  of  radiology  and  pathology  to  partici- 
pate in  the  programs  at  these  meetings. 

At  this  organization  meeting,  Dr.  John  Foster, 
Phoenix,  Arizona  was  elected  president.  Dr. 
George  0.  Hartman,  a pathologist  of  Tucson,  Ari- 
zona, vice  president,  and  Dr.  R.  Lee  Foster', 
radiologist  of  Phoenix,  Arizona,  Secretary  and 
Treasurer.  The  charter  members  of  the  organi- 
zation are:  E.  H.  Bergman,  M.  D.,  521  E.  Rose 
Lane,  Phoenix,  Arizona ; Harvey  S.  Faris,  M.  I)., 
23  E.  Ochoa  Street,  Tucson,  Arizona  ; John  Fos- 
ter, M.  D.,  543  E.  McDowell  Rd.,  R.  Lee  Foster, 
M.  D.,  15  E.  Monroe,  Phoenix,  Arizona ; Thomas 
T.  Frost,  M.  D.,  15  E.  Monroe,  Phoenix,  Arizona  ; 
Ralph  H.  Fuller,  M.  D.,  Good  Samaritan  Hospi- 
tal, Phoenix,  Arizona  ; Douglas  D.  Gain,  M.  D., 
15  E.  Monroe,  Phoenix,  Arizona  ; Harry  L.  Goss, 
M.  D.,  125  W.  Monroe,  Phoenix,  Arizona ; Thom- 
as A.  Hartgraves,  M.  D.,  926  E.  McDowell, 
Phoenix,  Arizona  ; George  0.  Hartman,  M.  D., 
23  E.  Ochoa,  Tucson,  Arizona ; Edward  M.  Hay- 
den, M.  D.,  23  E.  Ochoa,  Tucson,  Arizona;  Louis 
Ilirsch,  M.  D.,  4014  E.  Elmwood,  Tucson,  Ari- 
zona ; A.  L.  Lindberg,  M.  I).,  721  N.  4th  Avenue, 
Tucson,  Arizona;  Clarence  M.  Lightner,  M.  I)., 
601  5th  Avenue,  Yuma,  Arizona;  Arthur  J.  Pres- 
ent, M.  I).,  23  E.  Ochoa,  Tucson,  Arizona;  Maur- 
ice J.  Richter,  M.  I).,  St.  Joseph  Hospital,  Phoe- 
nix, Arizona;  Maurice  Rosenthal,  M.  I).,  St. 
Monica’s  Hospital,  Phoenix,  Arizona;  W.  War- 
ner Watkins,  M.  I).,  15  E.  Monroe,  Phoenix, 
Arizona;  James  H.  West,  M.  I).,  721  N.  4th 
Avenue,  Tucson,  Arizona,  and  0.  0.  Williams, 
M.  D.,  2020  N.  11th  Avenue,  Phoenix,  Arizona. 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 

Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


EDWARD  L.  JACHOWSKI  Phone  4-7049 

OWNER  & MANAGER 

PHOENIX  LIMB  SHOP 

SPECIALISTS  IN  ARTIFICIAL  LIMBS 
LADY  ATTENDANT 
1016  East  McDowell 
PHOENIX,  ARIZONA 

SERVICE  MANUFACTURE  REPAIR 
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The  American  College  of 
Physicians 

The  American  College  of  Physicians  held 
their  twenty-ninth  annual  session  in  San 
Francisco,  California,  April  19-23.  The  Metro- 
politan atmosphere  of  this  great  city  added  much 
to  the  success  of  the  meeting,  and  its  physicians 
and  people  were  at  their  best  as  hosts  to  the 
society.  Anyone  visiting  this  historical  city 
for  the  first  time  cannot  help  but  carry  away 
lasting  impressions  of  its  many  places  of  inter- 
est, and  the  Entertainment  Committee  provided 
trips  both  by  land  and  water  for  the  conven- 
ience of  its  guests.  The  General  Sessions,  the 
panel  discussions,  and  the  hospital  clinics  were 
up  to  their  usual  standard.  The  following  clini- 
cal observations  and  conclusions  were  observed 
and  confirmed : 

1.  Female  estrogenic  hormones  do  not  pro- 
duce malignancy  in  the  female.  However, 
if  malignancy  is  present  their  administra- 
tion is  contraindicated.  However,  in  wom- 
en past  sixty  suffering  from  malignancy 
of  the  breasts  or  uterus,  much  relief  may 
be  obtained  by  their  administration. 

2.  The  same  principles  apply  to  androgen 
therapy  in  the  male. 

3.  Much  dagnostic  material  may  be  obtained 
by  hormones  excreted  in  the  urine. 

4.  Radioactive  Iodine  is  the  treatment  of 
choice  for  Graves’  disease. 

5.  Urethane  gives  clinical  relief  in  cases  of 
chronic  leukemia,  and  is  probably  most  ef- 
fective in  the  myelogenous  type.  But  is  of 
no  value  in  acute  leukemia. 

6.  The  practical  application  of  water  balance 
in  heart  and  kidney  disease.  Ur.  Schemm 
who  has  been  expounding  this  method  of 
treatment  in  the  past  few  years  did  much 
by  his  presence  at  both  the  general  ses- 
sions and  panel  discussions  in  clearing  up 
controversial  points. 

7.  Streptomycin  gives  excellent  results  in  the 
treatment  of  selected  cases  of  tuberculosis. 

8.  Much  has  been  learned  in  producing  re- 
sults in  hypertension  by  extensive  thora- 
columbar sympathectomy. 

9.  Retrograde  arteriography  offers  much  in 
diagnosis  of  cardiovascular  lesions. 


10.  Advisability  of  anticoagulants  in  coronary 
disease,  as  well  as  other  diseases  of  the 
heart  and  blood  vessels. 

11.  Excellent  results  in  relieving  the  pain  of 
malignancy  by  the  new  preparation  Terop- 
terin  (Lederle). 

12.  Good  results  offered  by  early  surgical 
treatment  in  Hodgkin’s  disease,  i.e.  re 
moval  of  first  glands  to  occur. 

13.  The  necessity  for  proper  planning  and  or- 
ganization for  possibility  of  all-out  atomic 
warfare. 


FELSHER 

PRESCRIPTION  LABORATORY 


Diabetic,  Surgical  and  Sick  Room  Supplies 


650  N.  First  Ave.,  comer  McKinley 

Prompt  Delivery  Personal  Attention 
24  Hour  Telephone  Service 
Phone  3-2070  Wm.  M.  Felsher,  R.  Ph. 


Serving  Arizona  Since  1867 


Tucson  Casa  Grande 


PARTIN'S 

( Prescription 

Druggists ) 

TWO  COMPLETE 

DRUG  STORES 

TO  SERVE 

YOU— 

Northwest 

Northeast 

Encanto  Pharmacy 

Biltmore  Pharmacy 

1 5th  Ave.  & Thomas 

24th  St.  & Thomas 

Courtesy  — Quality  — Service 
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MEDICAL  OXYGEN 

HOME  DELIVERY  AND  INSTALLATION 

RENTAL  AND  SALES 

Services  Performed  by  Trained  Technicians  as  Prescribed  by  Physician 

DAY  AND  NIGHT  EMERGENCY  SERVICE 

Masks  - Catheters  - Canulas  - Adult  and  Infant  Open  Top  Tents  - Regulators 
Humidifiers  - Penicillin  Nebulizers  - Manifolds  - Specialized  Equipment. 

OXYGEN  THERAPY  SERVICE  CO. 

PHOENIX,  ARIZONA 
DAY  5-4318  NIGHT 


The  STETHETRON 


Emphasizes  the  Sounds 
You  Wish  to  Hear 


M A I CO 

invites  your  inquiry 


ELECTRONIC  STETHOSCOPES 
PRECISION  AUDIOMETERS 
FINE  HEARING  AIDS 


90%  of  America's  Precision  Hearing  Test 
Instruments  are  MAICO 

Audiograms  of  hard  of  hearing  patients 
furnished  without  charge 


MAICO  SOUTHWEST 


16A.  N.  Second  Ave. 
Phone  3-5255 
PHOENIX 


650  N.  Sixth  Ave. 
Tucson  Prof.  Bldg. 
Tucson 


First  Avenue 
at  Jefferson 


Hold  imam  Broth  ers 

Guardian  Insurance  Agency 

FIRE,  AUTOMOBILE,  CASUALTY, 
FIDELITY  AND  SURETY  BONDS 

Representing  Old  Reliable  Companies 


Phone 

4-3115 


SINCE  1897 
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Waiting  room  chatter  between  fond  mamas 
(with  one  eye  on  their  wriggling  offspring)  can 
be  pretty  funny  — and  enlightening,  too/ 

While  waiting  for  one  of  my  doctors,  not  long 
ago,  I overheard  a gal  confide  to  the  woman 
next  to  her,  “This  is  his  last  shot — thank  good- 
ness, it  takes  only  three!” 

Mhank  goodness  is  right — when  you  think  that 
before  Cutter  came  along  with  Dip-Pert-Tet,* 
it  took  nine  shots  to  protect  kids  against  diph- 
theria, pertussis  and  tetanus. 

I like  to  remind  my  doctors  that  if  they 
brewed  up  this  combination  to  their  own  order, 
they’d  probably  do  just  as  Cutter — -purify  the 
diphtheria  and  tetanus  toxoids  so  that  in  every 
cc.  there’s  well  over  the  standard  'one  human 
dose”.  . . they’d  grow  the  Phase  I pertussis 
organisms  on  human  blood  media,  to  turn  out 
a vaccine  of  concentrated  antigenicity,  low  dos- 
age, as  well  as  low  reactivity. 

You  can  get  Dip-Pert-Tet  either  Plain,  the 
unprecipitated  antigens,  or  Alhydrox,  adsorbed 
with  aluminum  hydroxide.  Cutter  uses  the  latter 
method  rather  than  alum  precipitation  for  a 
number  of  good  reasons : 

;>  Alhydrox  gives  you  higher  antitoxin  levels  that 
'last  longer.  Mama  (see  above)  is  happier,  too, 
because  it  causes  less  pain  on  injection.  And 
side  reactions,  like  sterile  abscesses  and  per- 
sistent nodules,  are  so  rare  you  don’t  have  to 
, worry  about  them. 

Because  Dip-Pert-Tet  is  so  much  in  demand, 
Cutter  is  all-the-time  standing  on  its  head  try- 
ing to  keep  up  with  orders.  But  I have  it  straight 
from  the  home  office  that  supplies  are  being  in- 
creased right  along — so  be  sure  to  ask  for  it^first. 


* Cutter  trade  name 


DISTRICT  NO.  1 

Arizona  State  Nurses  Assn. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS’ N ) 

Nurses’  Professional  Registry 


2538  N lOTH  ST. 


PHOENIX  4-4151 


ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75  00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00 

INVESTED  ASSETS 


$15,000,000.00 
PAID  FOR  CLAIMS 


S200  000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 


400  First  National  Bank  Building 


Omaha  2,  Nebraska 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 

• 

Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 


CUTTER  LABORATORIES 
Berkeley  1,  California 
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COMMUNISTS  TRY  TO  TAKE  OYER 
A MEDICAL  SOCIETY 

Remarkable  proof  of  Communist  strength  was 
given  this  week  in  election  of  officers  of  Medical 
Society  of  the  County  of  New  York.  This  is 
one  of  five  counties  that  make  up  New  York  City. 
It’s  identical  with  Manhattan  Borough. 

A Communist  front,  the  Physicians  Forum, 
has  long  been  active  in  various  parts  of  the 
United  States.  This  year  it  was  strong  enough 
to  enter  its  own  slate  in  race  for  officers  of  the 
medical  society.  What  it  counted  on  was  the 
fact  that  few  of  the  members  ordinarily  vote. 

The  Communists  would  have  won  if  the  old- 
line  group  in  the  society  hadn’t  roused  out  a 
big  vote  by  accusing  the  Physicians  Forum  of 
wanting  “socialized  medicine.”  Actually  the 
question  at  issue  was  much  larger  than  that  of 
‘ ‘ socialized  medicine.  ’ ’ The  question  was  wheth- 
er Communists  should  get  control  of  the  medical 
society  of  the  central  borough  of  the  biggest  city 
in  the  United  States.  Last  year  the  total  vote 
in  the  election  was  285.  This  year  the  Commun- 
ists alone  got  more  than  four  times  that  number. 
Total  vote  was  3,287.  Old-line  ticket  got  2,083, 
Communist-controlled  ticket,  1,204. 

Although  most  of  the  1,204  doctors  who  voted 
for  the  Communists’  ticket  aren’t  Communists 
themselves,  many  of  them  are.  The  Communists 
appealed  to  non- Communists  by  capitalizing  on 
real  grievances,  like  discriminatory  practices  in 
medical  schools  and  hospitals,  and  low  pay  of 
doctors  who  care  for  the  medically  indigent  in 
hospitals  and  dispensaries.  One  way  to  defeat 
Communist  influence  is  by  remedying  these  evils. 
When  Communist-controlled  slate  gets  36%  of 
a vote  among  doctors,  it’s  time  to  wake  Tip. 

Reprinted  from  Counterattack,  May  28,  1948. 


STAHLBERG 

LABORATORIES 

Specializing  in 

BACTERIOLOGY  PARASITOLOGY 
HAEMATOLOGY 
BLOOD  CHEMISTRY 
URINE  CHEMISTRY 

129  W.  McDowell  Road  Phone  4-3677 
Phoenix,  Arizona 


DOCTOR 

A TRAINED  STAFF  OF 
SPECIALISTS 

is  on  hand  to  provide  you  and 
your  patients  with 

BRACES 

BELTS 

TRUSSES 

ARCH  SUPPORTS 

SURGICAL  SUPPORTS 


We  Design  and  Manufacture 
SPECIAL 

SURGICAL  AND  FRACTURE  APPLIANCES 
TO  SUIT  YOUR  INDIVIDUAL 
REQUIREMENTS 


We  Rent 
HOSPITAL  BEDS 
WHEEL-CHAIRS 
INVALID  WALKERS 
CRUTCHES-  AND  CANES 


GRUNOW  CLINIC 
BRACE  SHOP 

926  East  McDowell  Road 
Telephone  4-7746  Phoenix 
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Scientific  Pharmacy  in  Step  with 
Modern  Medicine 

MATTH  IAS 

PRESCRIPTION  PHARMACY 

TELEPHONE  7715 

William  C.  Matthias  37  South  Stone  Avenue 

John  L.  McDonald  Tucson,  Arizona 


OUR  DEPT. 

Designed  To  Serve 
Both  Doctor  and  Patient 
Accurately  - Ethically 
And  as  Promptly  as 
Correctness  Will  Permit 


Serving 

All  West  Phoenix 

• 

McNATT  DRUGS 

2829  West  Van  Buren  St. 

Phone  3-841  1 Delivery  Service 
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TUBERCULOSIS  ABSTRACTS 

For  the  first  time  in  the  long  history  of  tuber- 
culosis there  is  a drug  which,  if  used  in  certain 
forms  of  tuberculosis  at  the  proper  time  and  in 
suitable  dosage,  will  favorably  influence  the 
course  of  the  disease.  In  streptomycin  physi- 
cians have  not  a specific  but  a new  weapon  to 
be  added  to  those  they  are  already  using  so 
effectively. 

STREPTOMYCIN  IN  TUBERCULOSIS 

Although  attempts  to  attack  tuberculosis  by 
chemotherapeutic  means  are  as  old  as  our  knowl- 
edge of  the  disease,  it  was  not  until  1940  that 
Feldman,  Hinshaw  and  Moses  reported  that  pro- 
min  had  a striking  effect  on  tuberculosis  induced 
in  guinea  pigs.  Attempts  to  use  this  and  a few 
other  drugs  clinically  followed.  The  results  were 
suggestive  but  never  fully  convincing,  possibly 
because  the  sulfone  compounds  were  found  to 
be  too  toxic  in  the  dosage  required  for  treatment 
of  human  beings. 

From  the  first,  the  antibiotic  streptomycin  gave 
great  promise  as  an  agent  for  suppressing  tuber- 
culosis. In  early  reports  Schatz  and  Waksman 
noted  that  a human  strain  of  Mycobacterium  tu- 
berculosis was  sensitive  to  streptomycin  in  vitro 
and  further  investigation  by  Feldman  and  Hin- 
shaw proved  conclusively  that  streptomycin 
would  arrest  and  at  times  even  apparently  eradi- 
cate well  established  tuberculosis  in  the  highly 
susceptible  guinea  pig. 

The  clinical  use  of  streptomycin  for  tubercu- 
losis was  begun  in  December,  1944,  and  has  been 
used  by  the  author  and  his  colleagues  in  more 
than  100  cases  of  tuberculosis  of  various  types'. 
At  present  (March,  1948)  more  than  500  addi- 
tional patients  are  being  treated  with  streptomy- 
cin at  selected  institutions  under  the  auspices  of 
the  American  Trudeau  Society  as  well  as  a large 
number  elsewhere. 

In  all  discussions  of  the  therapeutic  possibili- 
ties of  streptomycin  in  tuberculosis  the  situation 
must  be  viewed  in  proper  perspective.  The  abil- 
ity of  streptomycin  to  suppress  the  disease  is 
unique  and  at  times  apparently  remarkable.  The 
limitations  of  streptomycin  are  just  as  real.  Be- 
cause of  certain  toxic  potentialities,  its  inade- 
quacy in  some  clinical  situations,  and  the  expense 
of  prolonged  periods  of  treatment,  the  indiscrim- 
inate use  of  streptomycin  in  the  treatment  of  tu- 
berculosis must  be  discouraged. 

The  use  of  streptomycin  in  tuberculosis  is  in- 
dicated in  all  forms  of  hematogenic  disease,  in- 
cluding generalized  miliary  tuberculosis  and 
meningitis,  the  prognosis  of  which  has  hitherto 
been  regarded  as  hopeless.  Of  12  patients  who 
had  disease  of  this  type  and  were  treated  with 
streptomycin  at  the  Mayo  Clinis,  four  are  living 
after  six  to  12  months.  In  treating  tuberculous 
meningitis  it  is  imperative  that  streptomycin  be 
given  both  parenterally  and  intratheeally  and  as 
early  as  possible  in  the  course  of  the  disease. 

Pulmonary  tuberculosis  suitable  for  treatment 
with  streptomycin  includes  recent  lesions  of 
bronchiogenic  dissemination,  exudative  lesions, 
and  all  recent  but  rapidly  progressive  tuberculo- 
sis which  is  not  likely  to  be  controlled  by  the 
usual  methods.  Pulmonary  tuberculosis  has  been 
treated  satisfactorily  by  daily  doses  of  from  one 
to  three  Gm„  administered  parenterally,  for  a 
period  of  from  two  to  six  months.  Clinical  im- 
provement is  noted  early  and  can  usually  be 
demonstrated  roentgenographically  within  one 
to  two  months.  Cavities,  especially  if  thick 
walled,  are  apt  to  remain  patent.  Sputum  find- 


ings are  changed  from  positive  to  negative  in 
about  half  of  the  cases  of  far  advanced  pulmonary 
tuberculosis. 

The  patient  whose  pulmonary  tuberculosis  has 
improved  during  treatment  with  streptomycin 
usually  continues  to  improve  after  this  treatment 
is  discontinued. 

The  use  of  streptomycin  in  pulmonary  tuber- 
culosis possibly  is  indicated  as  an  adjunct  to  sur- 
gical procedures,  such  as  lobectomy,  pneumonec- 
tomy and  even  thoracoplasty.  Streptomycin  has 
been  used  with  notable  success  in  tuberculosis  of 
the  hypopharynx,  larynx  and  tracheobronchial 
tree.  Tuberculosis  draining  sinuses  have  respond- 
ed well  to  treatment  with  streptomycin,  even 
those  of  long  duration. 

Streptomycin  therapy  has  shown  encouraging 
results  with  cases  of  tuberculosis  of  the  alimen- 
tary tract  and  peritoneum  and  tuberculosis  of 
bones  and  joints. 

Streptomycin  has  been  somewhat  disappoint- 
ing in  the  treatment  of  some  cases  of  tuberculosis 
of  the  genitourinary  tract.  Marked  symptomatic 
improvement  occurs  in  more  than  50  per  cent  of 
such  cases  and  the  degree  of  tuberculous  bacil- 
luria  usually  is  reduced.  It  is  not  a substitute 
for  surgical  procedures  in  cases  of  unilateral 
renal  tuberculosis. 

Among  tuberculous  conditions  in  which  strep- 
tomycin is  not  indicated  are  included  all  cases  in 
which  satisfactory  progress  is  niade  on  a regi- 
men consisting  of  the  usual  therapeutic  measures. 
This  category  would  include  most  cases  of  mini- 
mal pulmonary  tuberculosis.  The  potential  toxic- 
ity of  streptomycin  appears  to  be  sufficient  to 
deny  the  drug  to  patients  who  can  make  a satis- 
factory recovery  without  it. 

At  present  chronic  fibrocaseous  pulmonary  tu- 
berculosis is  not  considered  suitable  for  treat- 
ment with  streptomycin  except  in  combination 
with  surgery  nor  are  terminal  cases  of  destruc- 
tive pulmonary  tuberculosis  except  as  a pallia- 
tive procedure.  Treatment  of  tuberculous  empy- 
ema with  streptomycin  has  been  disappointing. 

It  must  always  be  emphasized  that  treatment 
with  streptomycin  is  not  a substitute  for  rest  in 
bed  and  sanatorium  care,  wdiich  are  still  funda- 
mental in  the  treatment  of  tuberculosis.  It  can 
not  be  expected  to  supersede  collapse  therapy 
and  other  surgical  procedures  when  these  are 
indicated. 

Our  knowledge  of  streptomycin  is  still  in  a 
state  of  flux.  Its  ultimate  place  in  the  treatment 
of  some  types  of  tuberculosis  will  be  determined 
only  after  the  extensive  clinical  investigation 
now  under  way  is  complete.  Experience  with 
this  antibiotic  agent  has  proved  that  tuberculosis 
is  a disease  amenable  to  antibacterial  therapy 
and  it  is  hoped  that  other  usable  agents  will  be 
forthcoming. 

Streptomycin  in  Tuberculosis , IT.  Corwin  Hin- 
shaw,  M.  D.,  Marjorie  M.  Pyle,  M.  D.,  and 
William  II.  Feldman,  D.V.M.,  The  American 
Journal  of  Medicine,  May,  1947. 

Suggested  Beading: 

1.  Rep.  of  Council  of  Phar.  and  Client.,  J.  A. 
M.  A.,  Nov  8,  1947. 

2.  Ant.  Rev.  Tuberc.,  Nov.  and  Dec.,  1947. 

21  articles. 

3.  North  Carolina  M.  J.,  Nov.,  1947,  3 articles. 

4.  Nat.  Tuberc.  A.  Bull.,  Dec.,  1947. 

5.  Ann.  Int.  Med.,  May,  1945. 

6.  Ann.  Int.  Med.,  Nov.  and  Dec.,  1947. 

— Arizona  Tuberculosis  Association 
408  Heard  Bldg..  Phoenix,  Arizona. 
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AMBULANCE 


MOTOR  OR  THE  ABOVE  TWIN  ENGINE  BEECHCRAFT  PLANE 

Rate  Thirty  (30)  Cents  per  Mile  Flown — 190  M.P.H.  Cruise 

Room  for  Four  Attendants  plus  Pilot  and  Patient 
A.  LEE  MOORE,  Pilot 

A.  L.  Moore  and  Sons 

MORTICIANS 

Telephone  4-41  1 1 Adams  at  Fourth  Ave. 

PHOENIX 


To  better  carry  out  our  "Service”  Policy, 

njue  now  have  two 

offices  to  serve  you  . . . 

TUCSON 

PHOENIX 

809  E.  Broadway 

710  N.  First  St. 

1 ll"1"11  . 

STANDARD  SUR0 

ICAL  SUPPLY  CO.,  INC. 
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(Book  (Review* 


ADVANCES  IN  MILITARY  MEDICINE,  in  Two  Volumes.  Ed- 
ited by  E.  C.  Andrus,  D.  W.  Bronk,  G.  A.  Carden,  Jr.,  M.  C. 
Winterntiz.  J.  S.  Lockwood,  J.  T.  Wearn,  and  C.  S.  Keefer, 
Published  by  Little.  Brown  and  Company,  34  Beacon  St.,  Bos- 
ton, Mass.  Price  2 Vols.  $12,50. 

The  material  in  these  two  books  is  taken  from 
activities  of  the  Office  of  Scientific  Research 
and  Development.  It  covers  medicine  and  sur- 
gery in  all  their  phases  during  the  years  of  the 
Second  World  War.  It  includes  the  history  and 
gives  an  account  of  the  experimental  work  in 
developing  the  various  new  drugs  which  were 
discovered  and  used.  Chapters  are  devoted  to 
penicillin,  the  new  anti-malarial  drugs,  the 
tropical  diseases,  aviation  medicine,  blood  sub- 
stitutes, nutrition,  chemical  warfare,  anti-pest 
agents  and  numerous  other  subjects.  A ready 
reference  covering-  full  information  on  all  these 
fields  is  preseented  in  such  a way  that  it  is  not 
too  technical  for  even  the  lay  mind.  And  it  is 
not  without  a rare  hit  of  humor  here  and  there. 
These  volumes  should  be  recommended  to  the 
public  for  interesting  and  instructive  reading, 
as  well  as  to  the  medical  profession. 


^Rainbow  Water 

★ 

A constantly  reliable  bottled  water 
Pure  . . Fresh  . . . Naturally  Soft 
Untreated  . . Sterilized  Equipment 

Delivered  Also  Distilled  Water. 

* 

PHONE  190 
* 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


AMERICAN  LINEN 


Specialists  In 

PROFESSIONAL  LINEN  SERVICE 

Telephone  2-2280 
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WAYLAND’S 

Prescription  Pharmacy 

"Prescription  Specialists ” 

• 

Biological  Products  Always  Ready 
for  Instant  Delivery 


Parke-Davis  Biological  Depot 


Mail  and  Long  Distance  Phone  Orders 
Receive  Immediate  Attention 


Phone  4-4171 

Professional  Bui'ding  Phoenix 


/ir*t  thing*  / ir*t 

Drugs  and  Medicines  constitute  the 
chief  stock  of  our  Drug  Store.  We 
have  endeavored  to  establish  our- 
selves as  a Health  Center  rather 
than  a source  of  supply  for  anything 
and  everything.  The  Doctor's  needs 
and  desires  are  our  buying  guides. 

• 

We  boast  of  a complete  prescrip- 
tion stock,  careful  compounding, 
good  service  and  prompt  delivery. 

Phone  3-2143 

jMcCrary  4 2brug  Co. 

Central  Avenue  at  McDowell 
Phoenix,  Arizona 


PHONE  3-3470 

PROFESSIONAL 

PHARMACY 

39  East  Monroe  Street 

Six  (6)  Doors  East  of 
Professional  Bldg. 

• 

FREE  DELIVERY 

• 

PROFESSIONAL 

PRESCRIPTION  SERVICE 


PROMPT 

MAIL 

ORDER 

SERVICE 


PRESCRIPTION  PHARMACISTS 

iii 

PHOENIX 

GLOBE  MIAMI  SUPERIOR 

CASA  GRANDE  WICKENBURG 


JL/AEHEYALJ3 


1 0th  St.  & McDowe’l  3rd  Ave.  & Roosevelt 

1 536  W.  Van  Buren  1 6th  St.  & Thomas  Rd. 
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SUNNYSLOPE  DRUG  STORE 

Ethical  Pharmacists 

A Complete  Line  of  Ampuls,  Biologicals, 
and  Prescription  Stock 

HALA  OWEN  NURSING  HOMES 

Orange  Road  Sanatorium 
Rt.  1,  Box  1028  — Tel.  5-0257 

Rose  Lane  Farm 

PURITY  ACCURACY 

Rt.  2,  Box  317  — Tel.  5-2417 

Limited  to  Neuropsychiatric  Patients 

N.  7th  Street  and  Dunlap 

Custody's  Accepted 

Phone  5-2062  Sunnyslope,  Arizona 

SPENCER  DESIGNED^  SUPPORTS 

meet  EVERY  need l 


NEW  FIGURE  BEAUTY 

BACK  INJURIES  AND 
DERANGEMENTS 

POSTOPERATIVE  SUPPORT 

For  abdomen,  back,  and 
breasts 


SAGGING  ABDOMINAL  ORGANS 

MATERNITY  SUPPORT 

Before  and  after  the  baby 
comes 


EXCESSIVE  FATIGUE 
HERNIA 

If  inoperable  or  when  opera- 
tion is  delayed 


Thousands  of  doctors  prescribe  Spen- 
cer because  each  one  is  individually 
designed,  cut,  and  made  for  the 
person  who  will  wear  it. 


SPENCER  SUPPORT  SHOP 

W.  B.  and  MAUDE  KEEN  - Dealers 


Phone: 

3-4623 


706  N.  First 
Street 


Phoenix,  Arizona 
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UJoman  i Auxiliary 


ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 

Harold  W.  Kohl  President 

1811  E.  Speedway,  Tucson 

Robert  S.  Flinn  ...President  Elect 

15  E.  Monroe,  Phoenix 

Thomas  H.  Bate  Vice  President 

15  E.  Monroe,  Phoenix 


Frank  J.  Milloy 


-Secretary 


15  E.  Monroe.  Phoenix 


C.  E.  Yount  - Treasurer 

Prescott 

James  R.  Moore Speaker  of  House 

15  E.  Monroe,  Phoenix 

Jesse  D.  Hamer Delegate  to  A.M.A. 

15  E.  Monroe,  Phoenix 


O.  E.  Utzinger  .. 
D,  F.  Harbridge.. 


A.  I.  Podolsky. 

Arthur  C.  Carlson. 


R'ay 

15  E.  Monroe,  Phoenix 
DISTRICT  COUNCILORS 
Yuma 


Alternate-Delegate 
- -Medical  Defense 


. Central  District 
-Northern  District 


Cottonwood 


Robert  E.  Hastings Southern  District 

1811  E.  Speedway,  Tucson 


COUNCILORS  AT  LARGE 


George  O.  Bassett 
W.  Paul  Holbrook 
Dan  L.  Mahoney  .... 


. Prescitt 
Tucson 
. . Tucson 


COMMITTEES 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings.  Tucson;  Dr.  Ira  E.  Harris,  Miami; 
Dr  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY  Dr.  Harold  W.  Kohl,  Tucson;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth.  Prescott;  Dr. 
Robeit  E.  Hastings.  Tucson. 

MEDICAL  ECONOMICS;  Dr.  Robert  S.  Flinn,  Phoenix;  Dr 
Meade  Clyne  Tucson;  Dr  Joseph  M.  Greer.  Phoenix. 

MEDICAL  DEFENSE:  Dr.  D F.  Harbridge.  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood;  Dr.  O E Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 

Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

PUBLIC  POLICY  & LEGISLATION:  Dr  Jesse  D.  Hamer,  Phoe- 

nix; Dr.  Walter  Brazie,  Kingman;  Dr.  H.  D.  Cogswell, 
Tucson. 

HISTORY  & OBITUARIES:  Dr  Hal  W.  Rice,  Historian.  Bisbee; 
Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W Kohl,  Tucson. 

PROFESSIONAL  BOARD 

Dr  Hugh  C.  Thompson,  Tucson;  Dr.  B.  S.  Heywood,  Holbrook; 
Dr  E A Born.  Prescott;  Dr.  C.  B.  Warrenburg.  Phoenix; 
Dr  E.  Payne  Palmer,  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson; 
Dr  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr  M W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Di  D E.  Nelson  Safford;  Dr  John  D.  Hamer,  Tiger;  Dr.  Paul 
W McCracken.  Phoenix:  Dr  H H Brainard,  Tucson:  Dr 
Broda  O Barnes,  Kingman 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  STATE  MEDICAL  ASSOCIATION 
1948  - 1949 

President Mrs.  Thomas  Bate 

305  W.  Cypress  St..  Phoenix 

President-Elect Mrs.  Charles  Starnes 

110  E.  Alameda,  Tucson 

1st  Vice-President -Mrs.  William  Schoffman 

36  N Country  Club  Drive,  Phoenix 

2nd  Vice-President Mrs.  Arthur  J.  Present 

1136  N.  Highland,  Tucson 

Treasurer Mrs.  Karl  Harris 

16  E.  Catalina.  Phoenix 

Recording  Secretary , Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Corresponding  Secretary  Mrs.  Robert  Phillips 

521  W.  Holly,  Phoenix 

Directors — Mrs.  Paul  Case.  Rt.  2,  Box  216C.  Phoenx 

Mrs.  Hervey  Faris,  155  S.  Palomar  Drive,  Tucson 
Mrs.  Harry  Southworth,  Country  Club.  Prescott 

COMMITTEE  CHAIRMEN 

Health  _ Mrs.  O.  O.  Thoeny 

721  Encanto  Drive  S.  W..  Phoenix 
National  Representative..  ....  Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Ave..  Phoenix 

Publicity  Mrs.  Matthew  Cohen 

934  W.  Palm  Lane,  Phoenix 

Bulletin  Mrs.  Roy  Hewitt 

15  Calle  Corte,  Tucson 

Hygeia  Mrs.  N.  A.  Jacobson 

1333  E.  Mabel,  Tucson 

Legislation  Mrs.  Leslie  Kober 

2848  N.  Seventh  St..  Phoenix 

Historian  Mrs.  George  Irvine 

1100  Mill  Ave.,  Tempe 

Nominating  Mrs.  .Harry  Southworth 

Country  Club,  Prescott 

Public  Relations Mrs.  Carlos  Craig 

727  Encanto  Drive  S.  W. , Phoenix 
Post  War  Planning  Mrs.  Arthur  J.  Present 

1136  N.  Highland.  Tucson 

Parliamentarian  .:  Mrs.  Charles  Thomas 

Santa  Rita  Hotel,  Tucson 

Revisions  ..Mrs.  Edward  Hayden 

El  Encanto  Estates,  Tucson 

GILA  COUNTY  OFFICERS  1948-1949 

President  - ...Mrs.  John  Aarni,  Ray 

Vice-President  Mrs.  Cyril  Cron,  Miami 

Secretary-Treasurer  Mrs.  Clarence  Gunter,  Globe 

MARICOPA  COUNTY  OFFICERS  1948-1949 

President  . Mrs.  E.  Henry  Running 

321  W Palm  Lane,  Phoenix 

President-Elect  Mrs.  Carlos  Craig 

727  Encanto  Drive.  Phoenix 

1st  Vice-President  Mrs.  Karl  Harris 

16  E.  Catalina.  Phoenix 

2nd  Vice-President  Mrs.  James  Fillemore 

34  N.  McDonald,  Mesa 

Recording  Secretary  Mrs.  Harry  French 

840  E.  Windsor.  Phoenix 

Treasurer  Mrs.  R.  W.  Hussong 

22  E.  Pierson,  Phoenix 

PIMA  COUNTY  OFFICER'S 

President  - Mrs.  Harold  W.  Kohl 

100  E.  Sierra  Vista  Drive,  Tucson 

President-Elect  Mrs.  Donald  B.  Lewis 

2548  E.  Fourth,  Tucson 

1st  Vice-President  Mrs.  B.  P.  Storts 

El  Encanto  Estates,  Tucson 

2nd  Vice-President  Mrs.  Stanley  Kitt 

2043  E Fourth,  Tucson 

Recording  Secretary  .....  ----- Mrs.  J.  Donald  Francis 

1227  N.  Campbell,  Tucson 

Treasurer  Mrs.  H.  H.  Brainard 

330  N.  Vine,  Tucson 

Corresponding  Secretary.  Mrs.  Donald  Schell 

105  Calle  de  Jardin,  Tucson 

YAVAPAI  COUNTY  OFFICERS  1948-1040 
President  ...  ......  ...  Mrs.  Ernest  A.  Born 

Country  Club.  Prescott 

Vice-President  Mrs.  Vera  Urriolayoitia 

P.  O.  Box  484.  Cottonwood 

Secretary  _ -Mrs.  Alvin  Kirmse 

Whipple 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 

Program  — - Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Health  .._ Mrs.  Peter  Gallente 

Whipple 
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Legislation Mrs.  James  H.  Allen 

829  Crest  Ave.,  Prescott 

Public  Relations  Mrs.  Louis  Packard 

Whipple 

Publicity  _ ..Mrs.  Harry  Southworth 

Country  Club.  Prescott 

Hygeia  _ Mrs.  Walter  Edwards 

Cottonwood 

Post  War  Planning -—Mrs.  George  Bassett 

346  S.  Me.  Vernon  St.,  Prescott 


Woman’s  Auxiliary 


MRS.  THOMAS  BATE 
President  of  the  Auxiliary  to  the 
Arizona  State  Medical  Association 

Mrs.  Bate  was  born  and  brought  up  in  Wyan- 
dotte, Michigan. 

Graduated  from  the  University  of  Arizona. 

Did  Social  Service  work  in  Tennessee  Moun- 
tains two  summers. 

Taught  in  Grosse  Point,  Michigan  school  sys- 
tem seven  years. 

Married  to  a Phoenix  Surgeon.  Has  two  daugh- 
ters, Deborah,  11  years,  and  Elizabeth,  5 years. 

Active  in  County  and  State  Auxiliary  since 
1939. 

Member  of  first  Red  Cross  course  in  canteen, 
war  took  her  away  from  Phoenix  nearly  four 
years.  Since  her  return  has  belonged  to  Red 
Cross  Home  Nursing  committee. 


REPORT  OF  WOMAN’S  AUXILIARY  TO 
THE  ARIZONA  MEDICAL  ASSOCIATION’S 

FIFTY-SEVENTH  ANNUAL  MEETING 

The  Woman’s  Auxiliary  to  the  state  Medical 
Association  held  its  fifty -seventh  meeting  in 
Phoenix  at  Hotel  Westward  Ho.  Registrations 
were  taken  throughout  the  day,  May  19,  in  the 
hotel  lobby. 

At  seven  P.  M.  the  Executive  Board  meeting 
was  called  to  order,  Dinner  meeting,  in  the 
Aluminum  Room. 

Thursday,  May  20,  at  10  A.  M.,  Mrs.  Harry 


T.  Southworth  presided  at  the  General  Sessions. 
Dr.  Irvin  E.  Hendryson,  Department  of  Ortho- 
pedics, University  of  Colorado  School  of  Medi- 
cine, was  the  speaker,  his  topic  being  “Polio- 
myelitis Today.’’ 

The  business  session  was  held  at  10 :30  A.  M. 
Report  of  meeting  of  Board  of  Directors,  and 
reports  of  state  officers  and  committee  chairmen. 
Among  reports  were  Revisions,  Convention,  Reg- 
istration and  Credentials. 

Nominating  and  election  of  officers. 

The  National  President  stressed  that  we  should 
be  a well  informed  auxiliary ; that  we  continue 
with  our  prime  project  of  health  education, 
Good  Public  Relations,  to  interpret  medicine  to 
lay  groups,  especially  rural  communities,  and 
that  State  and  County  chairmen  should  pattern 
their  program  from  National. 

Luncheon  was  held  in  the  Continental  Room 
of  Westward  Ho  at  12:30  P.  M.,  honoring  Mrs. 
Eustace  A.  Allen  of  Atlanta,  Georgia.  The  re- 
tiring State  Prsident,  Mrs.  Harry  T.  Southworth, 
introduce  Mrs.  Allen,  Mrs.  Thomas  Bate,  incom- 
ing State  President ; Mrs.  Henry  Running  Mari- 
copa County  President;  Mrs.  Jesse  Hamer  of 
the  National  Board,  and  many  other  notable 
guests.  Many  past  state  presidents  attended  this 
convention. 

The  Presidents  Dinner  Dance  was  held  at 
7 :30  P.  M.,  dinner  being  served  under  the  stars 
in  the  patio,  dancing  in  the  Fiesta  Room  from 
nine  until  midnight. 

Friday,  May  21st,  the  second  session  was  held 
in  the  Saratoga  Room  at  10  A.  M.  Greetings  by 
Mrs.  E.  Henry  Running,  a Memorial  Service 
conducted  by  Mrs.  James  R.  Moore  and  several 
moments  of  silent  prayer  followed.  Mrs.  N.  K. 
Thomas  called  the  Roll.  Mrs.  Clarence  Gunter 
reported  for  Gila  County,  Mrs.  Joseph  Bank  for 
Maricopa,  Mrs.  Charles  Starn  for  Pima,  and 
Mrs.  E.  B.  Jolly,  Yavapai.  Mrs.  Eustace  Allen, 
National  President,  installed  the  new  State  Of- 
ficers. The  members  are  to  be  commended  for 
their  fine  work. 

These  reports  should  be  an  inspiration  to  in- 
coming officers.  The  State  President’s  inaugu- 
ral address  carries  more  details  about  the  ensu- 
ing year’s  projects.  The  meeting  adjourned  at 
12  noon  so  we  might  attend  luncheon  at  the 
Silver  Spur.  Dr.  W.  U.  Bauer,  Chicago  Di- 
rector of  Health  Education,  American  Medical 
Association,  talked  briefly  about  a program  to 
be  set  up  so  teachers  will  be  more  familiar  with 
Health  Education,  such  as  better  lighting  in  the 
schools,  running  water  and  lavatory  facilities, 
well  balanced  and  nutritious  lunches,  etc.  From 
the  luncheon  the  women  were  taken  to  view  the 
scientific  exhibits  at  the  Shrine  Auditorium. 

At  7 :30  P.  M.  Friday  evening  Doctor  and  Mrs. 
Dudley  Fournier  gave  a cocktail  party  in  their 
patio. 

Respectfully  submitted, 

Mrs.  Matthew  Cohen. 
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INAUGURAL  ADDRESS,  MAY  21,  1948 

As  an  auxiliary  organization  to  the  Arizona 
State  Medical  Association  we  should  asume  our 
share  of  responsibility  for  safeguarding  the 
ideals  and  principles  of  American  medicine  at 
all  times.  Ours  is  a continuous  obligation  to 
serve  in  the  interest  of  health.  It  involves  the 
education  of  the  lay  woman  as  well  as  the  doc- 
tor’s wife  in  those  endeavors  that  make  for  a 
better  health  environment  and  a better  com- 
munity. 

The  incoming  officers  and  chairmen  of  the 
standing  committees  should  assume  their  respon- 
sibilities, as  have  their  predecessors,  with  full 
realization  of  this  obligation.  With  the  mem- 
bership rests  the  responsibility  for  promoting 
such  plans  as  are  presented  by  the  various  de- 
partments, particularly  public  relations,  pro- 
gram, legislation  and  organization  and  Hygeia. 

The  need  for  a strong  public  relations  program 
in  Arizona  is  urgent.  This  year  as  a community 
service  we  plan  to  conduct  Health  Forums  in 


each  of  the  organized  counties.  To  these  Forums 
will  be  invited  the  president  and  one  repre- 
sentative of  each  organization  in  the  city.  The 
speakers  will  be  qualified  doctors  presenting  in- 
teresting medical  subjects  in  a layman’s  termin- 
ology. This  is  to  be  our  contribution  as  doctors’ 
wives  to  our  community,  and  we  must  make  the 
people  realize  we  have  no  ulterior  motive  in  pre- 
senting such  a program. 

Through  the  Health  Chairman  we  will  con- 
tinue the  plan  begun  this  past  year  of  sponsor- 
ing an  essay  contest  in  all  high  schools  of  the 
state  on  Tuberculosis.  Prizes  will  be  given  by 
the  Arizona  State  Medical  Association  and  the 
four  organized  county  auxiliaries. 

In  the  spring  it  is  hoped  that  each  auxiliary 
will  sponsor  a scholarship  for  one  nurse  in  their 
own  city.  Four  nurses  being  educated  by  medi- 
cal auxiliaries  in  our  state  would  add  to  our 
record  of  community  service. 

The  importance  of  educational  programs  in 
county  auxiliaries  can  not  be  too  strongly  em- 


your  diagnosis, 

Doctor 


As  a financial  diagnostician,  it  is 
my  opinion  the  patient  is  suffering 
from  financial  anemia,  probably  in- 
duced by  indiscriminate  consump- 
tion of  casually  or  unwisely  selected 
securities. 

I prescribe  a prompt 
and  complete  analysis, 
regular  consultations, 
and  a consistent  diet 
designed  to  maintain 
and  promote  financial 
health  and  peace  of 
mind. 


Bcmtom  M.,  Lee  & Comptmmiji 

Members  New  York  Stock  Exchange 

Security  Building 
PHOENIX,  ARIZONA 
Telephone:  4 8828 
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phasizecl.  Programs  throughout  the  year  should 
include  all  phases  of  Auxiliary  work  and  thus 
insure  a well  informed  membership.  A school  of 
instruction  for  state  officers  and  chairmen  will 
be  held  early  this  fall.  It  is  highly  recommended 
by  the  National  that  both  State  and  County 
Auxiliaries  conduct  such  schools. 

Dr.  Edward  L.  Bortz,  President  of  the  Ameri- 
can Medical  Association,  urges  that  all  doctors’ 
wives  become  familiar  with  the  ideals  and  ob- 
jectives of  A.M.A.  An  informed  doctor’s  wife 
is  an  asset  to  her  community.  Be  sure  you  are 
informed  on  all  current  medical  issues  before 
you  speak  as  a doctor’s  wife.  Another  recom- 
mendation made  by  a past  president  is'  that 
every  doctor’s  wife  study  and  read  the  By-laws, 
Constitution,  and  Principles  of  Ethics  of  the 
A.M.A. 

With  the  help  and  cooperation  of  all  mem- 
bers and  officers  this  nineteenth  year  of  Auxili- 
ary work  in  Arizona  should  be  most  successful. 

Mrs.  Thomas  Bate,  President, 
Auxiliary  to  the  Arizona  State 
Medical  Association. 


REPORT  OF  THE  WOMAN’S  AUXILIARY 
to  the  HOUSE  OF  DELEGATES 
ARIZONA  STATE  MEDICAL  ASSOCIATION 

This  is  the  first  time  a President  has  been 
asked  to  report  to  the  House  of  Delegates  of  the 
Arizona  Medical  Association.  In  view  of  the  fact 
that  the  membership  might  be  interested  in  read- 
ing this,  we  are  publishing  it  as  follows: 
President : Mrs.  Harry  T.  Southworth 
Rte.  1,  Box  58B 
Prescott,  Arizona 


Beverly  Burke 

PRESCRIPTIONS 


Van  Buren  at  Fourth  Street  Phoenix 


M,acc4lpine  Zbrug  Co. 

B TJlc  store  g 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


Medical  & Dental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres.  • 

407  Professional  Bids.  Phone  4-4088  Phoenix,  Ariz. 

An  Ethical  Financial  Seruice  for  Your  Patients  • Founded  1936 


GRUNOW  PRESCRIPTION  PHARMACY 

for 

PROFESSIONAL  PRESCRIPTION  SERVICE 


Lois  Grunow  Memorial  Clinic  Building 

McDowell  at  Tenth  Street  Phone  4-4553 

PHOENIX,  ARIZONA 

WE  WILL  CALL  FOR,  FILL  AND  DELIVER  YOUR  PRESCRIPTIONS 
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An  U.p-to-Date, 

Ethical  K Department 

HOMER  BARLOW 

in  charge 

• 

FREE  DELIVERY 

• 

POUND'S  PHARMACY,  Inc. 

West  McDowell  at  Seventh  Avenue 
Phones  — 3-2888  - 3-9942 


CRYSTAL  WATER 

FIRST  IN 

• PURITY 

• FRESHNESS 

• TASTE 


Do  you  have  patients  whose  ailments  pro- 
hibit them  from  drinking  tap  water? 
You  can  recommend  fresh,  naturally  pure 
Crystal  Water  with  complete  safety!  Here 
is  a crystal-clear,  thirst-quenching  water 
that  has  been  approved  by  city  and  state 
health  authorities  for  its  high  standard 
of  purity  for  more  than  20  years.  A 
chemical  analysis  will  be  mailed  without 
obligation  upon  request. 


PURE-TEST  MINERAL-FREE  WATER 
ALSO  AVAILABLE 


CRYSTAL  WATERS,  INC. 

305  W.  Mariposa 
Phone  5-8517  or  5-1671 


Cooperating  with  the  Local 
Otologist  in  Audiometry  and 
Hearing  Correction 


Established  in  1935 

Mary  E.  Coles 

Fred  S.  Coles 

H.  Ashley  Ely 

William  L.  Fawcett 


425  T.tle  Cr  Trust  Bldg. 
PHOENIX 


139  S.  Scott  St. 
TUCSON 


Standard  Insurance 
Agency 

EDWARD  H.  BRINGHURST,  Pres. 

• 

We  Specialize  in  Writing 

Malpractice  or 

Professional  Liability  Insurance 

We  also  handle  all  lines  of 
Fire  and  Casualty  Insurance 

• 

35  West  Jefferson  St. 

Phone  4-1135 
PHOENIX,  ARIZONA 
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LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S 
James  M Ovens,  M.  D.,  F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  H.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D 

UROLOGY 

M.  L.  Day,  M.  D,  F.A.C.S. 

L.  L.  Stolfa,  M.  D. 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.  D.,  F.A.C.S. 

0.  W.  Thoeny,  M.  D.,  F.A.C.S. 

DERMATOLOGY 

George  K.  Rogers,  M.  D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F A C.P. 
Leslie  B.  Smith,  M.  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F.  Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D. 

DENTISTRY  AND  ORTHODONTIA 

Norton  J.  Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D. 

Wallace  A.  Reed.  M.  D 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D. 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 
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As  President  of  the  Woman’s  Auxiliary  to  the 
Arizona  State  Medical  Association,  I wish  to  ex- 
tend greetings  and  best  wishes  to  all  the  mem- 
bers of  the  House  of  Delegates. 

One  of  the  most  important  events  which  has 
occurred  during  the  Auxiliary  year  was  the 
meeting  of  a committee  from  the  Council  with 
a similar  committee  from  the  Auxiliary.  This 
meeting  afforded  both  organizations  a chance  to 
discuss  matters  of  mutual  importance  and  the 
Auxiliary  an  opportunity  to  obtain  the  advice 
and  consent  of  the  Medical  Association  on  pro- 
jects it  wishes  to  undertake. 

Organization:  The  current  membership  of  the 
Auxiliary  is  308,  an  increase  of  six  members 
over  the  preceding  year.  Four  counties  are  or- 
ganized : Gila,  Maricopa,  Pima  and  Yavapai. 
There  are  forty-one  members-at-large. 

Program:  Programs  have  been  interesting 

and  varied,  designed  to  stimulate  regular  at- 
tendance at  county  meetings.  Always  present 
was  the  desire  to  further  friendly  relations 
among  doctors’  families  and  between  the  Auxili- 
ary and  other  organizations.  Speakers  from  the 
Medical  profession  and  Tuberculosis  Society 
have  high-lighted  this  year’s  program.  Health 
education  and  the  projects  of  the  Woman’s  Aux- 
iliary have  been  stressed. 

Public  Relations  and  Health:  Through  the 
efforts  of  the  Auxiliary,  speakers  from  local 
medical  societies  appeared  on  health  education 
programs  of  women’s  organizations  and  the 
Parent-Teacher  Association.  The  urgent  need 
for  student  nurses  and  the  opportunities  offered 
those  who  prepare  for  this  profession  has  been 
stressed  among  girls  in  the  high  schools.  There 
has  been  constantly  present  that  desire  to  bring 
about  better  understanding  between  the  medical 
profession  and  the  public.  Doctors’  wives  have 
continued  to  work  on  health  committees  in  other 
organizations.  Plans  are  underway  to  sponsor 
an  essay  contest  among  Senior  High  School  stu- 
dents, the  subject  to  be  “Tuberculosis.” 

Philanthropic:  The  Auxiliary  has  given  gen- 
erously in  time  and  money  to  the  following : 
March  of  Dimes,  Red  Cross,  Community  Chest, 
Bonds  for  Children’s  Colony,  Crippled  Children, 
Hospital  Drives,  Cancer  Research  and  Christmas 
Seals.  New  clothing  and  bedding  for  the  needy 
were  collected  and  distributed  in  one  community. 
All  counties  helped  to  collect  food,  clothing  and 
toys  for  Christmas  distribution. 

Legislation:  Members  have  been  kept  well  in- 
formed on  medical  legislation.  With  the  approv- 
al of  the  Medical  Society,  the  legislative  chair- 
man sent  requests  to  all  organized  counties  to 
get  behind  three  bills  to  be  introduced  in  the 
Legislature.  Legislators  of  the  districts  were 
contacted  personally  or  by  letter  to  aid  in  the 
passage  of  these  bills. 

Hygeia:  Hygeia  has  been  placed  in  schools 
and  different  children’s  hospitals.  This  year 
many  dentists  for  the  first  time  subscribed  to 


Hygeia  through  the  auxiliary  members.  The 
number  of  new  subscribers  is  increasing. 

Bulletin:  The  importance  of  the  Bulletin  to 
each  Auxiliary  member  is  an  established  fact. 
There  is  no  better  way  of  being  well  informed 
about  Auxiliary  plans  and  policies.  All  mem- 
bers-at-large were  contacted  and  the  response  Avas 
gratifying.  One  county  auxiliary  subscribed  one 
hundred  per  cent. 

Press  and  Publicity : Local  and  state  news 
have  been  given  good  press  notice  throughout 
the  state  and  in  “Arizona  Medicine.” 

Post-War  Planning:  Pre-payment  Medical 

Care  Plans  were  studied  and  discussed.  One 
county  Avas  responsible  for  presenting  programs 
to  two  other  organizations  explaining  the  Blue 
Shield  and  the  Blue  Cross. 

History:  Through  the  untiring  efforts  of  the 
historian,  the  Auxiliary  records  are  complete. 

Arizona  is  most  fortunate  to  have  Mrs.  Jesse 
D.  Hamer,  Director  of  the  National  Auxiliary 
and  National  Historian,  as  a member  of  our 
Auxiliary.  She  is  ever  a source  of  inspiration 
to  every  member. 

Visiting  county  auxiliaries  is  one  of  the  chief 
duties  of  the  state  president.  All  counties,  with 
the  exception  of  one,  were  visited.  Last  year  and 
again  this  year,  the  President-elect’  attended  the 
National  Conference  of  State  Presidents  and 
presidents-elect  in  Chicago.  There  haATe  been 
three  state  board  meetings,  held  in  Tucson,  Pres- 
cott and  Phoenix. 

During  the  joint  session  of  committees  from 
the  Auxiliary  and  the  Council,  the  Auxiliary 
asked  that  the  Arizona  State  Medical  Associa- 
tion consider  the  following:  (1)  include  in  its 
budget  each  year  a certain  amount  of  money  to 
augment  the  Auxiliary  budget  so  that  some  of 
the  expenses  of  the  president  and  president-elect 
might  be  paid;  or  (2)  revamp  the  Arizona  State 
Medical  dues  to  include  an  additional  sum  to 
cover  the  state  and  national  dues  of  Auxiliary 
members.  If  this  plan  were  accepted,  the  Avife 
of  every  member  of  the  Association  Avould  auto- 
matically become  a member  of  the  Auxiliary, 
thus  giving  us  a one  hundred  per  cent  member- 
ship. Under  the  present  plan,  many  of  the  Avives 
are  not  members.  It  is  felt  that  such  a plan 
Avould  not  only  strengthen  the  Auxiliary  in  num- 
ber, but  would  also  he  an  incentive  to  be  active 
in  Auxiliary  work. 

There  are  many  states  that  have  adopted  these 
plans.  Mentioning  only  a feAV,  the  western  spates 
are  Oregon,  Washington,  Montana  and  Utah.  I 
recommend  that  serious  consideration  be  given 
to  the  adoption  of  one  of  these  on  a similar  plan. 

We,  Avho  joined  the  medical  profession  by  Avay 
of  marriage,  thus  giving  us  the  privilege  of  be- 
longing to  the  Woman’s  Auxiliary,  recognize 
our  responsibilities  as  doctors’  Avi\Tes,  always 
striving  to  be  of  help  to  our  doctors  and  to  be 
valuable  citizens. 

Respectfully  submitted, 

Mrs.  Harry  T.  SouthAvorth. 
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Designed  for  operation  at  200-250 
volts  50-60  cycle,  delivering  200  M A 
at  100  KVP  or  10  MA  at  115  KVP 


You’re  looking  at  a milestone  in  x-ray  . . . the  first 
completely  electronic  200  MA  MONITOR  Control. 

Its  new  electronic  linear  time  selector  is  a completely  new 
concept  in  x-ray  design,  marking  the  most  significant  ad- 
vance in  precision  radiographic  timing  since  the  advent  of 
the  impulse  timer.  Its  new  electronic  stabilizer  keeps 
milliamperage  “on-the-nose”;  assures  uniform  radiographs 
despite  severe  line  fluctuations.  Its  new  electronic  protec- 
tive circuits  are  proof  against  human  error  . . . you  cant 
make  an  exposure  that  will  overload  the  tube. 


Ask  your  local  Picker  representative  to  tell  you 
about  this  remarkable  control.  Make  a point  to  see  it 
at  coming  conventions  . . . it’s  worth  seeking  out. 

another  PICKER  "first "•  • • the 

Since  1879  Pioneers  in  the  Manufacture 
of  Electro-Medical  Apparatus 

BLAIR  SURGICAL  SUPPLY,  INC. 

General  Office:  121  South  Stone  Avenue,  Tucson,  Arizona 


V-7  200  MA 
MONITOR 
CONTROL 


Service  Offices:  Tucson  - Phoenix  - Albuquerque  - Denver 
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PHYSICIANS' 

DIRECTORY 

INTERNAL  MEDICINE 

ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

BERTRAM  L.  SNYDER,  M.  D. 

INTERNAL  MEDICINE 
AND  DISEASES  OF  THE  CHEST 

910  Professional  Bldg. 

Phone  4-21 74 
Phoenix,  Arizona 

MONROE  H.  GREEN,  M.  D. 

Diplomate  of  the  American  Board 
of  Internal  Medicine 

CARD  10- VASCULAR  and  CHEST  DISEASE 

1 137  West  McDowell  Road 
Phone  4-0489  - 3-4189 
Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 
ALLERGY 

1006  Prefessional  Bldg. 

Phone  3-8907 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

Special  Attention  to  CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 

THE  BENSEMA  - SHOUN  CLINIC 

1 800  East  Speedway 
Tucson,  Arizona 

ARTHRITIS  AND  INTERNAL  MEDICINE 

Complete  Laboratory,  X-ray  and  Physical  Therapy 
Facilities  Available 

FRANK  J.  MILLOY,  M.  D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

61  1 Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


O.  J.  FARNESS,  M.  D.,  F.A.C.P. 

721  North  Fourth  Ave. 

Phone  7749 

Certified  by  the  American  Board  of 
Internal  Medicine 

Tucson,  Arizona 


FOR  SALE  or  LONG  TERM  LEASE,  by  owner,  close  in  building,  10  rooms,  suit- 
able for  Doctors  or  Dentists  Clinic,  ample  parking  space. 

L.  A.  MOORE 

P.  O.  BOX  1861  PHOENIX,  ARIZONA 
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INTERNAL  MEDICINE— (Cont'd. ) 


STUART  SANGER,  M.  D. 

EVELYN  G.  WATKINS,  M.  D. 

1 23  S.  Stone  Avenue 

313  Valley  National  Bldg. 

Tucson,  Arizona 

Telephone  5178 

If  no  answer,  28  1 8 

Certified  by  American  Board 

Tucson,  Arizona 

of  Internal  Medicine 

HARRY  EDWARD  THOMPSON, 

THIS  SPACE  FOR  SALE 

M.  D.,  F.  A.  C.  P. 

435  N.  Tucson  Blvd. 

FOR  INFORMATION  AND  RATES 

Tucson,  Arizona 

write  to 

Telephone  7034  - 2818 

ARIZONA  MEDICINE 

INTERNAL  MEDICINE  AND 

427  Heard  Bldg. 

RHEUMATIC  DISEASES 

PHOENIX,  ARIZONA 

Certified  by  American  Board  of  Internal  Medicine 

CLINIC 


BUTLER  CLINIC 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

501-505  Fifth  Avenue 

write  to 

SAFFORD,  ARIZONA 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


TREVOR  G.  BROWNE,  M.  D. 

MILTON  C.  F.  SEMOFF,  M.  D. 

DISEASES  OF  CHILDREN 

2440  East  Sixth  Street 

Medical  Arts  Building 
543  East  McDowell  Road 

• 

Tucson,  Arizona 
Phone  5933 

Phone  3-2901 

Fellow  of  the 

Phoenix,  Arizona 

American  Academy  of  Pediatrics 

CARL  A.  HOLMES,  M.  D. 

C.  MICHAEL  WITZBERGER,  M.  D. 

DISEASES  OF  INFANTS  and  CHILDREN 

Fellow  of  the  American  Academy 

of  Pediatrics 

1401  North  Seventh  Avenue 

Phone  4-9092 

522  N.  Tucson  Boulevard  Office  Phone  541  1 

Phoenix,  Arizona 

TUCSON,  ARIZONA 
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EYE,  EAR,  NOSE  and  THROAT 


WESLEY  G.  FORSTER,  M.  D. 

DENNIS  BERNSTEIN,  M.  D. 

OTOLARYNGOLOGY  AND 

EYE,  EAR,  NOSE  and  THROAT 

PERORAL  ENDOSCOPY 

Certified  by  the 

Medical  Arts  Building 

American  Board  of  Otolaryngology 

Phone  3-  1 666 

602  N.  Fourth  Ave. 

Phoenix,  Arizona 

Telephones:  Office  4668  - Residence  1671 

TUCSON,  ARIZONA 

PHIL  H.  LOVELESS,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

DISEASES  AND  SURGERY  OF  THE  EYE 

1811  East  Speedway 

209  Medical  Arts  Building 

Tucson,  Arizona 

543  East  McDowell  Road 

Phone  2-3127  Phoenix,  Arizona 

Hours  by  appointment 

EAR,  NOSE  AND  THROAT 

BRONCHOSCOPY 

• 

BERNARD  L.  MELTON,  M.  D., 

Telephone  5584 

F.  A.  C.  S. 

Diplomate  of  American  Board  of  Ophthalmology 
Diplomate  of  American  Board  of  Otolaryngology 

A.  HARRY  NEFFSON,  M.  D. 

EAR,  NOSE  AND  THROAT  AND 
BRONCHOSCOPY 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

2510  East  Sixth  Street 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

427  Heard  Bldg. 

427  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

ALLERGY 

E.  A.  GATTERDAM,  M.  D. 

Telephone  7505 

ALLERGY 

F.  B.  SHUTZBANK,  M.  D. 

MEMBER  OF  THE  AMERICAN 

910  Professional  Building 

ACADEMY  OF  ALLERGY 

Phoenix,  Arizona 

4065  E.  Cooper  St.  Tucson,  Arizona 
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PHYSICIANS  and  SURGEONS 


L.  D.  BECK,  M.  D.,  F.  A.  C.  S. 

D.  T.  MOATS,  M.  D. 

PHYSICIAN  and  SURGEON 

1626  N.  Central  Phone  4-1620 

PHOENIX,  ARIZONA 


I.  L.  GARRISON,  M.  D. 

Physician  and  Surgeon 
Office  Practice  Only 

GERIATRICS 

540  West  McKinley  St.  Phone  3-3001 

Phoenix,  Arizona 


S.  R.  CANIGLIA,  M.  D. 

PHYSICIAN  and  SURGEON 

CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 
F.  A.  C.  S. 

General  Practice  with  Special  Attention  to 

543  East  McDowell  Road 

SURGERY  and  UROLOGY 

Phone  3-3641 

907  Professional  Bldg.  Phone  3-3193 

Phoenix,  Arizona 

Phoenix,  Arizona 

LUCILLE  M.  DAGRES,  M.  D. 

J.  ALLEN  GINN,  Jr.,  M.  D. 

GENERAL  PRACTICE 

210  Medical  Arts  6uilding 
543  East  McDowell  Road 

General  Practice  with  Special  Attention  to 
OBSTETRICS  and  GYNECOLOGY 

Phone  4-57 1 4 
Phoenix,  Arizona 

1626  N.  Central  Avenue 
PHOENIX,  ARIZONA 

LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 

Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande,  Arizona 
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DERMATOLOGY 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Telephone  3671  721  N.  Fourth  Ave. 

427  Heard  Bldg. 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS 


FRED  C.  JORDAN,  M.  D. 

MAX  COSTIN,  M.  D. 

Practice  Limited  to 

OBSTETRICS  AND  GYNECOLOGY 

OBSTETRICS  and  PEDIATRICS 

Phone  3366 

1109  Professional  Building 

Diplomate  of  American  Board  of 

Phone  4-1379 

Obstetrics  and  Gynecology 

Phoenix,  Arizona 

614  N.  Fourth  Ave.  Tucson,  Arizona 

ORTHOPEDIC  SURGERY 


JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 
LEO  L.  TUVESON,  M.  D. 

Practice  Limited  to 
ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

GEORGE  L.  DIXON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

2716  East  4th  Street  Telephone  4958 

TUCSON,  ARIZONA 

■ 

J.  DONALD  FRANCIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

433  N.  Tucson  Blvd. 

TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

427  Heard  Bldg. 
PHOENIX,  ARIZONA 
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Dilantin 


against  the  grand  mal  or  psychomotor  type  of  epileptic 
seizure.  In  the  majority  of  patients,  DILANTIN  prevents 
attacks  or  greatly  decreases  their  frequency  or  severity. 
Optimal  control  is  afforded  by  individualized  dosage  de- 
termined by  trial  in  the  particular  case.  Relative  freedom 
from  hypnotic  side-effects  enhances  the  effectiveness  of 
DILANTIN  in  fostering  the  patient’s  return  to  his  nor- 


mal activities. 


DILANTIN  Sodium  ( diphenylhydantoin  sodium, 
P.  D.  & Co.)  is  available  in  0.03  gm.  (V2  gr. ) and  0.1 
gm.  (1 V2  gr. ) Kapseals,®  in  bottles  of  100  and  1000. 


G A 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


$ 

bj 
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MEAT. 


♦ ♦ 


And  the  Nutritional  Significance  of  Sat 

The  all  too  prevalent  practice  of  trimming  the  fat  front 
many  meat  cuts  and  discarding  it  not  only  represents  unneces' 
sary  economic,  but  also  nutritional,  waste.  Fat  is  nutrition' 
ally  valuable  for  several  reasons,  some  of  them  well  known, 
some  only  recently  appreciated. 

The  fat  ol  meat  is  an  outstanding  source  of  caloric  food 

energy,  small  in  bulk  and  low  in  moisture.  It  carries  ini' 

portant  fat'soluble  vitamins,  is  well  digested  and  absorbed, 

and  endows  the  meal  with  satiety  value  making  for  real 

satisfaction.  Meat  lat  furthermore  contains  certain  unsat' 

urated  fatty  acids  which  appear  to  play  a significant  and 

essential  part  in  skin  metabolism.  Fat  also  exerts  a sparing 

effect  with  regard  to  B complex  vitamins, 
o r 

Recent  evidence1 2 indicates  that  the  presence  of  fat  in 
a mixed  dietary  considerably  decreases  the  specific  dynamic 
effect  of  the  three  basic  nutrients,  thus  promoting  optimal 
utilization  of  the  protein  ingested. 

This  survey  of  the  nutritional  significance  of  fat  again 
emphasizes  the  valuable  role  of  meat  fat  in  the  daily  dietary. 


•Forbes,  E.  B.,  and  Swift,  R.  W.:  J.  Nutrition  27:45  3 
(June)  1944.  2 Forbes,  E.  B.;  Swift,  R.  W.;  Elliott,  R.  F., 
and  James,  W.  H.:J.  Nutrition  3I:203;2 1 3 (Feb.)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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September,  1948  Vol.  5,  No.  5 

Published  bi-monthly  by  Arizona  Medical  Association  at  142  South  Central  Avenue,  Phcrnix,  Arizona.  Subscription  $1.50  per  year.; 
single  copy  25  cents.  Entered  as  second  class  matter  March  1,  1921,  at  Postoffice  at  Phoenix,  Arizona,  act  of  March  3,  1879. 


• Recent  research  work  in  the  field  of 
acrylic  artificial  eyes  has  now  made  it 
possible  for  us  to  make  available  a new 
all-plastic  artificial  eye  which  is  a dis- 
tinct improvement  over  previous  types. 

The  new  features  include: 

A more  natural  life-like  appearance  due  to  a new  process 
of  blending  iris  colors. 

Improved  techniques  of  fitting  which  give  greater  motion 
to  the  eye. 

Inquiries  will  be  welcome. 


21  WEST  MONROE  STREET  105  E.  McDOWELL 

Phone  4-3230  Phoenix,  Arizona  Phone  2-5511 


QPRATT 


TECAL  CO. 


Digilanid  . . . Lanatosides  A , B and  C 

RELIABLE  ORAL  DIGITALIS  THERAPY 

Digilanid  contains  the  complex  glycosides  of  digitalis  lanata  in 
chemically  pure  form,  assuring  maximum  efficiency  for  mainte- 
nance and  whenever  oral  digitalis  therapy  is  indicated.  Uniform 
in  potency,  stable,  well  tolerated  and  adequately  absorbed. 

SUPPLIED — Tablets,  Ampuls,  Suppositories  and  Liquid 

• 

Literature,  Samples  and  Bibliography  on  Request 

SAN  DOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 
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Henry’s  habit  of  "nibbling”.  . . the  quantities  of  pop  and  red-hots,  tamales  and  ale 
and  fish  and  chips  that  he  wraps  himself  ’round  in  a year’s  time  . . . deadens  his 
appetite  for  more  balanced  fare.  And  just  as  surely  as  if  he  were  a diet  faddist,  a 
harrier,  a worrier,  Henry  is  rapidly  approaching  that  half-sick,  half-well 
feeling  so  indicative  of  subclinical  vitamin  deficiency.  You  know  these  cases 
call  for  dietary  reform.  But  you  know,  too,  how  hard  it  is  for  people  to 
stay  on  a proper  diet.  That’s  why  many  physicians  rely  on  vitamin 
supplementation.  When  this  is  indicated  in  your  own  practice,  remember 
the  name,  Abbott — a leader  in  vitamin  research  and  development.  There's 
an  Abbott  vitamin  product  to  answer  your  patients’  needs  for  single 
or  multiple  vitamins,  for  supplementary  or  therapeutic  levels  of  dosage, 
for  oral  or  parenteral  administration.  They  are  rigidly  standardized 
for  the  contained  vitamins.  Available  at  prescription  pharmacies 
everywhere.  Abbott  Laboratories,  North  Chicago,  Illinois. 


ABBOTT  VITAMIN  PRODUCTS 


The  safety  record  of  Neo-Iopax*  — Schering’s  brand  of 
sodium  iodomethamate  for  intravenous  urography  — is  note- 
worthy: more  than  fifteen  years  of  effective  urinary  tract 
visualization  without  a single  fatality  reported  in  the  litera- 
ture. The  relative  safety  of 


m> 


NEO-IOPAX 


( disodium  N -methyl -3,5-diiodo-chelidamate) 

is  due  to  its  unique  composition  and  stability,  the  meticulous 
care  exercised  in  its  preparation,  the  careful  control  of  all 
manufacturing  stages,  and  the  rigorous  inspection  of  the 
finished  product.  Each  ampul  of  Neo-Iopax  is  sterile  and 
free  from  foreign  particles. 

NEO-IOPAX  is  available  in  10,  20  and  30  cc.  ampuls  of  50%  concentration 
and  10  and  20  cc.  ampuls  of  75%  concentration.  Packaged  in  boxes  of 
1,  5 and  20  ampuls. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED.  MONTREAL 


WJOMKIV 
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Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 


Charles  Edouard  Brown-Secjuard 

(1817-1894) 


proved  it  in  neurology 


Dr.  Brown-Sequard  specialized  in  the 
study  of  physiology.  He  considered  ex- 
perimental physiology  of  such  impor- 
tance that  he  campaigned  in  both 
Europe  and  America  to  make  it  a part 
of  the  curricula  in  medical  schools. 


Brown  - Sequard’s  studies  established 
him  as  a founder  of  modern  neurology. 
His  experiments  included  transection 
of  the  spinal  cord,  a series  on  the  knee 
jerk,  epilepsy,  and  the  vasomotor  func- 
tion of  the  sympathetic  nerve. 


Experience  is  the  best  teacher  in  cigarettes , too 

YES  ! Experience  counts.  Millions  of  smokers 
who  have  tried  and  compared  many  different 
brands  of  cigarettes  found  from  experience  that 
Camels  suit  them  best.  As  a result,  more  people 
are  smoking  Camels  than  ever  before. 

Try  Camels!  See  how  your  taste  appreciates 
the  rich,  full  flavor  of  Camel’s  choice,  properly 
aged,  and  expertly  blended  tobaccos.  See  if  your 
throat  doesn’t  welcome  Camel’s  cool  mildness. 

Find  out  for  yourself  why,  witli  millions  of 
smokers,  Camels  are  the  “choice  of  experience.” 

K.  J . Reynolds  Tobacco  Co 
Winston-Salem.  N.C. 

According  to  a Nationwide  survey. 

More  Doctors  smoke  Camels 

t/ian  any  ot/ier  cigarette 
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Nor  to  commonly  faulty  diets.  Today,  even  the  best  diet 
can  be  bettered  in  vitamin  intake  with  multivitamin 
supplementation.  Nowadays,  the  vitamins  fundamental 
to  development,  organic  function  and  fitness  can  be  ad- 
ministered — economically  in  definite  quantities  — for 
therapeutic  and  prophylactic  purposes.  Upjohn  prepares 
prescription  vitamins  in  a full  range  of  potencies  and  for- 
mulas to  meet  the  needs  of  medical  and  surgical  practice. 


Upjohn 


fine  pharmaceuticals  since  1886 

Upjohn  Vitamins 
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IMPORTANT  WYETH  ADDITION  TO 

New  and  Nonofficial  Remedies 


Realizing  that  traditional  manage- 
ment of  severe  liver  disease  has  been 
on  the  whole  disheartening,  Wyeth 
has  for  years  been  conducting  re- 
search on  the  essential  amino  acid 
most  concerned  with  liver  function 
. . . dl-methionine. 

Product  of  this  research  is  Meonine. 

Meonine  may  be  used  to  supple- 
ment the  protein-rich  diet  usually 
prescribed  whenever  the  liver  has 
been  damaged  by  malnutrition,  alco- 
holism, pregnancy,  allergy,  or  toxins. 
And  it  is  clearly  indicated  if  this  diet 
cannot  be  taken.  There  is  no  evidence, 
however,  that  Meonine  is  more  ef- 
fective than  foodstuffs  such  as  casein 
and  egg  white  which  contain  pure 
methionine. 

In  early  stages  of  cirrhosis,  clinical 
results  with  Meonine  have  been  most 
encouraging.  Complete  directions  for 
use  and  bibliography  supplied  on 
request. 


bottles  of  100  and  1000.  Crystalline 
Meonine — -for  preparing  injection  solu- 
tions— supplied  in  50  gram  bottles. 


WYETH  INCORPORATED  • PHILADELPHIA  3,  PA. 
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middle  age 


pleasurable  living 


Perhaps , at  no  othe'  time  does  a woman  need  reassurance  so 

much  as  during  the  trying  period  of  the  meno- 
pause when  physical  and  emotional  instability 
threaten  her  feeling  of  security. 

Equanimity  of  spirit  and  body  may  often  be 
restored  with  " Premarin ."  This  naturally 
occurring,  orally  active  estrogen  offers 
many  advantages  but  undoubtedly  one  of 


the  most  gratifying  effects  of  therapy  is  the 
'sense  of  well-being"  usually  expressed  by 
the  patient ..  .the  "plus"  in  " Premarin " which 
gives  the  woman  in  the  climacterium  a new 
lease  on  pleasurable  living. 

To  adapt  estrogen  treatment  to  the  individual  needs 
of  the  patient  three  " Premarin " dosage  forms  are 
available:  tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.; 
also  liquid  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
" Premarin other  equine  estrogens. . .estradiol,  equilin, 
equilenin,  hippulin . . .are  probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 


® 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

*Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 
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MEAD'S 

DEXTRI- MALTOSE 


TKAO'E  masks 


A product  consisting  of  maltose 
anddextrins,  resulting  from  the 
enzymic  action  of  barley  malt 
on  corn  flour. 


WIT  H 

SODIUM  CHLORIDE  2% 


SPECIALLY  PREPARED 
FOR  USE  If!  INFANT  DIETS 


MEAD  JOHNSON  & CO 

EVANSVILLE,  IND.,  U.  S.  A. 
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Sj tt  T/e  *1/  ier/Ltmenf  cf 

The  Lumbosacral  and  Lower  Lumbar  Regions 

n 


C>yyVP  SUPPORTS  offer  advantages 

. . . Give  firm  support  to  the  low  back ; the  support  is  easily 
intensified  by  re-inforcement  with  pliable  steels  or  the  Camp 
Spinal  Brace. 

• . . Afford  a more  stable  pelvis  to  receive  the  superincum- 
bent load. 

. . . Allow  freedom  for  contraction  of  abdominal  muscles 
under  the  support  in  instances  of  increased  lumbar  curve 

(fig-  !)• 

. . . Are  removed  easily  for  prescribed  exercises  and  other 
physical  procedures  prescribed  by  physiatrist  or  physician. 


■:  > 

■ 


FIGURE  1— Potient 
•thin  type  of  build 
with  beginning  faul- 
ty body  mechanics. 
The  Camp  adjust- 
ment provides  a 
more  stable  pelvis, 
allowing  patient  to 
"draw  In”  the  ab- 
dominal muscles 
thus  gradually  ac- 
quiring a gentle 
lumbar  curve. 


FIGURE  2 — Patient 
— intermediate  type  j 
of  build.  Strain  of 
lumbosacral  joint  i 
predisposes  to  other  j 
strains.  For  protec- 
tion of  the  joints  in 
the  lumbar  region  ! 
from  recurrent  strain 
and  also  as  an  aid 
in  relieving  the  pain 
of  acute  conditions. 
Camp  lumbosacral 
supports  have 
proved  effective. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World  s Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


Tol.  5,  No.  5 
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only  one 
can  be  used 
by  three 
routes 


Squ: 


AMNIOTIN  is  the  only  complex  of  natur- 
ally occurring  mixed  estrogens  for  use  by 
three  routes  — intramuscularly  . . . orally  . . . 
intravaginally. 

For  individualized  therapy,  AMNIOTIN 
permits  dosages  of  1,000  to  50,000  I.U. 

Thus,  you  can  treat  wide  variations  in  the 
degree  and  type  of  symptoms  with  a 
marked  uniformity  of  clinical  response. 

AMNIOTIN 

complex  of  naturally  occurring  mixed  estrogens 

Ampuls  and  Vials 
Capsules  (oral) 

Pessaries  (Capsule  type) 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  185§ 
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put 


in 


your  formula  prescription 


Adding  cooled  boiled  water  to  BIOLAC— as  her  physician  directs— 


is  the  only  precaution  that  a vacation-minded  mother  need 
take  when  preparing  her  infant’s  formula  during  the  summer  months. 
This  simple  procedure  not  only  facilitates  formula  preparation, 
but  also  minimizes  the  possibilities  either  of  contamination 
under  adverse  travel  or  resort  conditions,  or  the  chance  omission 


Biolac  dilution  is 
easily  calculated — 
quickly  prepared: 
1 Jl.  oz.  Biolac  to 
lZ2fl-  oz.  water  per 
pound  of  body  weight. 


of  needed  vitamins,  carbohydrates  or  iron.  BIOLAC,  when 
supplemented  by  vitamin  C,  is  a complete  infant  food. 

In  readily  assimilable  form,  it  dependably  provides  all  the 
essential  proteins,  vitamins,  minerals,  carbohydrates 
and  other  nutritional  factors  needed  for  optimum  health. 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim 
milk,  with  added  lactose,  and  fortified  with  thiamine,  concentrates  of 
vitamins  A and  D from  cod  liver  oil,  and  iron  citrate;  only  vitamin  C 
supplementation  is  necessary.  Evaporated,  homogenized  and 
sterilized.  Available  in  13  fl.  oz.  tins  at  drugstores  everywhere. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE.  NEW  YORK  17.  N.  Y. 


Biolac 

"Baby  Talk"  for  a Good  Square  Meal 


r* 
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Every  physician  wants  perfection  in  pharma* 
ceuticals  . . . every  patient  expects  the  best. 
Dorset!  is  A NAME  TO  REMEMBER  for  it  is 
the  goal  you  are  seeking  . . . 


You  can  be  "double  sure"  of  high  quality  in  pharmacetf* 
ticals  . simply  SPECIFY 

Forty  years  of  experience,  1908-1948,  are  back  of  the 
Dorsei)  label  ....  Forty  years  of  careful  attention  to  every 
detail  in  pharmaceutical  manufacture  ....  Forty  years  to 
build  the  "know  how"  for  perfection  ....  Forty  years  of 
strict  adherence  to  one  policy — to  give  the  medical  profes- 
sion the  best  in  pharmaceuticals. 


THE  SMITH-DORSEY  COMPANY 
Lincoln,  Nebraska 

BRANCHES  AT  LOS  ANGELES  AND  DALLAS 


MANUFACTURERS  OF 
PURIFIED  SOLUTION  OF  LIVER  • DORSEY 
SOLUTION  OF  ESTROGENIC  SUBSTANCES  • DORSEY 
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about  the  LARYNX/ 

the  PHARYNX... 
and  CIGARETTE 


Here  is  the  simple  reason  why  many  lead- 
ing nose  and  throat  specialists  suggest 
"Change  to  Philip  Morris.' 


n* 


The  sensitive  tissues  of  the  upper  respiratory  tract  are 
often  affected  adversely  by  the  irritants  in  the  smoke  of 
ordinary  cigarettes. 

Philip  Morris,  on  the  other  hand,  are  specifically  processed 
to  minimize  such  irritants  . . . the  only  one  of  all  leading 
cigarettes  to  offer  this  advantage. 

Why  not  give  your  patients  the  benefit  of  this  proved** 
superiority  . . . why  not  suggest  Philip  Morris.  Many  leading 
doctors  make  it  a point  to  say  to  their  patients  who  smoke  . . . 
"Change  to  Philip  Morris  Cigarettes ." 


PHILIP 


s 


MORRI 


C 

5 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  New  York 


ARE  YOU  A PIPE  SMOKER?  . . . We  suggest  an  unusually  fine 
new  blend— Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Completely  documented  evidence  on  file. 

**Reprints  on  request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154 : Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60; 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y.  State  Jo  urn.  Med.,  Vo  I.  35,  6-1-25,  No.  II,  590-592. 
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The  Petechiometer* 
a Rexall  exclusive 


DRUGS 


YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAT 
BEARS  THE  NAME  REXALL. 


The  Petechiometer — exclusive  with  Rexall— is  a new  device 
used  in  the  measurement  of  capillary  fragility.  It  is  a simplifi- 
cation of  the  suction-type  resistometer  used  in  the  Dalldorf  test. 

A small  suction  pump  with  a spring-returned  plunger  and 
clear  plastic  suction  cup,  the  Petechiometer  applies  negative 
pressure  to  a hairless  area  of  skin  two  centimeters  in  diameter. 
A magnifying  glass  blown  into  the  upper  surface  of  the  cup  helps 
count  petechiae  which  develop. 

The  air  is  expelled  from  the  suction  cup  by  pressure  of  thumb 
on  plunger.  The  cup  is  then  placed  lightly  but  firmly  upon  the 
skin.  As  thumb  pressure  is  released,  spring  action  applies  suc- 
tion. After  one  minute,  suction  is  released;  after  five  minutes, 
petechiae  are  counted.  By  moving  an  adjustable  “stop”  ring 
the  test  may  be  repeated  at  two  additional  suction  levels.  Re- 
member that  increased  capillary  fragility  is  a complication  of 
many  clinical  conditions. 

You  can  obtain  the  Petechiometer  only  at  drug  stores  dis- 
playing the  familiar  blue  and  white  Rexall  sign — your  assurance 
of  drugs  manufactured  under  rigid  laboratory  control,  com- 
pounded with  superior  pharmacal  skill.  Your  Rexall  druggist 
will  be  glad  to  tell  you  more  about  the  Petechiometer.  Or  write 
to  Rexall  Drug  Company,  Los  Angeles,  California. 


*Petechiometer  is  a registered  trade-mark  owned  by  the  Rexall  Drug  Company 
covering  a clinical  device  for  the  measurement  of  capillary  fragility. 


REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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Urinary 


e^'ni  water 

Stimulation 


Stimulation  of  urinary  secretion  with 
Salyrgan-Theophylline  appears  to  be 
due  chiefly  to  its  renal  action 
consisting  of  depression  of  tubular 
reabsorption.  In  addition,  there  is  a 
direct  influence  on  edematous  tissue, 
mobilizing  sodium  chloride  and  water. 

Salyrgan-Theophylline  is  indicated 
primarily  in  congestive  heart  failure 
when  edema  and  dyspnea  persist 
after  rest  and  adequate  digitalization. 
Gratifying  diuresis  usually  sets  in 
promptly  and  often  totals  from  3000 
to  4000  cc.  in  twenty-four  hours. 

Injections  at  about  weekly  intervals 
help  to  insure  circulatory  balance  for 
long  periods  of  time. 

Good  results  may  also  be  obtained  in 
chronic  nephritis  and  nephrosis. 


SALYRGAN 

THEOPHYLLINE 

Brand  of  Mersalyl  and  Theophylline 


WELL  TOLERATED  POTENT  MERCURIAL  DIURETIC 


Ampuls  of  1 cc.  and  2 cc.  for 
intramuscular  and  intravenous  injection. 
Enteric  coated  tablets  for  oral  use. 


SALYRGAN,  trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
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in 

hay  fever 

PYRI BENZAMIN 


During  the  last  two  pollen  seasons,  the  effectiveness 
of  Pyribenzamine  hydrochloride  in  hay  fever  has  been 
demonstrated  repeatedly  . . . 84%  of  288  cases11'  — 78%  of  588  cases'2’ 

— 82%  of  254  cases.'3’ 

Side  effects  are  few  and  for  the  most  part  mild:  — “No  serious  side  effects 
have  been  noticed  in  any  patients.’’"’  “In  our  opinion,  reactions 
to  Pyribenzamine  are  minimal  and  seldom  necessitate  stoppage 
of  the  drug.”'4’  The  usual  adult  dose  is  50  mg.  four  times  daily. 

1.  Arbesman,  C.  E.:  N.  Y.  State  Jl.  of  Med.,  47:  1775,1947. 

2.  Loveless,  M.  H.:  Am.  Jl.  of  Med.,  3:  296,  1947. 

3.  Bernstein,  Rose  and  Feinberg:  III.  Med.  Jl.,  92:  2,  1947. 

4.  Osborne,  Jordon  and  Rausch:  Arch,  of  Derm,  b 
Syph.,  55:  318,  1947. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

• CIBfl  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


Ciba 


PYRIBENZAMINE  (brand  of  tripelennamine) — Trade  Mark  Reg.  U. S.  Pat- Off. 


2/1371M 
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Solution  of  Myochrysine  is  supplied  in  I cc.  ampuls  con- 
taining io,  25,  50,  and  100  mg.  of  gold  sodium  thiomalate, 
equivalent  to  5,  12.5,  25,  and  50  mg.  of  gold. 

The  content  of  gold  sodium  thiomalate  is  indicated  in 
large  numerals  on  the  label  of  each  ampul,  in  order  that 
the  physician  may  readily  distinguish  the  desired  dosage 
strength. 


The  consensus  of  clinicians  who 
have  had  considerable  experience 
with  aurotherapy  is  that  gold, 
despite  its  recognized  toxicity, 
appears  to  be  the  most  effective 
single  agent  available  for  the 
treatment  of  active  rheumatoid 
arthritis. 


Convenient 


Dosage  Strengths 


SOLUTION  OF 

Council  MYOCHRYSINE  Accepted 

( Solution  Gold  Sodium 
Thiomalate  Merck) 

for  the  treatment  of  active  rheumatoid  arthritis 

MERCK  & CO.,  Inc.  RAHWAY,  N.J. 
tsKanuf’actulin*} r 
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ONE  f»OVNO,AVO^ 

A-:-'  -■  * 


For  surface  infections . . . 


FURACIN 


(brand  of  nitrofurazonB^ 

*'NS  #•**  .^UWU***** 


N&M&s  8A5i 


05  A D^P6N^D  ONtf  at  o*  oN  TWJ  *** 

?Jc,»W(3v  , to  p 

°*  ^OutiT0'  n°SOCt  AN»  u&£$  AVAll*#1*  < 


A«Tts 


CT£R,Ai  bR£PARA7IOH  fo» 


-rfewnet/  fadueA  tee/i/iJi/  meedfew/  met/titm 

infection  may  be  minimized  by  the  prompt,  topical  application  of  an  efficient  antibacterial  agent.  For  this 
purpose,  fine-mesh  gauze  strips  impregnated  with  Furacin  Soluble  Dressing  may  be  used.  The  effectiveness 
of  Furacin  in  combatting  mixed  infections  of  burns  without  delay  of  healing  has  been  well  demonstrated.* 
Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both 
containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  in  the  prophylaxis 
and  treatment  of  infections  of  wounds,  second  and  third  degree  bums,  cutaneous  ulcers,  pyodermas  and  skin 
grafts.  Literature  on  request.  EATON  LABORATORIES.  INC.,  NORWICH,  N.T. 

•Snyder,  M.  L.,  Kiehn,  C.  L.  and  Christopherson,  J.  W. : Mil.  Surgeon,  97:  380,  1945.  • Shipley,  E.  R.  and  Dodd,  M.  C. : 
Surg.,  Gynec.  & Obst.,  81 : 366,  1947  • Mays,  J.  L. : J.  Med.  Assoc.  Georgia,  36 : 263,  1947.  • Curtis,  L. : Surg.  Clin.  N. 
America,  1466  (Dec.)  1947. 
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Periods  of  anorexia  following  infec- 
tious disease  and  surgery  can  readily 
produce  a series  of  consequences  detri- 
mental to  the  patient:  (a)  curtailed 
food  consumption,  (b)  further  deterio- 
ration of  the  nutritional  state,  and  (c) 
impeded  recovery. 

When  anorexia  occurs,  activation  of 
food  interest  becomes  a first  considera- 
tion for  rapid  convalescence.  Highly 
nutritious  food  which  is  at  the  same 
time  tasteful,  stimulative  to  the  appe- 
tite, and  easily  digestible,  thus  possesses 


both  a dietary  and  a therapeutic  worth. 

In  convalescence  when  appetite  lags, 
the  delightfully  tasteful  food  drink 
made  from  Ovaltine  and  milk  has  par- 
ticular usefulness  for  inciting  food  in- 
terest. It  gives  the  patient  a threefold 
combination  of  important  dietary  val- 
ues: worth-while  amounts  of  virtually 
all  essential  nutrients,  easy  digestibil- 
ity, and  appetizing  tastefulness.  Three 
glassfuls  of  Ovaltine  daily  can  convert 
even  a dietetically  poor  to  fair  food  in- 
take to  full  nutritional  adequacy. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide-. 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE  .... 

64.8  Gm. 

NIACIN  

6.8  mg. 

CALCIUM  

1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  

0.94  Gm.  ' 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER  

0.50  mg. 

*Based  on  average  reported  values  for  milk. 
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Effective  in  combating 
simple  depression 

When  the  cause  of  the  underlying 
emotional  disturbance  is  apparent — 
and  when  it  has  been  properly  ventilated — 
’Benzedrine’  Sulfate  has  proved  its 
effectiveness  in  the  treatment  of  mild  but 
persistent  psychogenic  depressions, 
such  as  may  be  found: 

Attending  old  age 

With  prolonged  postoperative  recovery 
Accompanying  prolonged  pain 

When  psychopathic  problems  develop  after  childbirth 
Precipitated  by  the  menopause 

With  debilitating  or  crippling  chronic  organic  disease 


Benzedrine*  Sulfate 


tablets 


(racemic  amphetamine  sulfate,  S.K.F.) 

one  of  the  fundamental  drugs  in  medicine 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.  M.  Reg.  U.  S.  Pal.  Oif 
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A detail  man  gets  emergency  calls,  too.  Late 
Sunday  night,  one  of  my  doctors  got  me  out  of 
bed  with  a problem  in  pertussis — needed  some 
Hypertussis*  for  a desperately  sick  baby.  I got 
a pharmacist  friend  to  ‘open  up’  his  refrigerator 
- — and  an  hour  later  that  little  kid  was  full  of 
concentrated  hyperimmune  gamma  globulin 
antibodies!  * 

But  here’s  the  punch  line!  While  we  were 
sharing  a pot  of  hospital  coffee,  that  same  doctor 
did  ME  a favor — by  talking  about  the  difficulties 
of  administering  multiple  10  cc.  doses  of  un- 
concentrated serum  to  infants. 

Compared  to  10  cc.  per  injection  — it’s  just 
simple  arithmetic  to  see  how  Hypertussis  2.5  cc. 
reduces  dosage  volume  75%  . . . 

10  cc.  (unconcentrated  serum)=100% 

2l/2  cc.  (Hypertussis  globulin  )=  25% 

Dosage  volume  REDUCED  7S/0 

Lapin  (writing  in  the  Journal  of  Pediatrics) 
puts  the  comparison  in  clinical  terms  “.  . . ad- 
ministration of  a 10  cc.  volume  (lyophilized 
residue  of  20  cc.  of  human  serum  resuspended 
in  10  cc.  of  diluent)  is  painful.  Repetition  of 
this  10  cc.  dose  at  frequent  intervals  becomes  a 
struggle  ...  With  a ten  fold  concentration,  the 
immune  bodies  of  25  cc.  hyperimmune  pertussis 
serum  can  be  delivered  in  2.5  cc.  of  the  globulin 
fraction,  in  an  ordinary  hypodermic  injection.” 

*>With  10-fold  concentration  in  a 2.5  cc.  dose 
Hypertussis*  offers  “. . . by  far  the  most  rational 
therapeutic  agent  yet  used  in  the  treatment  of 
whooping  cough.”  (Silverthorne’s  statement  at 
the  A.  M.A.  Section  on  Pediatrics,  last  year) 

The  point  I’m  making  these  days  is  — When 
you  have  a problem  in  pertussis— rely  on  2.5  cc. 
Hypertussis,*  the  Cutter^ecifipblood  fraction 
for  whooping  cough.  ' ' 


* Cutter  Trade  Name  for  Anti-Pertussis  Serum  (Human) 

CUTTER  LABORATORIES 
Berkeley  1,  California 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass’N. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES’  ASS’N) 

Nurses’  Professional  Registry 

711  EAST  MONROE  ST.  PHOENIX  4-4151 


ACCIDENT  - HOSPITAL  - SICKNESS 

© 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 


$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  inaemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$i 00.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOB  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $15,000,000.00 

I N VESTED  ASSETS  PAID  FOR  CLAIMS' 

S200  000  deposited  with  State  of  Nebraska  for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 

• 

Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 
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MEDICAL  OXYGEN 

HOME  DELIVERY  AND  INSTALLATION 

RENTAL  AND  SALES 

Services  Performed  by  Trained  Technicians  as  Prescribed  by  Physician 

DAY  AND  NIGHT  EMERGENCY  SERVICE 

Masks  - Catheters  - Canulas  - Adult  and  Infant  Open  Top  Tents  - Regulators 
Humidifiers  - Penicillin  Nebulizers  - Manifolds  - Specialized  Equipment. 

OXYGEN  THERAPY  SERVICE  CO. 

PHOENIX,  ARIZONA 
DAY  5-4318  NIGHT 


The  STETHETRON 


Emphasizes  the  Sounds 
You  Wish  to  Hear 


M A I C O 

invites  your  inquiry 


ELECTRONIC  STETHOSCOPES 
PRECISION  AUDIOMETERS 
FINE  HEARING  AIDS 


90%  of  America's  Precision  Hearing  Test 
Instruments  are  MAICO 

Audiograms  of  hard  of  hearing  patients 
furnished  without  charge 


MAICO  SOUTHWEST 

16A.  N.  Second  Ave. 
Phone  3-5255 
PHOENIX 


Haldiman  Brothers 

Gua 

rdian  Insurance  Agency 

First  Avenue  i| 

S.  FIRE,  AUT0M0BILE,CASUALTY,  4P3h“« 

at  Jefferson  ||| 

mi  FIDELITY  ANP  SURETY  BONDS 

w 

Representing  Old  Reliable  Companies 
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Ask  your  local  Picker  representative  to  tell  you 
about  this  remarkable  control.  Make  a point  to  see  it 
at  coming  conventions  . . . it’s  worth  seeking  out. 


another  PICKER  "f  irst • . the 


Since  1879  Pioneers  in  the  Manufacture 
of  Electro-Medical  Apparatus 


BLAIR  SURGICAL  SUPPLY,  INC. 

General  Office:  121  South  Stone  Avenue,  Tucson,  Arizona 


You’re  looking  at  a milestone  in  x-ray  . . . the  first 
completely  electronic  200  MA  MONITOR  Control. 
#Its  new  electronic  linear  time  selector  is  a completely  new 
concept  in  x-ray  design,  marking  the  most  significant  ad- 
vance in  precision  radiographic  timing  since  the  advent  of 
the  impulse  timer.  # Its  new  electronic  stabilizer  keeps 
milliamperage  “on-the-nose”;  assures  uniform  radiographs 
despite  severe  line  fluctuations.  % Its  new  electronic  protec- 
tive circuits  are  proof  against  human  error  . . . you  can’t 
make  an  exposure  that  will  overload  the  tube. 


Designed  for  operation  at  200*250 
volts  50-60  cycle,  delivering  200  M A 
at  100  KVP  or  10  MA  at  115  KVP 


Service  Offices:  Tucson  - Phoenix  - Albuquerque  - Denver 


28 


Arizona  Medicine 


September,  1948 


HAY  FEVER 

Simplified  Treatment . . . Oral 


The  convenience  of  Oral  Therapy  may  be  preferred  in  some  cases  where  pollen  desensi- 
tization is  desired.  The  administration  of  proper  allergenic  extracts  by  mouth  under  medical 
supervision  has  not  proven  so  satisfactory  as  hypodermic,  but  is  effective  in  approximately  sixty 
per  cent  of  the  cases. 

The  oral  treatment  may  be  selected  for  children,  highly  sensitive  patients,  individuals  who 
have  difficulty  in  visiting  the  doctor  regularly,  and  those  with  an  abnormal  fear  of  the  needle. 

3-vial,  three  dilution  Oral  Treatment  Set,  individualized 

to  your  patients'  sensitivities  ....  $10.00 

« 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


c4lleryy,  Search  J^aboratorieA,  3nc. 


Phoenix,  Arizona 


U.  S.  Biological  License  No.  15 
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NEW  CONCEPTS  IN  THE  APPLICATION  OF  RADIUM  TO  THE 

NASOPHARYNX 


JOHN  S.  MIKELL,  M.  D. 
Tucson,  Arizona 


T AM  privileged  to  present  a paper  concerning 
my  results  following  the  application  of 
radium  to  infected  hyperplastic  lymphoid  tissue 
in  the  nasopharynx.  This  type  of  therapy  was 
instigated  twenty  odd  years  ago  by  Dr.  S.  J. 
Crowe,  an  Ear,  Nose  and  Throat  Specialist  at 
Johns  Hopkins  Hospital,  ancLDr.  C.  E.  Burnam 
of  the  Kelly  Radium  Institute  of  Baltimore. 

Presented  to  the  Arizona  State  Medical  Association  Conven- 
tion, Phoenix,  May  21,  1948. 


They  conceived  the  idea  of  applying  small  doses 
of  radium  to  the  adenoid  tissue  located  in  or 
about  the  eustachian  tube  openings  in  children 
showing  a hearing  loss.  Since  that,  time  it  has 
been  shown  that  the  reduction  of  this  tissue  and 
the  infection  contained  therein  has  been  bene- 
ficial in  other  types  of  eases. 

The  DIGEST  OF  NEUROLOGY  AND  PSY- 
CHIATRY estimates  that  there  are  3,000,000 


Slide  I 


This  instrument  is  passed  along  the  floor  of  examiner  to  secure  a very  clear  and  concise 
the  nose  into  the  nasopharynx  and  permits  the  picture  of  that  area. 
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children  in  the  United  States  with  hearing  loss. 
These  children  naturally  are  backward  in  school 
and,  due  to  the  environmental  conflict  often 
become  behavior  problems.  In  juvenile  delin- 
quents, the  children  with  hearing  defects  out- 
number the  children  with  normal  hearing  six  to 
one.  In  children  who  repeat  grades  there  are 
four  of  these  children  to  one  child  with  normal 
hearing.  It  costs  the  taxpayers  between  $115 
and  $750  for  each  child  who  repeats  a grade. 

Dr.  Crowe’s  rationale  in  treating  these  chil- 
dren with  a hearing  defect  was  that  infected 
hyperplastic  lymphoid  tissue  in  the  nasopharynx 
caused  malfunction  of  the  eustaehian  tube.  The 
function  of  the  eustaehian  tube  is  to  ventilate 
and  maintain  a constant  air  pressure  within  the 
middle  ear  corresponding  to  the  atmospheric 
pressure  without.  If  this  pressure  is  altered,  the 
middle  ear  cannot  function  normally  and  a hear- 
ing loss  results.  It  was  their  contention  that  a 
reduction  of  the  lymphoid  tissue  in  or  about  the 
eustaehian  tube  orifice  would  permit  proper  ven- 
tilation of  the  middle  ear,  which  would  in  turn 
function  normally,  and  the  hearing  loss  would 
be  restored. 

To  determine  if  a patient  with  a hearing  loss 
requires  this  type  of  therapy,  the  nasopharynx 
is  examined  with  a nasopharyngoscope. 


Slide  II 


(Hendricks-Lieberman,  First  Air  Force) 


This  slide  shows  photographs  taken  through 
the  nasopharyngoscope  and  reveals  a normal 
eustaehian  tube  orifice  as  shown  in  the  upper 


left-hand  corner.  Note  the  smoothness  of  the 
tissue.  In  the  upper  right-hand  corner  and  low- 
er left-hand  corner  are  pictures  which  show  folds 
of  adenoid  tissue  which  are  seen  encroaching 
upon,  and  greatly  reducing  the  size  of,  the  eusta- 
chian  tube  opening,  in  the  lower  right-hand  cor- 
ner is  a photograph  showing  congestion  of  the 
tissue  about  the  orifice. 

If,  after  a careful  examination  and  evalua- 
toin  of  the  amount  and  location  of  any  hyper- 
plastic tissue  that  may  be  present,  it  is  decided 
that  the  use  of  radium  is  indicated,  the  irradia- 
tion is  applied  with  the  Burnam-Crowe  monel 
metal  nasopharyngeal  radium  applicator,  manu- 
factured by  the  Radium  Chemical  Company  of 
New  York  City.  The  radium  (50  mg.  of  radium 
sulphate)  is-  contained  in  the  capsule  attached 
to  the  tip  of  the  instrument  shown  on  the  screen. 

Slide  III 
(See  page  27) 

The  applicator  is  passed  along  the  floor  of  the 
nose  until  it  rests  against  the  postnasopharyn- 
geal  wall.  This  places  the  radium  capsule  in  con- 
tact with  the  eustaehian  tube  orifice.  An  appli- 
cator is  used  on  both  sides  and  left  in  place  for 
8/2  minutee  once  every  two  weeks  for  five  ap- 
plications. 

The  next  slide  is  an  illustration  drawn  by  Mr. 
Hutton  Webster  of  Tucson. 

Slide  IV 


You  will  note  the  eustaehian  tube  and  external 
auditory  canal  on  the  left  side.  The  orifice  of  the 
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right  eustachian  tube  is  seen  opening  into  the 
nasopharynx.  Mr.  Webster  has  very  cleverly 
demonstrated  lymphoid  tissue  about  this  area. 
The  radium  applicator  is  seen  resting  against 
the  offending  tissue. 

The  radium  is  screened  by  0.3  mm.  of  monel 
metal  which  emits  80%  beta  rays  and  30%  gam- 
ma rays.  Only  those  rays  that  are  absorbed  by 
the  tissue  are  of  therapeutic  value.  Practically 
all  of  the  beta  rays  are  absorbed  within  the  first 
10  mm.  of  tissue,  while  very  few  of  the  gamma 
rays  are  absorbed,  since  due  to  their  high  veloc- 
ity many  of  them  pass  entirely  through  the  body. 
On  each  treatment  with  the  applicator,  the  pa- 
tient receives  the  equivalent  of  1 gm.  - 25  sec- 
onds. There  is  very  little  local  reaction  following 
these  treatments  and  in  3,650  treatments  I have 
given  to  750  patients,  there  have  been  only  two 
patients  who  have  complained  of  unfavorable 
reactions. 

The  only  possible  danger  is  that  an  over-zeal- 
ous physician  may  administer  additional  irradia- 
tion without  consulting  the  patient  and  physi- 
cian who  gave  the  initial  series. 

The  irradiation  prevents  mitosis  asd  new  cell 
formation,  which  is  nature ’s  way  of  replacing  the 


older  cells  as  they  “die  off.’’  This  will  accom- 
plish our  purpose,  which  is  to  reduce  the  infect 
ed  hyperplastic  tissue  that  is  causing  malfunc- 
tion of  the  eustachian  tubal  orifice  and  thereby 
restore  the  function  of  the  middle  ear. 

It  will,  of  course,  do  nothing  to  improve  the 
nerve  type  of  deafness.  However,  there  is  a mixed 
type  of  deafness  which  is  a conductive  deafness 
superimposed  on  a nerve  type,  which  should  re- 
ceive this  type  of  treatment  in  the  event  that 
the  conductive  loss  is  greater  than  the  nerve  im- 
pairment. 

Sventy-five  adults  complaining  of  an  estab- 
lished hearing  loss  were  treated  and  the  results 
obtained  were  completely  unsatisfactory.  Even 
though  it  is  impossible  to  restore  the  hearing  loss 
in  adults,  it  is  highly  important  to  determine  if 
such  treatment  will  retard  its  progression.  To 
determine  this  factor,  the  audiograms  of  this 
group  are  being  compared  with  the  audiograms 
of  a similar  number  of  adults  who  have  not  re- 
ceived irradiation. 

In  children  the  results  obtained  are  spectacu- 
lar. as  shown  by  a few  audiograms  selected  from 
my  records : 
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Slide  V 
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ar-te-r  irradiation 
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The  normal  hearing1  is  shown  on  these  audio- 
grams  by  the  double  line  running  across  the  top 
of  the  page.  The  individual’s  hearing  acuity  is 
shown  by  the  two  added  lines.  Note  that  this 
first  child  had  a hearing  loss  of  30%  at  these 
two  frequencies.  At  the  bottom  of  the  slide  are 
results  obtained. 


Slide  VI 

R>  £ f 0 R 6 IRRADIATION! 


Af-t&r  irradiation 


This  is  another  child  who  was  greatly  benefi- 
ted by  this  type  of  treatment. 
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Slide  VIII 
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Slide  VII 


Tb&F-OREr  IRRADIATION 


This  child  has  shown  a remarkable  personality 
change. 


AF-TER  IRRADIATION 


This  child  could  not  hear  a telephone  ring  be- 
fore being  treated.  It  is  a remarkable  result 
when  a child  with  this  amount  of  hearing  loss 
could  be  returned  to  normal. 
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Slide  IX 
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This  patient  is  also  a different  individual 
after  irradiation. 


Slide  X 
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Note  the  return  to  absolute  normal  hearing  in 
this  case. 
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Slide  XI 
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The  results  obtained  in  this  six-year-old  child 
are  beyond  my  conception.  She  was  brought  into 
the  office  from  the  Arizona  School  for  the  Deaf 
and  Blind.  Her  mother  stated  that  she  had  had 
normal  hearing  for  a period  when  she  was  two 
years  old.  When  first  seen  this  child  gave  no 
indication  of  being  able  to  hear.  It  was  impos- 
sible to  understand  her  attempted  speech.  She 
was  given  irradiation  at  the  insistance  of  her 
desperate  parents.  When  last  seen,  her  speech 
had  ipiproved  but  she  gave  no  evidence  of  being 
able  to  hear  other  than  that  as  shown  by  the 
audiogram.  It  is  my  suggestion  that  in  children 
showing  complete  or  a great  loss  of  hearing,  they 
be  given  a routine  nasopharyngoscopic  examina- 
tion. A valuable  survey  could  best  be  done  in  the 
larger  centers  where  there  are  proper  facilities. 

All  of  these  cases  are  children  between  eight 
and  twelve  years  of  age.  Their  parents  are,  of 
course,  delighted,  and  t,  he  personaliy  changes 
seen  in  children  who  have  had  their  hearing  re- 
stored to  normal,  or  near  normal,  are  a delight 
to  behold.  It  would  seem  a crime  to  withhold 
such  treatment  from  a child  with  a loss  of  hear- 


ing who  has  evident  pathology  about  the  tubal 
orifice. 

Slide  XII 


Bearing  in  mind  that  the  hearing  loss  in  these 
children  was  the  result  of  variation  of  pressure 
within  the  middle  ear  due  to  the  malfunction  of 
the  eustachian  tube,  is  it  not  reasonable  to  assume 
that  individuals  having  other  types  of  aural 
symptoms  associated  with  blocked  tubes  should 
also  be  benefited  by  this  type  of  treatment  ? 

In  all  types  of  cases  the  irradiation  is  used 
along  with  all  other  therapeutic  measures  that 
may  be  helpful  in  each  individual  problem. 
Alone,  it  is  not  a specific,  but  its  role  as  an  ad- 
junct in  the  control  of  the  infected  hyperplastic 
lymphoid  tissue  in  the  nasopharynx  is  assured. 

Due  to  the  large  scope  of  this  subject  it  is 
necessary  that  I move  rapidly  along,  stating  the 
exact  rationale  employed  in  each  group. 

For  instance,  study  the  slide  before  you  and 
you  cannot  help  but  realize  that  reduction  of  this 
offending  tissue  must  be  appreciated  as  being- 
one  of  the  most  fundamental  and  essential  meas- 
ures in  the  treatment  and  prevention  of  acute, 
recurrent,  and  chronic  otitis  media. 

Radium  was  applied  to  the  lymphoid  tissue 
about  the  tubal  orifices  of  an  attorney  in  Tucson 
who  was  so  dizzy  that  he  was  literally  falling 
out  of  his  chair.  He  had  been  treated  for 
Meniere’s  disease  for  six  months  without  relief. 
Following  irradiation,  the  vertigo  vanished  and 
he  has  had  only  one  attack  during  the  past 
twelve  months.  My  theory  in  this  case  was  that 
the  tissue  would  he  reduced  by  the  application 


36 


Arizona  Medicine 


September,  1948 


of  radium,  the  orifices  permitted  to  function 
normally,  the  tubes  would  become  patent,  the  air 
in  the  middle  ear  become  equalized,  and  normal 
function  return,  thereby  removing  the  etiologi- 
cal factor  of  the  vertigo. 

Thirty-two  additional  patients  with  a similar 
complaint  have  been  given  this  type  of  treat- 
ment, twenty-two  of  whom  have  obtained  com- 
plete relief,  and  five  have  been  greatly  modified. 

Patients  came  to  the  office  complaining  of  a 
“thumping”  sensation  in  their  ear,  correspond- 
ing to  their  heart  beat.  My  realization  that  the 
pulse  is  determined  by  palpating  the  force  of  the 
heart  beat  against  a digital  compression  of  the 
radial  artery  led  me  to  believe  that  a narrowing 
of  an  artery  in  the  region  of  the  eustachian  tube 
could  cause  such  a thumping  sensation  in  the  ear. 
Of  18  cases  who  had  offending  tissue,  which 
could  cause  an  arterial  compression,  12  have  been 
completely  relieved  and  six  improved. 

The  annoying  “clicking”  or  intermittent 
closure  of  the  ears  is  usually  the  manifestation  of 
poorly  functioning  eustachian  tubes.  Such  sub- 
jective findings  may  occur  without  apparent 
cause  but  are  usually  noted  on  change  of  alti- 
tude. This  group,  along  with  the  group  of  indi- 
viduals who  use  air  travel  as  a means  of  trans- 
portation, and  are  subject  to  aerotitis,  can  be 
relieved  as  shown  by  the  results  obtained  in  a 
project  conducted  in  the  AAP  during  World 
War  11  (aerotitis  is  otitis  media  resulting  from 
change  of  altitude  while  in  flight). 

I was  fortunate  in  being  one  of  the  original 
group  of  twelve  flight  surgeons  called  into  Bal- 
timore by  the  Air  Surgeon’s  office  to  study  the 
problem  of  aerotitis  under  I)r.  C rowe.  Aeroti- 
tis was  crippling  the  activities  of  the  Air  Force 
more  than  any  other  physicai  Impairment  re- 
sulting from  flying. 

During  this  study  the  nasopharyngoseope  was 
used  in  the  examination  and  evaluation  of  14,345 
personnel,  under  Dr.  Crowe’s  supervision.  6,881 
were  selected  for  treatment  and  a total  of  14,045 
treatments  given.  640  cases  were  given  the  en- 
tire course  of  treatment  and  followed  for  an  addi- 
tional 30  days. 

In  preparing  the  preliminary  report  of  this 
project  for  the  Air  Surgeon,  I was  amazed  to 
find  that  the  various  reports  ran  practically  par- 
allel. There  was  only  a 3%  variation  in  the  per- 
centage of  men  reported  as  having  less  difficulty 
in  ventilating  their  middle  ear  following  irradia- 
tion of  the  nasopharynx.  These  reports  were 


sent  in  by  independently  operated  units  through- 
out this  country  and  overseas. 

Dr.  Crowe,  myself,  and  three  other  officers 
summarized  the  study  and  found  that  of  the  640 
flying  personnel  who  had  had  malfunction  of 
their  eustachian  tubes  in  flight,  87%  had  less 
difficulty  in  ventilating  their  ears  following  ir- 
radiation. (Annals  of  Otology,  Rhinology  and 
Laryngology,  December,  1945.) 

Of  these  640  cases  I was  responsible,  on  an 
overseas  mission,  for  the  completion  of  146  cases. 
This  work  was  done  under  combat  stress.  In  or- 
der to  permit  combat  efficiency,  treatments  were 
administered  regardless  of  the  presence  of  acute 
infection.  It  was  my  observation  that  the  use 
of  radium  in  the  nasopharynx  in  the  presence 
of  an  acute  upper  respiratory  infection  or  otitis 
media  caused  no  unfavorable  reaction.  These 
acute  cases  returned  to  combat  duty  with  very 
little  loss  of  flying  time.  I have  since  observed 
that  the  convalescent  period  in  acute  infectious 
cases  has  been  shortened  following  treatment. 

In  leaving  the  subject  of  malfunction  of  the 
eustachian  tube  I wish  to  remind  you  that  the 
nasopliaryngoscopic  examination  is  necessary 
because  a small  amount  of  tissue  may  be  malig- 
nant by  position  and  cause  a great  deal  more 
trouble  than  a much  larger  centrally  located 
mass. 

Your  attention  is  called  to  the  accepted  medi- 
cal opinion  regarding  the  importance  of  infect- 
ed tonsils  and  adenoids  as  an  active  foci  of  infec- 
tion. Removing  a focus  of  infection  by  tonsil- 
lectomy can  be  as  complete  as  extracting  an  ab- 
scessed tooth.  It  is  absolutely  impossible  to 
remove  all  adenoid  tissue  surgically.  I,  along 
with  others,  believe  the  nasopharynx  to  be  one 
of  the  most  frequently  overlooked  and  treacher- 
ous foci  of  infection  we  have  to  deal  with.  The 
folds  and  crevices  in  this  tissue  not  only  harbor 
organisms  which  are  responsible  for  various 
chronic  and  recurrent  systemic  disorders,  but 
are  perfect  receptacles  for  any  irritating  sub- 
stances entering  the  upper  respiratory  tract.  The 
irradiation  reduces  the  lymphoid  tissue  and  in 
so  doing  smoothes  out  and  eliminates  these  in- 
fected pockets. 

Children  having  a history  of  low-grade,  unex- 
plained temperature,  chronic  or  recurrent  naso- 
pharyngitis, seizures  of  acute  upper  respiratory 
infections  with  a marked  elevation  of  tempera- 
ture, persistant  cough,  or  chronic  laryngitis 
should  be  given  a careful  nasopliaryngoscopic 
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examination,  and  if  infected  lymphoid  tissue  is 
present  the  use  of  radium  should  be  seriously 
considered.  One  hundred  thirty-six  cases  of 
chronic  nasopharyngitis  were  treated,  and  of 
these  109  were  relieved  of  all  symptoms  relative 
to  the  nasopharynx. 

The  proper  management  of  the  nasopharynx 
in  these  cases  may  do  a great  deal  in  the  pre- 
vention of  acute  rheumatic  fever,  the  control  of 
active  cases,  and  act  as  a possible  factor  in  the 
prevention  of  flareup  in  quiescent  cases. 

Arthrities  having  a streptococcic  infection  har- 
bored within  this  lymphoid  tissue  should  be  con- 
sidered as  likely  candidates,  since  this  focus  may 
likely  be  a contributing  factor. 

We  have  been  dealing  with  infected  tissue  and 
its  ill  effects.  May  I discuss  one  more  phase, 
and  that  is  the  results  of  local  irritation  to  the 
nerve  centers  located  in  this  area.  These  centers 
are  separated  from  this  inflamed  tissue  by  only  a 
very  thin  plate  of  bone.  Dr.  Lindsay  Beaton,  of 
Tucson,  called  my  attention  to  this  fact.  With 
this  in  mind,  irradiation  was  given  to  a group  of 
patients  who  had  multiple  complaints  relative  to 
their  ears,  throat,  neck  and  possible  occipital 
headaches.  The  complaints  varied  in  each  in- 
stance from  the  utmost  severity  to  the  very  mild- 
est. The  majority  of  these  patients  have  been 
completely  relieved  of  most,  if  not  all,  of  their 
symptoms. 

The  infection  contained  in  the  nasopharynx  is 
a constant  source  of  irritation  to  an  existing  al- 
lergic nasal  membrane,  especially  in  children. 
Irradiation  is  used  as  a therapeutic  measure  in 
these  cases  to  remove  this  source  of  irritation, 
and  also  aid  in  the  elimination  of  a frequent 
spurce  of  purulent  ethmoiditis  which  is  so  often 
seen  in  allergic  individuals. 

It  is  generally  assumed  that  infections  in  the 
nose  or  throat  are  an  etiological  factor  in  asthma  ; 
hence,  is  it  not  reasonable  to  assume  that  an 
infected  nasopharynx  could  be  the  “trigger-like 
mechanism”  responsible  for  instigating  asth- 
matic attacks  ? 

Dr.  A.  T.  Ward,  Jr.,  of  Johns  Hopkins  reports 
that  25%  of  thirty-odd  children  received  com- 
plete relief  from  asthma  following  the  use  of 
radium,  and  another  25%  were  greatly  relieved. 
My  observation  of  results  in  the  treatment  of 
asthmatic  children  having  allergic  nasal  mem- 
branes, chronic  sinusitis,  and  infected  hyper- 


plastic tissue  in  the  nasopharynx,  convinces  me 
that  Dr.  Ward  has  made  a most  conservative 
estimate  of  his  results. 

During  the  past  four  years  I have  given  3,650 
treatments  to  750  patients,  and  a study  of  the 
results  obtained  thoroughly  convinces  me  that 
the  use  of  radium  in  the  nasopharynx  shares  an 
equally  important  position  with  the  most  recent 
advances  in  chemotherapy  in  the  control  of  this 
incipient  and  often  vicious  focus  of  Infection. 

Since  all  systemic  and  local  therapeutic  meas- 
ures were  used  in  conjunction  with  radium,  it 
makes  it  mathematically  and  clinically  impos- 
sible to  obtain  a precise  set  of  facts  and  figures 
to  show  results  of  irradiation  in  infectious  pro- 
cesses— but : 


Slide  XIII 


1.  Generalized  disturbances  relative  to  the 
ear,  throat,  neck  and  head  have  been 
benefited. 

2.  Relief  has  been  given  to  asthmatic  and 
allergic  children. 

3.  Many  chronic  and  recurrent  attacks  of 
nasopharyngitis  in  children,  as  well  as 
in  adults,  have  been  brought  under  con- 
trol. 

4.  The  removal  of  this  active  focus  of  in- 
fection by  irradiation  has  been  an  effec- 
tive aid  in  the  control  of  systemic  dis- 
turbances. 


Now,  the  following  statements  are  made  with- 
out reservation.  No  such  positive  conclusions 
can  be  attributed  to  irradiation  alone — again, 
Gentlemen,  this  type  of  treatment  must  be  sup- 
plemented with  chemotherapy.  With  this  assist- 
ance, irradiation  is  practically  a specific  form  of 
treatment  in  the  majority  of  cases  where  there 
is  malfunction  of  the  eustachian  tube. 


Slide  XIV 


1.  Certain  types  of  vertigo  and  other  oral 
symptoms  such  as  a throbbing  sensation 
in  the  ear  can  be  relieved. 

2.  It  will  not  restore  an  established  hear- 
ing loss  in  adults,  nor  will  it  relieve 
tinnitus. 

3.  It  has  been  proven  to  be  an  effective 
aid  in  the  control  of  aerotitis. 

4.  The  photographs  of  the  compressed 
tubal  orifices  are  convincing  that  this 
type  of  treatment  is  indicated  in  the 
control  of  otitis  media. 

5.  In  cases  of  hearing  loss  in  children  the 
audiograms  speak  for  themselves. 
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ELECTRO-ENCEPHALOGRAPHY 
Its  Place  In  Neuro-diagnosis 

JOHN  RAYMOND  GREEN,  M.  D. 


HISTORICAL  ASPECTS 
'T'HE  first  step  toward  modern  electro-enceph- 
x alography  began  with  the  observance  of 
electrical  fluctuations  from  the  brain  of  rab- 
rabbits  in  1875  by  an  Englishman,  Caton2  who 
believed  them  to  be  related  to  the  functional 
activity  of  the  brain. 

The  development  of  the  Einthoven  string  gal- 
vanometer in  1906  was  a tremendous  improve- 
ment over  the  former  types  of  recording  instru- 
ments and  was  utilized  for  the  first  time  for 
brain  studies  by  Neminski9.  It  is  strange  that 
neuro-physiologists  and  clinicians  interested  in 
the  subject  should  overlook  the  important  possi- 
bility of  studying  the  electrical  component  of 
brain  activity  until  1933 — except  for  Hans 
Berger.  His  animal  work  covered  the  period 
from  1902  until  1924,  when  he  recorded  electri- 
cal  activity  from  the  human  brain.  Despite  in- 
credulous colleagues,  he  continued  and  by  1934 
had  demonstrated,  without  question,  that  the 
human  brain  has  a definite  electrical  beat  orig- 
inating in  neurones  (not  connective  tissue  or 
blood  vessels),  changing  with  age,  sensory  stim- 
ulation and  with  the  bodily  physio-chemical 
state1.  Berger  is  generally  regarded  as  the  fath- 
er of  electro-encephalography. 

During  the  past  fourteen  years  certain  work- 
ers have  made  remarkable  contributions,  notably 
Walter11  in  the  localization  of  intra-cranial  le- 
sions, Gibbs,  Gibbs  ,and  Lennox8  in  epileptic  dis- 
orders, and  others  too  numerous  to  mention. 
Only  one  complete  text  has  been  published  on 
electro-encephalographv  (Gibbs  and  Gibbs)6  al- 
though a valuable  chapter  has  been  written  by 
Jasper  in  a textbook  on  Epilepsy  and  Cerebral 
Localization10,  and  the  current  medical  and  med- 
ico-legal literature  shows  increasing  volume. 

At  the  present  time,  electro-encephalography 
offers  a valuable  diagnostic  adjunct  in  the  field 
of  epilepsy  and  similar  states  and  in  many  types 
of  organic  brain  pathology.  The  role  it  plays  for 
the  neuro-psychiatrist  and  neuro-surgeon  is  com- 
parable to  that  of  electro-cardiography  for  the 
internist. 

Presented  to  the  Arizona  State  Medical  Association  Conven- 
tion, Phoenix,  May  21.  1948. 


INTERPRETATION  OF  THE  EEG 

To  recognize  what  is  abnormal  and  what  is 
normal,  what  is  artifact  and  what  is  real,  re- 
quires some  natural  ability,  but  mostly  training. 
The  electro-encephalogram  is  not  the  same  in  any 
two  persons  and  the  electrical  activity  of  the 
brain  of  the  same  individual  varies  from  moment 
to  moment,  with  age,  with  menses,  and  with 
sleep  and  waking  states.  It  also  takes  consider- 
able experience  to  distinguish  between  waves  that 
originate  in  the  brain  and  those  that  come  from 
extraneous  sources. 

The  EEG  exhibits  a wide  range  of  wave  pat- 
terns (Fig.  1 : Gibbs  Classification). 

A.  Normal  Activity:  The  dominant  fre- 

quency is  not  slower  than  8/2  sec.  or  faster  than 
12  sec.  There  are  no  seizure  discharges  and  no 
significant  fast  or  slow  activity.  The  record  is 
classified  according  to  the  predominant  fre- 
quency if  the  frequency  varies  from  lead  to  lead 
or  from  time  to  time. 

Low  voltage  fast  (L.V.F.)  activity,  usually 
with  an  amplitude  less  than  20  micro-volts,  no 
countable  frequency  and  predominantly  fast 
waves,  is  within  normal  limits. 

B.  Abnormal  Activity:  This  may  be  paroxys- 
mal, fast  or  slow,  focal  or  non-focal. 

1.  Paroxysmal  records  include  those  in  which 
clearly  evident  seizure  discharges  of  high 
voltage  waves  of  a distinctive  pattern  are 
present  in  any  lead,  and  include  (11  par- 
oxysmal slow  records,  (2)  paroxysmal  fast 
records,  and  (3)  paroxysmal  spike  seizure 
discharges. 

(1)  Paroxysmal  slow  records  include: 

(a)  Petit  Mai  'Variant  (PMV)  : 2/sec. 
alternating  wave  and  spike  patterns 

(b)  Petit  Mai  (PM)  : 3/see.  alternating- 
wave  and  spike  patterns,  as  seen  in 
clinical  petit  mal  epilepsy. 

(c)  Psychomotor  type  (Psv):  Parox- 

ysms of  flat  topped  4/sec.  waves, 
together  with  high  voltage  6 sec. 
waves  or  discharge  of  irregular  pos- 
itive spikes,  appearing  in  a pattern 
previously  free  from  such  activity 
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and  in  all  leads  except  the  temporal. 
The  temporal  and  particularly  the 
low  anterior  temporal  leads,  one 
side  or  both,  usually  show  a flat- 
tening of  activity  and  a negative 
spike  seizure  discharge  best  seen 
during  drowsiness  and  sleep.3,  5 

(2)  Paroxysmal  fast  records 

Grand  Mai  type  (GM)  : This  pattern 
occurs  in  a clinical  grand  mal  attack 
and  consists  of  discharges  of  fast  activ- 
ity (12  - 35/sec.  of  increasing  ampli- 
tude. The  paroxysm  must  last  longer 
than  3/sec.  if  the  voltage  is  below  50 


micro-volts,  and  longer  than  1/sec.  if 
the  voltage  is  above  50  micro-volts,  in  a 
record  having  relatively  no  such  activ- 
ity previously.  The  record  is  classified 
as  fast  when  the  dominant  frequency  is 
continuously  fast  or  when  repeated 
„ bursts  of  fast  activity  occur  without 
change  in  voltage. 

(3)  Paroxysmal  spike  seizure  discharges: 

Spike  seizure  discharges  (Sp)  may 
consist  of  widely  separated  multiple  of 
single,  negative,  positive  or  diphasic 
spikes.  One  classifies  a record  which 
shows  discharges  lasting  more  than  one 


E.E.G.  CLASSIFICATION  (GIBBS) 

PETIT  MAL 
PSYCHOMOTOR 
VERY  SLOW 

SLOW  ffeW\/V\/V^^ 

FREQUENCY  90 
PER  9.5 
SECOND  ,00 


,o.5 

LOW  VOLTAGE  FAST 


FREQUENCY  110 
PER  n.5 
SECOND  12.0 
FAST 


VERY  FAST 


SPIKES 


GRAND  MAL 


50  UV_ 
I SEC 


Fig.  I 

Note:  It  should  be  emphasized  that  these  are  case.  Synchronous  readings  from  many  areas  of 
sample  tracings  from  a single  channel  in  each  the  cortex  (4-8  channels  simultaneously)  are  es- 
sential.) 
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second  as  fast  or  as  grand  mal,  depend- 
ing on  the  voltage,  duration,  and  on 
whether  it  is  more  or  less  continuous. 

II.  Fast  records  may  he  classified  as : 

(1)  Slightly  Fast:  (F-l),  in  which  there  is 

a moderate  amount  of  activity  faster 
than  12/see.,  or 

(2)  Very  Fast:  (F-2),  in  which  there  is  a 
large  amount  of  activity  faster  than 
12/sec. 

The  amount  in  each  case  is  evaluated 
in  terms  of  the  frequency  and  ampli- 
tude of  the  activity,  the  number  of  leads 
in  which  it  appears,  and  the  percentage 
of  the  time  it  is  present. 

III.  Slow  records  may  be  classified  as : 

(1)  Sligh  tly  Slow  (S-l),  in  which  there  is  a 
moderate  amount  of  activity  slower  than 
8/2 /sec.  in  any  lead,  or 

(2)  Moderately  Slow  (S-2),  in  which  there 
is  a great  amount  of  activity  slower  than 
8/sec.  in  any  lead,  and 

(3)  Very  Slow  (S-3),  in  which  there  is  an 
area  of  irregular  slow  waves  with  a 
frequency  of  1%  - 2/sec.  The  amount  in 
each  case  is  evaluated  as  described 
above  for  fast  records.  One  classifies  a 
record  which  contains  a mixture  of  fast 
and  slow  waves  according  to  the  predom- 
inating activity. 

IV.  Focal  Abnormality  is  noted  if  the  activ- 
ity in  a particular  cortical  area  is  con- 
sistantly  at  variance  with  that  obtained 
from  other  cortical  leads.  Different 
kinds  of  gross  lesions  cause  much  the 
same  abnormality,  and  so  the  EFG  does 
not  indicate  the  nature  of  the  pat  hology. 
The  most  reliable  focus  is  one  of  irregu- 
lar l/2  - 2/see.  waves — the  S-3  focus. 
The  next  most  reliable  is  a focus  of 
spikes.  A definite  amplitude  asymmetry 
suggests  a lateralized  lesion,  but  this 
type  of  focus  is  usually  unreliable  for 
localization. 

CLINICAL  CORRELATIONS 

Electro-encephalography  is  ideally  suited  as  a 
diagnostic  adjunct  for  the  evaluation  of  epilepsy 
and  certain  types  of  organic  brain  disease.  The 
method  occasionally  proves  to  he  useful  as  a 
source  of  additional  evidence  in  certain  medical 
conditions  (i.  e.  Addison’s  disease,  liyper-insid- 


inism,  diabetes  mellitus,  and  thyroid  disease). 
It  has  only  negative  value  in  schizophrenia, 
manic-depressive  psychosis,  feeble-mindedness, 
psychoneurosis,  hysteria,  migraine  and  absence 
of  brain  substance — being  within  normal  limits. 

Epilepsy 

The  development  of  the  EEC  during  the  past 
decade  has  provided  information  about  epilepsy 
and  related  disorders  on  a scale  comparable  to 
the  EKG  in  heart  disease. 

With  the  EEG,  both  clinical  and  frequently 
sub-clinical  seizures  can  be  detected,  and  it  is 
possible  to  subclassify  the  various  types  of  epi- 
lepsy. Epilepsy  is  not  a single,  uniform  disorder 
— a single  patient  may  show  several  types  of 
seizure  discharges — and  the  medications  avail- 
able at  present  are  not  equally  effective  against 
all  types.  Thus,  Dilantin,  Mebaral,  Phenobarbi- 
tal,  and  Mesantoin  usually  benefit  generalized 
or  focal  convulsions  and  usually  aggravate  Petit 
Mal  epilepsy.  Phenobarbital  benefits  convul- 
sions, rarely  prevents  Petit  Mal,  and  often  in- 
creases Psychomotor  seizures  (psychic  equiva- 
lents). Tridione  seems  specific  for  Petit  Mal 
but  commonly  aggravates  convulsions.  There  is 
no  effective  drug  therapy  for  Psychomotor  Epi- 
lepsy although  all  the  medications  are  usually 
tried.  Although  many  cases  of  epilepsy,  there- 
fore, can  he  adequately  managed  on  the  basis  of 
the  clinical  symptoms,  electro-encephalography 
offers  a classification  of  these  cerebral  dysrhth- 
mias,  also  indicating  rational  and  effective  ther- 
apy in  many  previously  unmanageable  patients. 
It  Is  likely  that  the  large  and  previously  unman- 
ageable group,  classified  as  Psychomotor  Epi- 
lepsy, may  be  benefitted  or  cured  by  neuro-surgi- 
cal  extirpation  of  the  spike  seizure  focus  in  a 
temporal  area,  unrecognized  until  the  recent 
work  of  Gibbs  and  co-workers.3 

Recent  studies  (Gibbs,  et  al5)  have  shown  that 
sleep  is  the  ideal  condition  for  EEG  study  of 
patients  with  epilepsy.  85%  of  epileptics  show 
seizure  discharges  during  sleep,  whereas  only 
30%  do  so  during  their  routine  waking  records. 
Discharges  of  the  psychomotor  type  are  particu- 
larly prone  to  be  absent  in  the  waking  record 
and  to  be  present  in  the  sleep  record — being 
focal  in  the  temporal  area  in  98%  of  the  cases.3 

Epileptics  as  a group  (the  incidence  is  0.5% 
in  non-institutionalized  adults),  differ  from  non- 
epileptics  particularly  regarding  the  paroxysmal 
EEG  patterns.  Paroxysmal  records  are  33  times 
more  common  among  epileptics  than  in  normal 
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controls.  Very  slow  and  very  fast  EEG  are 
about.  20  times  as  common  among  epileptics  as 
among  controls.  Moderately  slow  or  fast  records 
are  consistent  with  the  diagnosis  of  epilepsy,  but 
do  not  suggest  the  diagnosis  in  themselves.  Fre- 
quently one  must  determine  whether  a given 
EEG  pattern  will  be  associated  with  clinical  epi- 
lepsy. The  chances  are  16%%  that  an  individual 
with  a paroxysmal  EEG  is  a clinical  epileptic. 
The  incidence  of  clinical  epilepsy  among  near 
relatives  of  epileptics  is  2.4%.  The  chance  that 
an  atypical  epileptic  attack  is  really  epilepsy  is 
approximately  50%.  The  incidence  of  epilepsy 
following  severe  head  injury  is  approximately 
20%.  Thus,  by  classifying  a given  person  ac- 
curately as  possible  regarding  his  own  particular 
incidence  of  epilepsy,  it  becomes  possible  to  state 
more  accurately  whether  his  paroxysmal  EEG 
will  probably  be  the  precursor  of  clinical  epi- 
lepsy, or  whether  the  entity  is  entirely  sub-clini- 
cal.7 

Cerebral  Trauma: — medico-legal  aspects  of 
electro-encephalography.4 

EEG  abnormalities  are  greatest  soon  after  the 
injury  and  tend  to  subside  within  a few  days  or 
weeks  unless  epilepsy  develops.  About  65%  of 
all  post-traumatic  epileptics  have  their  first  con- 
vulsion within  one  year  of  their  head  injury. 
The  importance,  therefore,  of  serial  EEGs  in 
accident  cases  is  obvious  because  of  the  definite 
relationship  between  head  injury,  EEG  abnor- 
mality, and  epilepsy.  If  a focus  of  irregular 
slow  waves  or  of  spikes  is  formed  in  a particular 
cortical  area  following  head  injury,  it  is  almost 
certain  that  the  blow  caused  the  brain  damage. 
If  repeated  examinations  show  that  the  abnor- 
malities are  persisting  or  becoming  worse,  and 
especially  if  paroxysmal  disorders  appear,  epi- 
lepsy is  imminent.  If  the  symptoms  and  EEG 
changes  subside  and  disappear  rapidly,  the  out- 
look is  excellent  for  full  recovery  without  resi- 
dual damage.  However,  if  the  EEG  becomes 
normal,  and  the  symptoms  of  brain  damage  per- 
sist, the  prospect  for  full  recovery  is  poorer, 
because  it  indicates  probable  neuronal  degenera- 
tion. Complete  destruction  of  brain  substance 
causes  no  effect  on  the  EEG  unless  it  is  accom- 
panied by  injury  to  neighboring  areas  with  ac- 
companying disorganization  of  the  normal  elec- 
trical activity. 

Accordingly,  the  longer  the  final  settlement 
of  a case  of  severe  head  injury  is  delayed,  the 
more  accurately  the  extent  of  the  injury  and  its 


sequelae  can  be  predicted.  Electro-encephalo- 
graphy is  frequently  essential  in  such  evalua- 
tions. 

Psychiatric  Problems 

Electro-encephalograms  are  usually  quite  nor- 
mal in  psychiatric  disorders  (Gibbs4,  6>  7)  One 
may  assume  the  patient  is  malingering  or  is  hys- 
terical if  an  EEG  is  made  during  a convulsion 
and  no  significant  changes  are  observed.  Par- 
oxysmal records  are  invariably  present  during 
typical  epileptic  seizures. 

Psychomotor  epilepsy  (psychic  equivalents)  is 
frequently  classified  clinically  as  hysteria,  psy- 
chopathic personality , or  schizoid  psychosis. 
The  epileptic  personality  is  rare  in  patients  with 
pure  grand  mal  or  petit  mal  seizures,  but  is  com- 
mon with  psycho-motor  epilepsy  and  it  is  now 
reasonable  to  attribute  much  of  what  has  been 
termed  the  epileptic  personality  to  seizure  activ- 
ity emanating  from  the  anterior  temporal  areas. 

The  EEG  may  be  employed  in  cases  where  ir- 
responsibility is  claimed  because  of  an  attack  of 
unconsciousness  during  the  commission  of  a 
crime.  Criminals  as  a group  have  normal  electro- 
encephalograms.4 Significant  abnormality  is 
likely  to  be  found  only  where  there  is  clinical  evi- 
dence of  epilepsy  or  related  disorder,  or  where 
the  defendant’s  behavior  at  the  time  of  the  crime 
was  disoriented,  or  abnormally  clumsy  or  care- 
less, suggesting  a clouded  mental  state. 

Expanding  Intra-cranial  Lesions 

This  group  includes  neoplasms  of  the  brain, 
abscesses,  tuberculomas,  and  hematomas.  Sec- 
ondary epilepsy  is  frequent  in  these  lesions,  par- 
ticularly with  slow  growing  neoplasms  and  ab- 
scesses. By  electro-encephalographic  localization 
of  the  area  of  maximal  abnormal  slow  waves, 
space-occupying  lesions  of  the  cerebrum  are  sus- 
pected. Seizure  discharges  are  common  in  the 
neighborhood  of  expanding  lesions.  Correct 
EEG  localization  is  possible  in  about  80%  of  all 
gross  lesions  (Gibbs).7 

SUMMARY 

1.  A brief  historical  note  is  made  about  elec- 
tro-encephalography. 

2.  Basic  principles  in  the  interpretation  of 
normal  and  abnormal  EEGs  are  reviewed. 

3.  Electro-encephalography  and  electro-car- 
diography are  compared  as  invaluable  adjuncts 
in  the  diagnosis  of  pathologic  physiology  of  the 
brain  and  heart,  respectively. 

4.  Electro-encephalography  is  almost  ideally 
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suited  as  a diagnostic  aid  in  epilepsy  of  various 
tj  pes  and  in  cases  of  organic  brain  damage.  The 
medico-legal  aspects  of  electroencephalography 
are  discussed. 

S10  Professional  Building,  Phoenix. 
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A NEW  MEDIUM  FOR  HYSTEROSALPINGOGRAPHY 

M.  JAMES  W HI  TELA  W,  M.  I). 

Phoenix,  Arizona 


'■y'HE  injection  of  fluid  into  the  uterine  cavity 
as  well  as  the  fallopian  tubes  was  reported 
as  early  as  1869  by  Chassinat.5  His  patient  took 
a douche  under  increased  pressure  so  that  the 
fluid  entered  the  peritoneal  cavity. 

It  was  not  until  1910  that  the  first  attempt 
was  made  to  visualize  the  female  genitalia.  Rind- 
fleisch29  using  bismuth  as  a radiographic  medium 
demonstrated  partial  filling  of  the  tubes.  Douay10 
is  quoted  as  saying  that  Le  Lourier  in  1912,  re- 
ported on  using  a solution  of  colloidal  silver. 
Dimier9  in  1913,  working  under  Pozzi  in  Paris, 
used  a 10%  solution  of  Collargol  to  visualize  the 
uterus.  He  never  completed  his  series  of  cases 
due  to  the  demise  of  one  of  his  first  patients  with 
peritonitis.  Because  of  the  war  his  paper  was 
not  published  until  three  years  later.  In  the 
United  States,  Gary4  in  1914  first  used  this  sub- 
stance to  test  tubal  patency.  A few  months  later 
Rubin32  published  his  paper  on  the  value  of  Col- 
largol to  outline  the  uterus.  This  medium  soon 
was  abandoned  as  it  had  been  demonstrated  that 
it  might  cause  obstruction  in  previously  normal 
tubes  by  remaining  inspissated  within  the  lumen, 
and  furthermore  it  caused  marked  peritoneal 
irritation.  Thorium  nitrate,  sodium  iodide, 
sodium  bromide,  and  bismuth  paste  were  util' 
ized  in  rapid  succession.  They  all  proved  un- 
satisfactory due  to  the  severe  reactions  they  en- 
gendered, as  well  as  their  poor  radiographic  con- 
trast. There  then  followed  the  period  of  iodized 
oil  as  exemplified  by  lipiodol,  a chemical  com- 
pound of  poppyseed  oil  and  40%  pure  iodine, 
originated  by  Lafay19  in  1902.  It  was  used  ex- 
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tensively  in  1921  by  Sicard  and  Forestier.fi 
Heuser15  used  it  at  about  the  same  time  for  tubal 
patency.  Other  iodized  oils  have  been  tried. 

Although  these  preparations  are  stable,  do  they 
meet  the  tenets  of  an  ideal  radiographic  medium 
as  first  expressed  by  Neustadter  ?24  1 : The 

medium  must  be  totally  innocuous  to  the  organ- 
ism as  well  as  to  the  reproductive  tract.  2:  It 
must  possess  that  degree  of  resorbability  which 
shall  enable  it  to  disappear  from  the  system  rap- 
idly and  completely,  after  it  has  accomplished 
its  diagnostic  purpose,  leaving  no  residue;  and 
3.  It  must  have  proper  viscosity. 

As  for  the  first  tenet,  iodized  oil  has  on 
numerous  occasions  been  forced  into  the  venous 
sinuses  and  from  there  into  the  uterine  and 
ovarian  veins.  Beclere,"  Breitlander  and  Hin- 
richs,3  Meaker,22  and  Zacharin50  all  have  re- 
ported the  accidental  introduction  of  lipiodol 
into  the  ovarian  veins.  There  has  been  ample 
evidence  in  humans  of  pulmonary  embili17,  20  ■ 30 
which  have  in  some  cases  been  fatal.11, 13,48  Wong, 
Wu  and  Chien49  killed  rabbits  weighing  1%  to 
2 kilograms  by  intravenous  injection  of  Ice  of 
lipiodol.  Hartgraves14  was  unable  to  obtain  these 
results.  It  has  been  stated  that  under  direct 
fluoroscopy,  injection  into  the  sinuses  can  be 
avoided.  This  is  not  true,  for  at  the  moment  that 
one  sees  evidence  of  invasion  of  the  sinuses  the 
oil  already  is  within  the  lumen. 

Evidence  has  accumulated  to  demonstrate  con- 
clusively that  iodized  oils  may  elicit  foreign  body 
reactions.  Ries28  found  extensive  adhesions  be- 
tween the  peritoneum,  omentum,  uterus,  and 
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bladder,  which  on  being-  freed  revealed  sterile 
walled-off  cysts.  In  the  microscopic  section  of 
the  tubes  a large  number  of  giant  cells  was  seen 
within  the  homogeneous,  greenish  granular  mass- 
es. J.  Novak26  and  Lash18  both  have  reported 
the  production  of  a foreign  body  reaction  within 
the  pelvis  produced  by  lipiodol.  It  has  been 
shown  by  the  author45,  46  and  others,33  that  if 
strictures  or  adhesions  should  be  present  in  or 
around  the  fallopian  tubes  normal  peristalsis  is 
markedly  interfered  with,  so  that  it  is  dimin- 
ished or  even  absent.  It  would  follow  therefore, 
that  under  such  conditions,  the  oil  remaining  in- 
spissated within  the  tubal  lumen  might  effective- 
ly close  the  tube  permanently,  thereby  artifi- 
cially producing  permanent  sterility.  The  above 
reasons  are  why  the  author47  takes  his  stand 
with  Rubin,25  Rock,31  Titus40  and  others  in  con- 
demning the  use  of  routine  salpingography  for 
the  study  of  sterility. 

We  all  have  had  ample  evidence  by  x-ray  that 
iodized  oil  remains  for  months  within  the  perito- 
neal cavity.  (See  Fig.  1.)  I had  the  good  fortune 
of  working  with  Schultz37  of  the  Frauenklinik 
Berlin,  who  demonstrated  this  fact  at  laporato- 
mies,  done  as  long  as  60  days  after  salpingogra- 


Fig.  1.  Roentgenological  evidence  of  lipiodol 
within  pelvis  5 weeks  after  injection.  Diagnosed 
at  hysterosalpingography  as  tubal  occlusion. 
Rubin  Test  revealed  normal  Tubes.  Patient  sub- 
sequently became  pregnant. 


Fig.  2.  Hysterogram  showing  evidence  of  spill. 
This  case  had  had  3 negative  Rubins. 


phy.  In  every  case  of  occluded  tubes  oil  still  was 
within  the  lumen.  In  every  other  case  he  was 
able  to  find  a residue  of'  the  contrast  oil  in  the 
form  of  a fatty  film  on  the  posterior  surface  of 
the  uterus.  In  seven  cases  foreign  body  reactions 
were  found  on  the  posterior  surface  of  the  uterus. 
In  seven  cases  foreign  body  reactions  were 
found  on  the  posterior  surface  of  the  uterus, 
broad  ligament  and  the  lateral  peritoneal  wall. 
Rabbiner27  lias  demonstrated  lipiodol ’s  presence 
within  the  pelvis  as  long  as  one  year  after  in- 
jection. 

Because  of  these  reasons  vide  supra,  a constant 
search  has  been  underway  in  an  endeavor  to  meet 
Neustadter’s  desiderata, 

Diodrast  and  hippuran  were  used,  but  because 
of  their  rapid  elimination  from  the  genital  tract 
into  the  peritoneal  cavity,  pathological  lesions 
of  the  uterus  were  overlooked.  It  became  evident 
that  some  compound  would  have  to  be  added  to 
increase  the  viscosity  of  the  crystalline  iodine 
structure.  Neustadter24  et  al  tried  50%  glucose, 
while  Titus41,  42  and  his  co-workers  reported  on 
skiodan  and  gum  acacia  in  a 25%  concentration. 
Rubin34  suggested  adding  a 50%  solution  of 
Rayopake  (diethanolamine  salt  of  2'4  dioxo-3 
Diodo  6 metyl  tetrahydropyridine  ascetic  acid) 
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and  a 4.8  concentration  of  polyvinyl  alcohol. 
The  iodine  content  is  about  15%.  This  substance 
is  soluble  in  water.  It  is  rapidly  and  easily  elimin- 
ated and  it  has  enough  viscosity  to  outline  and 
fill  the  uterine  cavity.  It  has  been  shown  in  an- 
imal experimentation  to  be  relatively  non-toxic. 
Norment,25  Montgomery  and  Lang,23  Goldberg- 
er,12  Marshak21  and  others1, 43,  44  all  have  report- 
ed excellent  results  with  this  medium. 

Material* 

This  report  is  based  upon  Rayopake  studies 
done  on  136  private  and  charity  patients  by  the 
author  over  the  past  five  years.  It  may  be  divid- 
ed roughly  into  three  categories:  Those  showing 
the  stigmata  of  tubal  occlusion  as  evidenced  by 
three  negative  Rubin  tests;  that  group  which 
had  as  their  main  complaint  menorrhagia  or 
metrorrhagia  or  both;  and  a small  miscellaneous 
class.  The  contraindications  were: 

1 . Infections  of  the  genital  tract 

2.  Pregnancy 

3.  Routine  tubal  patency  test 

4.  Very  active  bleeding. 

Technique 

The  patient  is  instructed  to  take  a cathartic 
the  night  before  the  examination  and  an  enema 
in  the  morning.  A bimanual  examination  is  done 
previously  to  determine  the  size  and  position  of 
the  uterus  as  well  as  the  condition  of  the  ex- 

"I  wish  to  thank  Dr.  Floody  of  the  Medical  Department  of 
Hoffman  LaRoche  for  the  generous  supplies  of  Rayopake  used 
m this  study. 


ternal  os.  A bivalve,  preferably  nonopaque, 
speculum  is  introduced,  the  cervix  exposed  and 
cleansed  with  iodine  and  alcohol.  If  the  external 
os  is  gaping  a tenaculum  must  be  used  on  the 
anterior  lip  so  that  the  rubber  acorn  of  the  flex- 
ible plastic  tip  cannula  fits  tightly.  It  may  be 
necessary  to  substitute  a Colvin  type  screwt  ip,; 
because  of  cervical  dilation  to  prevent  leakage  of 
the  Rayopake.  A 20cc  syringe  containing  lOcc 
of  Rayopake  is  fitted  to  the  end  of  the  can- 
nula. In  all  cases  of  uterine  bleeding  a man' 
ometer  is  employed,  the  pressure  being  kept 
below  140mm  of  mercury,  and  the  following  pro- 
cedure used;  2cc  of  the  dye  is  injected  slowly 
under  floroscopy  and  a picture  taken ; this  pro- 
cedure is  then  repeated  until  the  uterine  cavity 
is  filled.  Tt  rarely  takes  more  than  6cc  of  me- 
dium.  It  is  best  to  avoid  unnecessary  pelvic  spill 
us  at  times  it  may  be  painful.  This  fractional 
method  of  injection  was  first  suggested  by 
Ilyarns10  and  is  an  essential  part  of  the  technique 
to  demonstrate  intrauterine  lesions.  If  the  uterus 
vere  directly  filled  uterine  pathology  might  he 
missed.  The  Rayopake  then  is  aspirated  and  20cc 
of  CO2  is  introduced  and  another  x-ray  made, 
tor  linear  delineation  of  the  uterine  cavity  and 
its  irregularities.  Artifacts  produced  by  bubbles 
are  to  be  avoided. 

Where  the  point  of  tubal  blockage  alone  is 
.sought,  the  uterine  cavity  is  filled  slowly  under 
fluoroscopy  and  then  4cc  more  of  the  Rayopake 
is  injected.  Two  pictures  then  are  taken  five 
minutes  apart. 
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Two  modifications  of  this  technique  may  be 
used.  A pneumoperitoneum  may  first  be  pro- 
duced either  by  insufflation  (the  contraindica- 
tions being  understood)  from  below,  or  by  the 
direct  introduction  of  C02  after  which  the  radio- 
paque medium  is  used.  This  method  was  de- 
scribed first  by  Stein,38’  39  and  gives  one  an  out- 
line of  the  ovaries  as  well  as  the  serosal  surface 
of  the  uterus,  plus  the  delineation  of  the  uterine 
cavity.  The  second  method  is  serial  x-ray  of  the 
uterus  during  its  evacuation  as  described  by  Dal- 
saee.7  The.  author  has  had  no  experience  with 
the  latter  modification. 

The  exposure  used  for  the  average  patient,  the 
distance  from  the  source  of  irradiation  being  30 
centimeters,  was  60  milliamperes  and  115  volts 
for  a 3-second  exposure. 

RESULTS 

Of  the  64  cases  of  tubal  occlusion  as  demon- 
strated by  the  Rubin  Test,  62  were  confirmed 
and  the  point  of  block  noted.  In  two  cases  the 
Ravopake  passed  through  both  tubes. 

In  25  cases  of  menorrhagia  uterograms  were 
positive  in  10  cases,  and  six  had  submucous  fi- 
broids, one  of  which  was  treated  by  myomectomy, 
the  others  by  hysterectomy;  three  had  polyps, 
one  of  which  was  multiple,  all  of  which  were  re- 
moved by  curretage ; and  one  patient  had  an 
adenomyoses  with  generalized  uterine  enlarge- 
ment treated  by  hysterectomy. 

Thirty-nine  cases  of  meno-metrorrhagia  and 
metrorrhagia  showed  in  14  instances  the  follow- 


ing lesions : 5 submucous,  3 intramural,  and  3 
intramural  and  serosal  fibroids,  1 showed  serosal 
fibroids  and  2 polyps,  both  of  which  were  sin- 
gle. In  the  miscellaneous  group  comprising  eight 
cases,  two  patients  had  an  endocervicitis,  one  a 
bicornuate  uterus,  and  of  five  patients  who  were 
examined  whose  chief  complaint  was  dysmenor- 
rhea, one  Avas  found  to  have  intramural  fibroids. 
In  32  cases  in  which  negative  x-ray  findings  Avere 
obtained  curretments  Avere  done.  In  one  case 
an  early  corpus  carcinoma  Avas  found. 

There  Avas  no  evidence  in  this  whole  series  of 
cases  of  toxic  results  to  the  medium  used.  In 
every  instance  where  x-rays  were  made  one  hour 
after  the  tubes  were  visualized,  110  trace  of  the 
medium  Avas  seen.  This  was  true  also  for  the 
few  cases  in  which  peritoneal  spill  took  place. 
No  accidental  introduction  of  the  medium  into 
the  sinuses  was  noted  in  our  series,  but  it  has 
been  reported. 

DISCUSSION 

It  is  clearly  evident  from  the  more  than  one 
thousand  cases  in  Avhich  this  medium  has  been 
used  that  it  is  far  superior  to  the  iodized  oil 
which  has  been  utilized  up  until  now.  In  the 
study  of  tubal  occlusion  it  is  well  to  realize  that 
our  main  purpose  is  to  be  able  to  aid  those  pa- 
tients ay  ho  have  a block  in  becoming  pregnant. 
Rayopake  is  ideally  suited  for  this  type  of  local- 
ization study  as  absorption  takes  place  Avithin  a 
relatively  short  period  of  time.  If  salpingostomy 
is  indicated,  our  chances  of  success  would  natur- 


Fig.  4.  Bilateral  occlusion  of  the  Fimbria  Salpingostomy  done. 
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Fig.  5.  Endometrial  Polyp. 


ally  be  higher  if  a non-irritating,  quick-absorb- 
ing medium  is  used.  Iodized  oil  does  not  meet 
this  specification.  Although  in  two  instances  it 
was  possible  to  prove  patency  of  the  tubes  by  in- 
jection of  Rayopake,  this  is  not  felt  to  be  an  indi- 
cation for  substituting  this  method  for  routine 
sterility  study. 

It  is  a well-known  fact  that  inability  to  get 
spill  on  x-ray  film  is  not  conclusive  evidence  of 
tubal  occlusion.  It  is  not  too  infrequent  that  one 
non-patent  and  one  patent  tube  is  diagnosed  in 
the  same  individual  by  radiographic  methods, 
only  later  to  be  proved  that  the  non-patent  tube 
actually  was  open.  Furthermore,  it  has  been 
amply  demonstrated  that  there  may  be  at  times 
difficulty  in  the  interpretation  of  x-ray  films. 
Spill  is  sometimes  thought  to  be  seen  when  in 
reality  the  whole  length  of  the  tube  is  shown  with 
some  dilation  of  the  ampulla  and  blockade  of 
the  fimbria.  It  is  obvious  that  repeated  injec- 
tions of  radiopaque  medium  with  the  concomitant 
exposure  of  ovaries  to  repeated  small  doses  of 
x-ray  could  possibly  have  a deleterious  effect  on 
normal  function.  It  might  furthermore  be 
pointed  out  that,  theoretically,  this  might  lead 
to  malformation  of  the  third  generation  as  has 
been  shown  in  lower  forms. 

There  has  been,  as  Dalsace8  puts  it,  a laissez- 
faire  attitude  toward  gynecological  radiograph. 
In  any  examination  of  the  causes  of  vaginal 
bleeding,  uterography  deserves  a high  place  in 
the  armentarium  of  test  procedures.  This  series 
of  cases  indicates,  as  has  been  pointed  out  many 


times  by  others,  the  ease  and  simplicity  of  this 
method  in  demonstrating  uterine  pathology.44  We 
all  have  had  occasion,  as  in  cases  presented  here 
today,  to  see  patients  who  have  had  repeated 
I).  and  C.’s  only  to  show  at  hysterectomy  endo- 
metrial polyps.  It  is  surprising  how  often  sub- 
mucous and  intramural  fibroids  are  overlooked. 

SUMMARY 

1.  Iodized  oil  when  used  for  salpingography 
has  been  followed  frequently  by  chemical  irrita- 
tion which  has  persisted  for  indefinite  periods. 
This  has,  in  instances,  led  to  acute  and  chronic 
peritonitis. 

2.  Rayopake  in  136  cases  was  found  to  be 
non-toxic  and  superior  to  iodized  oil. 

3.  Rayopake  is  rapidly  and  completely  ab- 
sorbed within  one  hour  after  injection. 

4.  It  gives  good  radiographic  contrast. 

5.  It  is  a useful  adjunct  in  the  study  of  a 
restricted  group  of  sterility  patients  who  have 
been  shown  previously  to  have  tubal  occlusion  by 
the  Rubin  test. 

6.  It  has  proven  to  be  especially  valuable  as 
an  aid  in  the  diagnosis  of  vaginal  bleeding. 

412  W.  Roosevelt  St. 
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AGENESIS  OF  THE  RIGHT  LUNG  IN  EACH  OF  IDENTICAL 

TWINS 


FLORENCE  YOUNT,  M.  D. 
Prescott,  Arizona 


'T'HE  ease  I wish  to  report  tonight  may  be 
unique  in  all  medical  history.  It  is  one  of 
agenesis  of  the  right  lung  in  each  of  identical 
twins. 

Identical  twin  sons  were  born  September  4, 
1947  to  white  parents.  This  was  a first  preg- 
nancy. The  father  is  suffering  from  advanced 
tuberculosis.  The  mother  is  well,  and  the  preg- 
nancy was  normal  and  progressed  without  inci- 
dent to  term.  The  Kline  was  negative  in  both 
parents.  The  mother  was  Rh  negative  factor, 
the  father  Rh  positive.  The  labor  was  normal 
and  of  about  five  hours  duration.  The  first 
twin  weighed  5 lbs.  7 oz. ; the  second  twin,  born 
seven  minutes  later,  weighed  4 lbs.  1 oz.  There 
was  a single  placenta  and  amniotic  membrane. 
The  first,  and  larger,  twin  had  a small  deformed 
right  ear  without  a patent  canal.  There  was  a 
skin  tab  in  the  middle  of  the  right  cheek.  He 
had  a dextro  cardia,  but  cried  lustily,  maintained 
good  color  and  soon  exhibited  a ravenous  inter- 
est in  food. 

The  second  twin  was  weak  and  limp.  He  had 
a short  webbed  neck  such  as  one  sees  in  congeni- 
tally elevated  scapulae.  He  also  had  a dextro- 
cardia. His  respirations  were  feeble,  and,  while 
there  was  no  marked  dyspnea  there  was  a defi- 
nite rasp  with  every  breath.  He  was  given  oxy- 
gen constantly  but  grew  progressively  weaker 
and  died  in  36  hours. 

A postmortem  examination  was  made  and  this 
revealed  a complete  absence  of  the  right  lung 
and  bronchus.  The  trachea  was  smooth  and  not 
marked  by  rudimentary  tags  of  any  sort.  The 
heart  and  mediastinum  were  displaced  into  the 
right  chest.  The  heart  maintained  its  normal 
relationship  to  other  structures,  the  apex  being 
directed  toward  the  left.  The  left  lung  was  air- 
bearing throughout  and  contained  three  lobes. 
The  diaphragm  was  intact.  The  thymus  gland 
was  large  but  within  normal  limits  for  size. 
Heart  was  normal  in  size  and  structure.  The 
abdominal  organs  were  normal. 

Re-examination  of  the  living  twin  confirmed 
the  dextrocardia  with  a diffuse  apex  beat  that 
extended  to  the  right  axillary  line.  No  breath 
sounds  were  heard  in  front  nor  in  the  axilla  and 


only  suppressed  sounds  over  the  base  of  the 
right  side.  There  was  dullness  on  percussion. 
On  the  left,  breath  sounds  and  percussion  were 
normal. 

An  X-ray  was  taken,  and  indicated  absence  of 
the  right  lung  and  some  anomalies  of  the  spine. 
Blood  studies  were  made.  The  baby  was  Rh  posi- 
tive but  there  was  no  indication  of  erythroblas- 
tosis. The  hemoglobin  was  96%,  R.  R.  C.,  4,650,- 
000  and  W.  B.  C.  5,350.  The  distribution  of 
white  cells  was  essentially  normal  and  all  imma- 
ture red  cell  forms  amounted  to  3%. 

Re-examination  was  done  when  the  baby  was 
seven  weeks  old.  The  mediastinum  was  not  dis- 
placed to  the  right  to  as  great  a degree  as  at 
birth.  Physical  findings  indicated  better  lung 
expansion  of  the  left  lung.  The  spine  appeared 
straight  on  physical  examination  but  appeared 
worse  in  an  X-ray  taken.  The  baby  had  gained 
3/2  pounds  during  the  seven  weeks.  He  exhib- 
ited quite  a temper  and  grew  red  when  he  cried 
and  developed  a wheeze  when  he  cried  for  long. 
There  was  no  cyanosis.  There  seemed  to  be  some 
asymmetry  to  the  face. 

A third  X-ray  taken  February  17,  1948,  was 
sent  to  me  from  Phoenix  and  shows  essentially 
the  same  findings. 

Search  of  the  literature  reveals  we  have  an 
extremely  rare  condition.  Pierson,  Garber  and 
others  making  a careful  search  of  the  entire  lit- 
erature can  find  less  than  100  proven  cases.  Only 
one  other  set  of  twins  was  reported — those  of 
Finkelstein  in  Germany  in  1924.  They  were 
female  homozygous  twins — one  with  a rudimen- 
tary left  lung  and  normal  right  and  one  with  a 
rudimentary  right  lung  and  normal  left.  They 
lived  one  week  and  diagnosis  was  made  post- 
mortem. Only  about  a half  dozen  cases  were 
diagnosed  clinically,  as  it  is  extremely  hard  to 
differentiate  the  condition  from  atelectasis,  hy- 
drothorax, pneumonia,  diaphragmatic  hernia, 
etc.  Bronchoscopy  and  lipiodol  visualization  is 
helpful  but  dangerous.  Symptoms  are  usually 
lacking.  Dyspnea,  cyanosis  and  failure  to  thrive 
are  noted  in  early  cases.  External  symmetry  of 
thorax  is  usually  maintained,  although  there 
may  be  some  flattening  of  the  affected  side. 
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Dullness  or  flatness  on  the  affected  side  is  com- 
mon. Breath  sounds  may  be  absent  or  sup- 
pressed. 

Prognosis  for  life  may  be  good.  Some  have 
reached  the  age  of  58,  65,  72  and  died  of  causes 
unrelated  to  this  condition.  These  patients  are 
prone  to  bronchitis  and  pneumonia.  Deaths  in 
two  children  occurred  a few  minutes  after  they 
aspirated  peanuts. 

Other  congenital  anomalies  are  often  found. 
Absence  of  the  diaphragm,  anal  strictures, 
esophago-tracheal  fistula,  accessary  thymus,  hy- 
pertrophied thymus,  hernia  of  the  diaphragm  on 
the  affected  side,  curvature  of  the  spine  and 
under-developed  face. 

Schneider  classifies  agenesis  of  the  lung  as 
follows : 

1.  True  aplasia  of  the  lung  and  bronchus  in 
which  there  is  no  trace  of  a bronchus. 

2.  Aplasia  of  the  lung  in  which  the  bronchus 
is  represented  by  a blind  pouch  or  a nodule  of 
cartilage  and  fibrous  tissue. 

3.  Extreme  hypoplasia  of  the  lung  in  which 
the  main  bronchus  is  normal  in  size  and  shape 
and  ends  in  a fleshy  structure. 

Cause  is  obscure.  Klobs  thought  it  was  ex- 
cessive tension  of  the  amnion  when  the  embryo 
rotated  to  the  left  that  prevented  the  develop- 
ment of  the  right  lung.  However,  this  does  not 
explain  the  absence  of  left  lungs  which  occurs 
twice  as  often  as  right. 

Eppinger  believed  the  enlarement  and  dis- 
placement of  the  thymus  was  responsible  for 
failure  of  development  of  the  left  lung  in  a case 
which  he  saw. 

Tichomiroff  believed  that  hydrops  fetalis  or 
some  early  intrathoracic  disturbance  or  infec- 
tion caused  the  defect. 
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It  is  probably  faulty  development  in  the  germ 
plasm.  Areys  describes  the  embryonic  develop- 
ment of  the  respiratory  system  as  follows : A 

groovelike  evagination  arises  out  of  the  ventral 
side  of  the  esophagus  in  the  3mm  embryo.  From 
the  posterior  ends  of  the  groove  two  small  lung 
buds  grow  out.  Later  in  the  development  the 
predestined  anlage  of  the  trachea  and  esophagus 
becomes  separated  by  a constriction  interrupted 
at  the  cephalic  end  by  the  larynx  which  can  be 
seen' in  the  embryo  at  the  end  of  the  fifth  week. 
Muscle  fibers  and  cartilagenous  rings  differen- 
tiate from  the  surrounding  mesenchyme  by  the 
end  of  the  seventh  week.  In  a later  development 
of  the  lung  buds,  hollow  evaginations  grow  out 
into  the  envelope  of  connective  tissue,  enlarge 
rapidly  and  branch  to  produce  the  true  tree- 
like tubular  system. 

In  our  patient  we  have  a strong  case  for  those 
preferring  the  supernatural  and  who  like  to  be- 
lieve a child  can  be  “marked,”  in  as  much  as  the 
father  had  undergone  a thoracoplasty  for  tuber- 
culosis during  the  pregnancy. 

BIBLOIGRAPHY 

Hurwitz  and  Stephens:  Agenesis  of  the  Lung,  Vol.  193.  Janu- 
ary. 1937,  American  Journal  of  Medical  Sciences. 

Killingsworth  and  Gibbs:  Agenesis  of  the  Lung,  Vol.  58, 

September,  1939,  American  Journal,  Diseases  of  Children. 

Olcott  and  Dooley:  Agenesis  of  the  Lung  in  an  Infant.  Amer- 
ican Journal,  Diseases  of  Children. 

Van  Loon  and  Diamond:  Congenital  Absence  of  the  Right 

Lung  Occurrence  in  a Healthy  Child.  American  Journal.  Dis- 
eases of  Children,  Vol.  62,  September,  1941. 

Burger:  Agenesis  of  the  Lung.  American  Journal,  Diseases 

of  Children.  Vol.  73,  April  1947. 

Greenfeld  and  Gray:  Malformation  of  the  Lung.  Arch.  Pathol- 
ogy. Vol.  31,  March,  1941. 

Mitchell:  Agenesis  of  Right  Lung,  with  death  following  aspira- 
tion of  foreign  body  into  left  lung.  Annals  of  Oto.  Rhino 
Laryng.  Vol.  LV,  No.  3,  September,  1946. 

Finner:  Congenital  Absence  of  One  Lung.  Report  of  a Case 
with  Autopsy.  Clifton  Medical  Bulletin.  Vol.  XVIII,  April,  1932. 

Garber:  Congenital  Aplasia  of  the  Lung.  American  Journal 

Roentgenology.  Vol.  53,  No.  2.  February,  1945. 

Pierson:  Aplasia  of  Lung.  Annals  Oto.  Rhino  and  Laryng. 
Vol.  LV,  No.  3,  September,  1946. 

Field:  Pulmonary  Agenesis  and  Hypoplasia,  British  Journal 

Children's  Diseases,  Val.  21,  No.  106,  June,  1946. 


Cverybody  i 

PRESCRIPTION  DRUGGISTS 

The  REXALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


50 


Arizona  Medicine 


September,  1948 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 

AMEBIASIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consul  ant’s  reply  will  he  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  consultant  in  the  present  case  is  Dr. 
Oustaf  E.  Lindskog,  of  the  Department  of  Sur- 
gery, School  of  Medicine,  Yale  University,  New 
Haven,  Conn. 

Dr.  Lindskog  is  William  Carmalt  Professor 
of  Surgery  and  regional  consultant  in  Tho- 
racic Surgery  for  the  Veterans  Administra- 
tion, Branch  No.  1 ; an  associate  editor  for 
ARCHIVES  OF  SURGERY;  a member  of  the 
A.M.A.,  American  Association  of  Thoracic  Sur- 
gery, American  Surgical  Association,  Society 
for  Clinical  Surgery,  Society  of  University  Sur- 
geons, New  England  Surgical  Society ; and  is 
the  author  of  various  short  articles  in  general 
and  thoracic  surgery. 

In  the  Navy  during  1944  and  1945,  Lt.  Comdr. 
Lindskog  compiled  (with  Capt.  Waltman  Wal- 
ters of  the  Mayo  Clinic)  a masterly  discussion 
on  the  medical  and  surgical  aspects  of  the  sub- 
ject under  discussion  in  the  present  case,  and  it 
was  published  in  1946.  (#See  reference  at  the 
conclusion  of  the  case-analysis.) 


CASE  NUMBER  IX 

The  patient  is  a white  male  rancher,  65  years 
of  age.  Details  of  the  case-report  have  been  ob- 
tained from  the  surgeon  and  internist  who  have 
cared  for  him  during  the  past  seven  months.  The 
surgeon  had  seen  him  at  intervals  previously, 
but  he  was  referred  to  the  internist  by  an  oph- 
thalmologist who  was  treating  him  for  recurrent 
corneal  ulcers,  and  who  wanted  to  know  the 
cause  of  the  patient’s  chronic  ill-health. 

The  patient  is  a native  of  Montana  who  worked 
for  years  in  Chicago  as  a broker,  travelled  widely 
throughout  the  western  hemisphere  as  an  en- 
gineer, and  has  lived  in  Arizona  for  the  past 
twelve  years.  He  has  recently  been  growing  cot- 
ton on  a ranch  near  the  Mexican  border. 


Past  medical  history — He  lived  in  the  tropics 
between  1901  and  1910,  and  had  numerous  mala- 
rial attacks  which  subsided  after  his  work  took 
him  to  Alaska. 

In  1922  he  developed  “stomach  trouble”  in  Chi- 
cago. A diagnosis  of  “intestinal  parasites”  was 
made,  and  he  was  given  effective  treatment. 

In  1924  his  appendix  ruptured,  he  was  operat- 
ed on,  and  was  told  his  appendix  would  not  trou- 
ble him  again,  since  it  was  “gone.” 

In  1927  he  had  a cervical  and  dorsal  spinal 
arthritis  which  was  treated,  subsided  in  six 
weeks,  and  has  not  troubled  him  since. 

In  1929  he  had  a gall-bladder  attack,  and  re- 
currences on  three  later  occasions.  An  x-ray 
showed  two  stones,  but  surgery  was  never  done. 
Abuut  1935  he  was  examined  by  an  internist  and 
said  to  have  “hardening  of  the  arteries  and  cir- 
rhosis of  the  liver.” 

About  1936  he  had  fever  and  a gastro-intestinal 
upset,  following  which  his  appendix  ruptured 
again.  A laparotomy  was  done,  an  abscess  found, 
the  stump  was  inverted,  but  the  operation  was 
concluded  when  a severe  hemorrhage  followed 
an  attempt  to  free  the  remainder  of  the  appendix; 
a drain  was  left  in,  and  a sinus  continued  to  ex- 
ude small  amounts  of  pus  for  14  months  before 
closing. 

At  some  indefinite  time  during  this  period  his 
chronic  symptoms  of  “acid  stomach”  became 
worse,  and  a diagnosis  of  “ulcer”  was  made;  the 
symptoms  subsided  readily  with  diet. 

Two  years  ago  he  was  hospitalized  for  two 
weeks  with  his  third  corneal  ulcer  in  12  years. 
They  had  been  slow  to  heal,  and  left  no  scars. 
He  was  found  to  be  afebrile,  and  the  only  point 
of  interest  on  examination  was  a 6 cm.  ventral 
hernia  in  the  RLQ.  The  serology  was  negative; 
the  RBC  and  Hb  were  normal;  and  a leucocytosis 
of  16,000  returned  to  normal  in  a week  (the  eosin- 
ophiles  were  normal).  He  was  given  sulfadia- 
zine, penicillin,  and  two  transfusions,  and  the  eye 
condition  healed  regularly  and  slowly  (6  weeks), 
as  usual. 

He  has  had  no  other  illnesses  and  has  a nega- 
tive family  history.  He  smokes  heavily,  and  until 
two  months  ago  has  been  a regular  and  fairly 
heavy  drinker  all  of  his  adult  life. 

When  seen  at  the  office  in  August,  1947,  the 
corneal  ulcer  was  of  two  months  duration,  and 
healing  slowly  after  injections  of  typhoid,  milk 
and  protein.  He  had  also  been  given  trials  of 
penicillin  and  a “sulfa  drug;’  the  latter  caused 
a generalized  dermatitis  and  fever.  Additional 
history  by  systems  included  a mild  nervousness 
when  ill;  anorexia  in  the  summer,  associated  with 
a poor  tolerance  for  hot  weather;  an  occasional 
discomfort  in  the  liver  area;  and  no  other  abdom- 
inal complaint  except  that  he  had  noticed  a 
walnut-sized  nodule  attached  to  the  structures  in 
the  area  beneath  the  hernia.  His  strength  had  de- 
creased, and  his  weight  dropped  15  lbs.  from  his 
usual  of  145. 

On  physical  examination  he  was  found  to  be 
thin,  the  tissue  tone  was  very  poor,  and  there  was 
a dry  exfoliation  of  the  skin  on  his  hands.  There 
were  no  abnormal  lung  signs,  and  the  lungs  and 
diaphragm  were  normal  by  fluoroscopy.  The 
heart  size  was  normal,  but  all  sections  of  the  tho- 
racic aorta  were  moderately  prominent.  The 
pulse  was  88,  the  B.P.  130/90.  The  spleen  was  not 
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palpable  on  inspiration,  and  the  liver  (felt 
through  the  hernia)  was  normal  and  smooth.  A 
node  of  medium  firmness  was  easily  felt  on  what 
appeared  to  be  a somewhat-fixed  mesentery  be- 
neath the  hernial  gap.  The  prostate  was  normal. 

A barium  enema  showed  a normal  tone,  good 
filling  and  evacuation,  a freely  mobile  cecum  and 
lower  ileum,  and  a few  diverticula  of  the  sigmoid. 

A stool  was  normal,  and  negative  for  ova  and 
parasites.  A white  blood  count  was  10,350,  with 
43%  neutrophiles,  51%  lymphocytes,  and  no  eosin- 
ophiles.  ( Data  on  counts  during  the  previous  six 
weeks  showed  total  counts  of  10,000  to  19,000,  but 
with  a regularly  greater  number  of  lymphocytes 
than  neutrophiles.)  His  RBC  was  4,500,000  and 
Hb.  12  to  14  gm. 

The  tentative  diagnoses  consisted  only  of  the 
chronic  aortic,  gall-bladder,  colonic,  and  abdom- 
inal-wall lesions.  Because  of  the  single  node  and 
the  lymph-ocytosis,  suspicion  was  directed  at  tnat 
system,  though  the  abnormal  counts  had  occurred 
during  the  injection  of  various  antigens.  It  was 
decided  to  observe  him  closely,  and  he  was  start- 
ed on  a bland  diet,  a bile  salt  preparation,  and  a 
vitamin  concentrate. 

The  progress  was  uneventful  during  the  next 
two  months.  He  occasionally  had  a “full  feeling” 
and  “pressure”  in  the  gall-bladder  area,  occa- 
sionally had  spells  of  belching,  and  continued  to 
note  a general  aching  and  malaise.  No  cause  was 
found  for  the  generally  poor  condition.  He  was 
given  testosterone  by  mouth,  and  noted  a general 
subjective  improvement  (though  without  change 
in  the  libido,  etc.). 

Three  months  later,  in  February  of  this  year, 
the  patient  had  a severe  “cold”  and  bronchitis. 
Three  days  later  he  began  to  have  severe  pain  in 
the  RLQ  of  his  abdomen,  a lesser  pain  in  the 
LLQ,  and  a persistent  fever  of  about  a degree. 
After  another  day  or  so  he  began  to  have  a 
diarrhea.  He  was  admitted  to  the  hospital  by  his 
surgeon,  and  was  seen  in  consultation  by  the 
internist.  There  were  signs  of  a generalized 
respiratory  infection;  the  abdomen  was  only 
mildly  tender,  but  the  mesenteric  node  was  large 
and  hard.  A WBC  was  17,400,  with  a reversal  of 
the  differential — 88%  neutrophiles.  Four  stool 
specimens  were  examined;  evidences  of  inflam- 
mation were  present,  but  there  were  no  ova  or 
parasites,  and  the  organisms  on  culture  were 
variable  and  unimportant.  A barium  enema  again 
showed  diverticulosis,  plus  rather  marked  spasm 
just  proximal  to  the  hepatic  flexure,  with  sugges- 
tion of  inflammation  in  that  area.  He  was  given 
symptomatic  therapy  for  the  respiratory  infec- 
tion, and  medicated  enemas  sulfasuxidine,  and 
penicillin  (1.  M.)  for  colitis.  After  one  week 
he  was  allowed  to  go  home,  slightly  improved. 

A week  later  the  patient  was  seen  at  the  office. 
He  had  continued  to  have  an  occasional  1-2  de- 
gree of  fever;  the  stools  were  occasionally  loose, 
with  small  clotted  flecks  of  blood  and  raisin-like 
concretions;  the  muscular  aches  continued;  and 
the  entire  abdomen  was  sore.  He  had  continued 
to  use  hyclorite  enemas.  On  examination  the  ab- 
domen was  not  tender.  He  had  lost  another  three 
pounds.  The  lungs  were  clear  by  fluoroscopy. 
Stools  on  two  successive  days  were  soft  to  semi- 
liquid, contained  pus  and  mucus,  and  had  rare 
cysts  of  Giardia  lamblia.  He  was  given  one  and 
a half  grains  of  atabrine  t.i.d.,  a bland  diet,  a 
kaolin  preparation,  a vagal  depressant,  and  the 
enemas  were  discontinued.  During  the  following 
week  he  became  more  comfortable,  but  the  diar- 
rhea continued  at  the  rate  of  three  or  four  stools 
per  day,  and  the  intermittent  fever  reached  100 
degrees  each  day. 


A week  later,  on  Apjril  6th.,  he  reported  an  in- 
tense pain  in  the  RUQ.  (His  care  was  assumed 
again  by  the  surgeon,  due  to  illness  of  the  in- 
ternist.) He  was  hospitalized  for  two  days  for 
a barium  enema  and  a transfusion,  though  the 
RBC  and  Hb.  were  normal.  A WBC  was  24,000, 
with  67%  neutrophiles.  The  temperature  re- 
mained below  99  degrees.  The  barium  enema 
showed  an  “extensive  hypertonicity  of  the  proxi- 
mal colon,  suggesting  an  increased  inflammatory 
disease  of  that  area;  there  was  also  newly-present 
a dense  infiltration  at  the  right  lung  base,  ex- 
tending from  the  hilar  area  to  the  costa-phrenic 
sulcus.  (He  had  been  discharged  before  this  find- 
ing was  reported.) 

Two  days  later  he  was  admitted  because  of  per- 
sistent generalized  abdominal  pain,  fever,  and  the 
onset  of  nausea  and  vomiting.  A WBC  was  17,300, 
with  84%  neutrophiles,  16%  lymphocytes.  On  ex- 
amination there  was  a marked  tenderness  three 
inches  below  the  R.C.M.;  there  was  tenderness 
to  percussion  over  the  liver;  and  the  liver  seemed 
enlarged  downward.  An  exploratory  laparotomy 
was  done  through  the  RLQ  hernia  and  a greatly 
distended  gall-bladder  wtih  an  obstructing  stone 
in  the  cystic  duct  was  found.  The  gall-bladder 
was  opened,  the  fluid  was  not  purulent,  two 
stones  were  removed,  and  a drain  was  left  in. 
The  hernia  was  repaired,  and  in  the  process  a 
portion  of  the  appendix  was  found  to  still  be 
present  in  the  abdominal  wall  scar.  (The  notes 
did  not  mention  any  abnormality  of  the  liver  or 
colon.) 

Post-operatively  the  course  was  stormy,  with  a 
fever  of  1-2  degrees  (most  notable  after  the  5th 
day),  and  blood  counts  of  27,000  to  34,000  with  84 
to  88%  neutrophiles.  There  were  several  loose 
stools  per  day,  but  three  of  them  showed  only 
the  findings  of  an  inflammatory  colitis,  with  con- 
siderable free  blood.  Three  transfusions  were 
given,  but  no  therapy  had  any  effect  on  the 
colitis.  On  the  twentieth  day  the'  patient  insisted 
on  going  home. 

The  most  recent  admission  began  only  three 
days  later.  The  patient  had  continued  to  be  very 
ill,  with  fever,  diarrhea,  malaise,  and  abdominal 
pain.  He  was  seen  to  be  somnolent,  indifferent, 
cadaverous,  and  dehydrated.  He  had  a productive 
cough.  The  temperature  was  101  degrees;  the 
WBC  was  15,850,  with  77%  neutrophiles;  the  RBC 
— 3,670,000,  Hb — 11  gm.;  urinalyses  were  normal 
except  for  signs  of  mild  ketosis.  The  liver  was 
enlarged  downward  and  tender;  the  sinus  to  the 
gall-bladder  was  open,  and  draining  slightly. 

(An  attempt  has  been  made  at  this  time  to  re- 
view all  of  the  findings,  and  correlate  the  abnor- 
malities of  the  colon,  lung,  and  liver,  in  spite  of 
the  lack  of  a specific  etiology  and  the  confusion 
which  new  and  old  surgery  had  interposed.) 

QUESTIONS— 

1 . Can  a primary  diagnosis  be  made,  in  view 
of  the  progress  and  findings  ? 

2.  What  diagnostic  measures  would  be  of 
help  ? 

3.  What  medical  and/or  surgical  treatment 
is  advisable  ? 

4.  What  is  the  prognosis? 

Drs.  A.  & B.,  Tucson. 
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ANALYSIS  AND  ANSWERS— 

A.  Diffe  rential  Diagnosis 

I.  Amebic  dysentery,  hepatic  abscess. 

The  most  likely  diagnosis  in  this  case  is  chronic 
amebic  dysentery  with  amebic  colitis,  hepatitis 
and  subacute  liver  abscess.  It  is  a truism  that 
the  most  likely  diagnosis  in  a difficult  and  com- 
plicated case  is  one  that  will  encompass  satis- 
factorily all  or  most  of  the  historical,  physical 
and  laboratory  data. 

That  amebiasis  does  this  is  suggested  by  the 
following : 

1 history  of  an  intestinal  illness  in  1922  diag- 
nosed as  intestinal  parasites,  while  the  patient 
was  resident  in  Chicago.  We  recall  the  1933 
epidemic  outburst  of  amebic  dysentery  in  Chi- 
cago which  was  presumably  caused  by  infected 
food-handlers  and  faulty  plumbing-sewage  con- 
nections in  a small  group  of  hotels.  Further- 
more, this  patient  has  had  a long  period  of  resi- 
dence in  the  tropics  where  amebiasis  is  more 
prone  to  occur.  However,  it  is  better  thought  of 
as  a disease  of  endemic  type  and  practically 
worldwide  distribution. 

2 recurrent  diarrhea.  This  is  a very  helpful 
symptom  when  present,  as  in  this  case.  Unfor- 
tunately only  about  half  the  patients  with  proved 
amebic  hepatitis  and  abscess  give  a clear-cut  past 
history  of  diarrhea.  There  may  be  only  an  oc- 
casional loose,  or  liquid  stool  occurring  in  short 
periods  of  one  to  several  days ; certain  chronic 
cases  have  constipation.  During  diarrhea  in 
chronic  cases  the  stools  show  considerable  mu- 
cus, but  rarely  flecks  of  blood. 

3 progressive  weight  loss,  anorexia  and  cach- 
exia are  particularly  suggestive  of  hepatic  com- 
plication. Heat  intolerance,  insomnia,  and  nerv- 
ousness are  complaints  in  some  chronic  cases. 

4 fever  and  leucocytosis  with  polymorphonu- 
clear increase.  The  uncomplicated  case  of  ame- 
bic enteritis,  unless  very  severe,  has  either  no 
fever,  or  a subnormal  temperature;  when  hepati- 
tis supervenes,  the  temperature  is  elevated,  as  in 
this  case  to  100° -102°.  Likewise  a normal  white 
count  becomes  elevated  when  the  complication 
occurs.  Usually  the  polymorphs  are  not  as  nu- 
merous as  in  pyogenic  infections. 

5 enlargement  of  the  liver.  This  was  noted 
on  the  last,  two  admissions,  with  tenderness  un- 
der the  right  costal  margin.  It  is  of  course  a very 
valuable  sign  of  hepatitis  especially  when  associ- 
ated with  the  next  finding. 


6 roentgen  demonstration  of  infiltration  in 
the  right  lower  lung  field.  In  a collected  series 
of  604  cases  of  amebic  liver  abscess,  Craig  (1934) 
listed  190  cases  of  rupture.  The  rupture  is  like- 
ly to  occur  into  the  subdiaphragmatic  space,  or 
through  the  diaphragm  into  pleura,  lung,  or 
pericardium.  1 have  seen  extensive  extrapleural 
dissection  of  such  an  abscess  with  clear,  sterile, 
intrapleural  fluid  above  it.  A high  fixed  right 
diaphragm  with  a pleural  effusion  or  basilar 
pulmonary  infiltration  above  it  suggests  an  un- 
derlying subdiaphragmatic  or  liver  abscess. 

7 demonstration  of  large  bowel  changes  by 
barium  in  February  and  April.  These  changes 
were  those  of  spasm  and  inflammatory  reaction 
in  the  proximal  right  colon.  The  usual  appear- 
ance described  is  a moth-eaten  one  in  the  cecum 
and  proximal  colon.  In  a rare  instance,  definite 
tumefactions  may  result  in  the  large  bowel,  the 
so-called  amebic  granuloma.  These  are  easily 
confused  with  carcinoma. 

8 history  of  recurrent  appendiceal  abscess. 
While  many  cases  of  amebic  dysentery  are  mis- 
diagnosed appendicitis,  it  is  also  true  that  acute 
appendicitis  may  be  directly  caused  by  an  amebic 
invasion  with  secondary  pyogenic  infection.  Oc- 
curring in  this  case  within  two  years  after  the 
initial  intestinal  infection,  a relationship  is  per- 
haps suggested.  It  is  to  be  remembered  that  other 
causes  of  recurrent  appendiceal  abscess  exist 
and  have  to  be  ruled  out,  viz.  incomplete  removal 
of  the  appendiceal  stump,  residual  fecalith,  tu- 
mor of  cecum,  tuberculosis,  ulcerative  colitis,  re- 
gional ileitis  and  actinomycosis. 

The  absence  of  amebae  in  the  stools  cannot  be 
employ  eel  as  a conclusive  objection  to  the  diagno- 
sis of  amebiasis.  It  is  notoriously  difficult  in  cer- 
tain cases  to  find  the  organism.  Success  depends 
on  persistent  study  of  fresh  warm  stool,  care  in 
technic,  and  the  use  of  a saline  cathartic  to  in- 
duce trophozoite  production  in  case  the  patient 
has  formed  stools  and  no  active  diarrhea.  Some 
authors  feel  that  a proctoscopic  examination  is 
useful  to  demonstrate  local  ulcerations  of  the 
mucosa  and  to  secure  specimens  for  examination 
by  direct  swabbing.  This  may  be  of  value  in 
chronic  cases. 

The  existence  of  a proven  cholecystitis  and 
cholelithiasis  in  this  case,  as  demonstrated  by  op- 
eration in  April  can  hardly  be  explained  by 
amebiasis,  but  is  consistent  with  patient’s  age, 
the  history  of  malaria,  and  the  long  standing  in- 
testinal infections,  and  previous  appendicitis. 
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II.  Chronic  cholecystitis,  cholelithiasis,  cho- 
langitis and  non-specific  liver  abscesses. 

We  have  uncontrovertible  evidence  in  this  case 
for  the  existence  of  the  first  two  features,  but 
this  diagnosis  would  hardly  explain  the  recur- 
rent diarrhea  with  mucoid  stools.  Had  the  pa- 
tient developed  a cholangitis  to  explain  the  liver 
findings,  the  result  would  probably  have  been 
an  extremely  septic  temperature  reaction  with 
peaksof  103°  or  higher,  and  a good  likelihood  of 
jaundice  in  some  degree  at  some  time.  In  this 
connection,  the  patient  was  observed  by  X-ray 
in  April  to  have  pulmonary  signs  already  pres- 
ent when  the  temperature  was  steadily  under  99°. 
This  is  against  a pyogenic  cause  for  the  pneu- 
monitis. Subsequently  laparotomy  showed  a dis- 
tended but  presumably  imperforate  gall-bladder 
with  non-purulent  contents.  There  is  also  no 
record  of  clay-colored  stools. 

III.  Carcinoma  of  right  colon,  with  perfora- 
tion and  subhepatie  or  intrahepatic  abscess. 

There  are  certain  things  favoring  this  diag- 
nosis: the  patient  ’s  age,  the  abnormal  roentgeno- 
graph ic  findings  in  the  right  colon,  the  enlarged 
liver.  There  are,  however,  serious  objections  to 
this  diagnosis;  especially  the  records  of  normal 
red  count  and  hemoglobin  until  the  final  admis- 
sion, and  a previously  normal  barium  enema 
when  first  studied  in  August,  1947.  Further- 
more, the  existence  of  a ventral  hernia  gave  excel- 
lent opportunity  too  palpate  any  right  colonic 
tumefaction,  and  mention  is  made  only  of  a small 
“node”  in  the  mesentery. 

TV.  Diverticulosis  of  colon,  with  infection, 
perforation  and  secondary  subhepatie  or  intra- 
hepatic abscess. 

The  X-rays  have  demonstrated  diverticuli  in 
this  case,  but  at  no  time  were  definite  findings  of 
peritonitis  described  either  by  physical  exam- 
ination or  at  operation. 

B.  Further  Diagnostic  Studies 

Having  settled  on  a working  diagnosis  of 
amebic  infection,  the  following  further  diagnos- 
tic aids  suggest  themselves : 

1 repeated  studies  of  fresh  warm  stool  speci- 
mens for  amebae. 

2 proctoscopy,  as  discussed  above. 

3 complement  fixation  test  of  the  blood,  if 
the  stools  continue  to  be  negative. 

This  test  is  highly  specific  when  positive,  but 


may  be  negative  in  some  cases  of  subsequently 
proven  amebiasis.  Facilities  for  this  test  are 
available  to  the  profession  at  the  National  Insti- 
tute of  Health,  Bethesda,  Maryland. 

4 blood  smears  for  malarial  parasites.  The 
tendency  for  ancient  malaria  to  recur  during 
periods  of  severe  illness  due  to  other  infections 
or  causes  must  be  remembered. 

5 Studies  of  liver  function  (prothrombin 
time,  cephalin  flocculation,  icteric  index,  thymol 
turbidity). 

It  is  to  be  emphasized  that  jaundice  is  an  un- 
common finding  in  amebic  hepatitis. 

C.  Treatment 

1.  Metabolic.  In  view  of  the  acute  state  of 
dehydration,  acidosis,  and  cachexia  described, 
the  patient  undoubtedly  had  significant  fluid, 
protein  and  electrolyte  loss  because  of  the  diah- 
rhea.  He  will  need  an  immediate  determination 
of  total  serum  protein,  serum  chlorides,  and  non- 
protein  nitrogen.  The  daily  urine  volume  and 
its  specific  gravity  will  be  of  some  help.  Fluid 
replacement  at  first  by  intravenous  route  will 
include  5%  glucose  in  water,  normal  salt  solu- 
tion, and  5%  amigen,  the  exact  amounts  de- 
pendent on  the  above  findings  and  the  amount 
retained  by  mouth.  Because  of  the  sickly  liver, 
the  observed  corneal  lesions  and  skin  changes  of 
the  hands,  vitamin  therapy  is  desirable. 

In  view  of  the  anemia,  500  to  1000  cc.  blood 
transfusion  would  help  to  speed  the  conval- 
escence. 

2.  Specific  anti-amebic  therapy.  Even  though 
future  stool  examinations  remain  negative,  a 
therapeutic  test  of  emetine  hydrochloride  is  in- 
dicated. Given  at  the  rate  of  one  grain  (0.065) 
subcutaneously  daily  it  should  be  continued  for 
10  days,  or  until  the  fever  and  diarrhea  subside 
but  not  longer  than  12  days,  in  any  event.  Should 
this  prove  therapeutically  effective  (and  thus 
help  to  establish  the  diagnosis)  it  should  he  fol- 
lowed by  oral  medication.  There  is  a choice  of 
chiniofon,  carharsone,  or  diodoquin.  The  latter 
is  currently  preferred  by  many,  in  doses  of  3 
tablets,  each  3 grains  (0.21)  three  times  a day 
for  two  weeks.  This  drug  can  be  used  orally 
before  the  emetine  is  stopped. 

If  chiniofon  is  used,  the  dosage  is  0.5  gm. 
three  times  a day  for  8 days.  A retention  enema 
of  200  cc.  warm  tap  water  with  2 per  cent  chinio- 
fon can  be  used  also  once  daily  in  the  evening. 
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Should  the  liver  fail  to  recede  in  size,  and 
the  fever  persist  after  the  emetine  trial,  then  a 
liver  diagnostic  needle  puncture  is  indicated. 
This  should  be  directed  first  at  the  upper  right 
lobe  of  the  liver,  trying  to  stay  away  from  the 
overlying  lung  and  pleura.  If  pus  is  obtained,  it 
should  be  studied  by  smears  and  cultures.  If 
sterile  pus  showing  motile  trophozoites  is  ob- 
tained, the  patient  would  probably  be  respond- 
ing favorably  to  the  drug.  If  pyogenic  organisms 
are  present,  penicillin  100,000  units  should  he 
injected  into  the  abscess  cavity  directly,  and  sys- 
temic penicillin  therapy  begun.  If  this  is  not 
very  rapidly  effective  in  abolishing  fever,  and 
reducing  the  size  of  the  liver,  a surgical  explora- 


tion would  he  necessary  for  establishment  of  ex- 
ternal drainage. 

D.  Prognosis. 

If  the  above  diagnosis  is  correct  and  the  pro- 
gram followed  with  no  untoward  reaction  such 
as  emetine  sensitivity  and  toxic  myocarditis,  the 
prognosis  is  good  for  complete  recovery. 

GUSTAF  E.  LINDSKOG,  M.  I)., 
Department  of  Surgery, 

Yale  University  School  of  Medicine, 
New  Haven,  Connecticut. 

*(  Surgical  Aspects  of  Amebic  Dysentery,  Gustaf  E.  Lindskog 
and  Waltman  Walters,  J.A.M.A..  131:92,  May  11,  1946.) 

PROGRESS  NOTE — The  patient  was  given  emetine,  a liver 
abscess  was  evacuated,  and  the  patient  abruptly  began  his  re- 
covery. 
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Poliomyelitis  Current  Literature 


459.  Gronvall  Herman  and  Selander,  Per. 
(Kristianstad,  Sweden). 

NAGRA  VIRUSSJUKDOMAR  UNDER 
GRAVIDITET  OC  K DERAS  YERKAN  PA 
FOSTRET  (SOME  VIRUS  DISEASES  DUR- 
ING PREGNANCY  AND  THEIR  EFFECT 
ON  THE  FETUS).  Nord.  med.  37:409-415  (Feb. 
27,  1948). 

In  1941  Gregg  discovered  that  maternal  rubel- 
la (German  measles)  may  cause  malformations 
in  the  child.  The  authors  have  studied  the  effect 
of  virus  diseases  in  the  mother  on  the  fetus  by 
questioning  pregnant  women  at  lying-in  hos- 
pitals and  have  reported  their  results.  Of  38 
women  with  poliomyelitis,  8 aborted.  In  one 
case  the  child  died  during  delivery.  Two  chil- 
dren were  born  prematurely  and  soon  died.  Two 
children  had  cardiac  defects,  26  were  not  mal- 
formed. 

44  references. 


408.  Lawson,  Robert  B.  (Bowman  Gray  Sch. 
Med.) 

THE  USE  OF  FURMETHIDE  (FURFUR- 
YLTRIMETH  YLAMMONIUM  IODIDE)  FOR 
PARALYSIS  OF  THE  BLADDER  FROM 
POLIOMYELITIS.  South.  M.  J.  41  :251  -255 
(March,  1948). 

‘ ‘ Furfuryltrimethylammonium  iodide  (furme- 
thide)  was  given  for  paralysis  of  the  bladder 
from  poliomyelitis  in  30  of  36  patients  with  this 
condition.  Good  results  were  obtained  in  21  pa- 
tients (70  per  cent)  and  poor  results  in  9 pa- 
tients (30  per  cent).  Despite  the  occasional  fail- 


ures, it  is  recommended  that  furmethide  be  used 
for  paralysis  of  the  bladder  in  poliomyelitis  in 
order  to  avoid  the  discomfort  and  hazards  of 
catheterization."  (Author’s  summary) 

7 references 


406.  Hammon,  W.  Me  I ».  (Hooper  Fdn.,  U. 
Calif.,  San  Francisco). 

LABORATORY  AIDS  IN  THE  DIAGNO- 
SIS OF  POLIOMYELITIS.  M.  Woman’s  J.  55; 
35-39:66  (March,  1948). 

Presented  at  the  Clinical  Conference  on  Polio- 
myelitis held  a'  the  Warm  Springs  Foundation, 
September  15-17,  1947  under  the  auspices  of  the 
National  Foundation  for  Infantile  Paralysis. 
“In  conclusion,  it  may  be  stated  that  there  is 
only  one  specific  laboratory  method  for  diagnos- 
ing poliomyelitis  in  the  living  patient — the  isola- 
tion of  virus,  a test  which  cannot  be  employed 
routinely.  On  the  other  hand,  specific  serologi- 
cal tests  may  he  used  to  rule  out  certain  other 
virus  infections  which  frequently  present  diffi- 
cult differential  diagnostic  problems.  Examina- 
tion of  the  spinal  fluid  and  blood  by  clinical  lab- 
oratory methods  should  be  carried  out  routinely 
as  a diagnostic  aid." 


402.  Fox,  Max  J.  and  Madden,  William  4. 
(Marquette  Univ.  Sch.  Med.) 

SEDIMENTATION  RATE  IN  ACUTE 
POLIOMYELITIS.  Marquette  M.  Rev.  13:65- 
66  (Feb.  1948). 

“The  sedimentation  rate  in  uncomplicated 
poliomlyelitis  is  quite  constantly  within  the  nor- 
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mal  range.  Any  elevation  of  sedimentation  rate 
in  poliomyelitis  is  highly  suspicions  of  an  im- 
proper diagnosis  and  the  presence  of  a secondary 
infection.  There  is  no  correlation  between  the 
white  blood  count,  the  spinal  fluid  cell  count,  and 
the  sedimentation  rate." 

1 reference  (Authors’  conclusions) 


472.  Schlesinger,  Edward  B. ; Drew,  A.  L., 
and  Wood,  Barbara.  (Coll.  Pliys.  & Surg.,  Col- 
umbia U.,  N.  Y.  C.) 

CLINICAL  STUDIES  IN  THE  USE  OF 
MYANESIN.  Am.  J.  Med.  4:365-372  (March, 
1948). 

“Myanesin  [a,  B-dihydroxy  (2-methyl  phen- 
oxy) — propane]  in  2 per  cent  solution  is  capable 
of  affecting  the  abnormal  neuromuscular  mech- 
anisms underlying  muscle  spasm,  spasticity,  ri- 
gidity, tremor  and  the  dyskinesias.  The  primary 
site  of  action  of  this  drug  appears  to  be  the  brain 
stem  and  spinal  cord.  In  addition  to  its  spinal 
cord  and  brain  stem  depressant  action,  the  drug 
has  local  anesthetic  activity  of  the  order  of  pro- 
caine and  in  certain  concentrations  has  a hyp- 
notic effect  of  the  order  of  the  barbiturates.  Al- 
though it  is  known  tha  myanesin  lias  a curare- 


like action  peripherally,  this  is  of  a low  order 
and  is  not  responsible  for  the  major  pharmaco- 
logic effects  of  the  drug.  The  margin  of  safety 
with  2 per  cent  solutions  seems  sufficiently  wide 
to  make  the  drug  of  therapeutic  value.  At  such 
concentrations,  neither  hemoglobinuria  nor  phle- 
bitis was  produced.  During  administration  of  2 
per  cent  myanesin  in  the  human  subject  the  fol- 
lowing side-effects  have  been  regularly  noted : 
Horizontal  nystagmus,  a feeling  of  warmth,  cir- 
cumoral  numbness  or  ‘pins  and  needles’  sensa- 
tion, a mild  fall  in  systolic  blood  pressure,  cor- 
neal injection,  vertical  nystagmus,  blurred  mus- 
cular incoordination  and  drowsiness.  Myanesin 
is  worthy  of  further  trial  as  a therapeutic  agent 
in  the  treatment  of  true  muscle  spasm.” 

1 1 references 


473.  Scobey,  Ralph  R.  (Syracuse,  N.  Y.) 

PORPHYRIA  AND  POLIOMYELITIS, 
Arch.  Pediat.  65:131-166  (March,  1948). 

A review  of  recorded  observations  which  are 
interpreted  as  pointing  to  an  apparently  ‘‘inti- 
mate relationship  between  porphyria  and  polio- 
myelitis," both  resulting  from  poisoning  by  cya- 
nide in  water  and  food. 

208  references 


American  Academy  of  Pediatrics 


At  its  meeting  in  Washington  on  July  7th  and 
8th  the  Executive  Board  of  the  American 
Academy  of  Pediatrics  reviewed  in  detail  the 
work  of  the  Survey  Committee  and  its  Execu- 
tive Staff.  The  monumental  task  of  collecting 
factual  data  from  every  state  in  the  Union  is 
now  well  on  its  way  to  completion.  The  Academy 
feels  greatly  indebted  to  its  State  Chairmen, 
their  Executive  Secretaries,  and  to  all  the.  other 
individuals  and  organizations  to  whose  co-opera- 
tive efforts  at  the  state  level  belongs  a major 
share  of  the  credit  of  the  success  of  the  Survey. 

The  State  Chairman  of  Arizona  has  informed 
this  office  of  your  valuable  assistance,  and  we 
take  this  opportunity  to  thank  you  on  behalf  of 
the  entire  Academy.  It  is  our  belief  that  this 
effort  on  the  part  of  physicians  to  inform  them- 
selves accurately  concerning  the  medical  facili- 
ties and  services  or  their  lack  for  the  children 
of  America  can  be  the  basis  for  a constructive 
program  for  the  improvement  of  child  health 
throughout  the  nation.  Obviously  much  remains 
to  be  done  if  the  statistical  material  which  is 
being  collected  and  processed  is  to  reach  its 
maximum  effectiveness.  Sometime  within  the 
next  few  months  each  state  will  have  the  facts  as 


they  exist  within  their  own  borders.  Based  upon 
these  facts,  a state  report  will  be  prepared.  It 
is  hoped  that  the  individual  states  will  then  un- 
dertake active  programs  based  upon  their  own 
needs  as  demonstrated  by  the  Survey.  Looking 
ahead  to  this  time  we  would  enlist  your  further 
support  and  co-operation  in  the  same  manner 
as  has  been  done  during  the  conduct  of  the 
Survey. 

The  Academy  is  justly  proud  to  be  the  sponsor 
of  a program  which  has  received  such  whole- 
hearted co-operation  from  so  many  individuals 
and  groups.  Its  reward  will  come  if  out  of  these 
combined  efforts  a better  way  of  life  can  be  se- 
cured for  the  children  of  America. 

Yours  very  sincerely, 

John  A.  Toomey,  M.  D., 

President 

Clifford  G.  Grulee,  M.  D., 

Secretary-Treasurer. 

With  reference  to  the  new  journal  “Pedi- 
atrics,” the  official  journal  of  the  Academy — 

The  Publication  Committee  feels  that  the  jour- 
nal will  prove  to  be  the  best  of  its  kind  published, 
therefore,  its  influence  should  extend  far  beyond 
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the  horizon  of  the  Academy  membership.  The 
Academy  feels  that  it  would  be  desirable  to 
have  this  journal  in  the  libraries  and  hospitals 
of  each  state  as  well  as  being  available  to  all  prac- 
ticing physicians.  Subscriptions  should  be  sent 
to  Charles  C.  Thomas,  Publisher,  301  East  Lawr- 
ence Ave.,  Springfield,  Illinois.  The  subscrip- 
tion price  for  the  new  Journal  is  $10.00  per 
year.  ” 

Announcement  of  the  coming  meeting — Na- 
tional Meeting  of  the  American  Academy  of 
Pediatrics  in  Atlantic  City,  New  Jersey,  Novem- 


ber twentieth  through  November  twenty-third, 
1948.  Any  physician  wishing  to  attend  the 
meeting  should  get  in  touch  with  Dr.  Clifford  G. 
Grulee,  Secretary-Treasurer,  636  Church  Street, 
Evanston,  Illinois.  Physicians  other  than  mem- 
bers of  the  American  Acadamy  of  Pediatrics 
who  wish  to  attend  the  meetings  may  obtain  fur- 
ther information  from  Dr.  Edgar  E.  Martmer, 
693  Washington  Road,  Grosee  Point,  Michigan. 
Vivian  Tappan,  M.  D. 

Arizona  State  Chairman 
American  Academy  of  Pediatrics 


Office  of  the  Surgeon  General 


THE  ARMY’S  FIRST  EXTENSIVE  TEST 
OF  CHLOROMYCETIN  SHOWS  EN- 
COURAGING RESULTS 

First  reports  from  a United  States  Army  test 
station  recently  set  up  at  Kuala  Lumpur,  Ma- 
laya, on  the  most  extensive  experiment  yet  made 
with  Chloromycetin,  the  so-called  “miracle 
drug,”  give  strong  indications  that  the  recently 
discovered  anti-biotic,  Chloromycetin,  may  prove 
as  effective  against  scrub  typhus  as  was  hoped. 

This  experiment  has  been  eagerly  anticipated 
as  a potential  landmark  in  the  history  of  medi- 
cine, for  until  the  development  of  Chloromycetin, 
even  typhus  vaccine  had  proved  ineffective 
against  a disease  which  was  reportedly  making 
serious  inroads  among  native  Malayan  plantation 
workers. 

Yesterday,  Dr.  J.  E.  Smadel,  director  of  virus 
research  at  the  Army  Medical  Center,  in  Wash- 
ington, and  a co-discoverer  of  Chloromycetin, 
cautiously  reported  from  Malaya  on  the  first  re- 
sults of  treatment  of  25  native  patients,  com- 
pared with  a small  untreated,  “control”  group. 
His  findings  were  delivered  in  Washington  this 
morning  to  the  Fourth  International  Congresses 
on  Tropical  Medicine  and  Malaria  by  Colonel 
Rufus  L.  Holt,  Commandant,  Army  Medical  De- 
partment Research  and  Graduate  School. 

Using  controls  composed  of  a similar  number 
of  Europeans,  Malayans,  East  Indians  and  Chi- 
nese, Dr.  Smadel  and  his  group  found  that  Chlo- 
romycetin markedly  reduced  duration  of  fever, 
period  of  hospitalization,  and  incidence  of  com- 
plications in  scrub  fever. 

The  25  patients  to  whom  Chloromycetin  was 
orally  administered  averaged  a fever  period  l/2 


days,  developed  no  complications,  and  were  hos- 
pitalized an  average  of  19  days.  In  addition,  it 
was  learned  during  the  period  of  experimenta- 
tion that  both  the  duration  and  the  amount  of 
drug  therapy  could  be  materially  reduced  with 
results  equally  satisfactory  to  those  obtained  at 
the  outset.  The  first  patients  received  a total 
of  8 to  15  grams  of  the  drug  over  an  average 
period  of  six  days;  this  was  eventually  cut  to 
about  6 grams  administered  within  a period  of 
24  hours. 

Of  the  untreated  control  group,  one  died,  one 
developed  serious  complications,  the  mean  dura- 
tion of  fever  was  18  days,  and  the  average 
period  of  hospitalization  was  nearly  31  days. 

Selection  of  Malaya  as  a test  base  followed 
reports  of  a high  incidence  in  that  region  of 
scrub  typhus,  also  known  as  Rickottsial  tsut- 
sugamushi  and  as  “Japanese  River  Fever.” 

During  the  war  with  Japan,  many  Malayan 
plantations  fell  into  disuse  and  were  allowed 
to  go  back  to  brush.  This  resulted  in  an  in- 
creased population  of  rodents,  thought  to  be  a 
carrier  of  the  Rickettsia-bearing  mite.  Native 
workers  were  sent  in  to  clear  the  plantations ; 
and  a heavy  mortality  rate  was  said  to  have 
resulted. 

Previous  laboratory  experiments  with  Chloro- 
mycetin have  shown  considerable  effectiveness 
against  rickettsial  diseases  other  than  scrub  ty- 
phus. The  drug  has  even  been  found  to  be  mild- 
ly effective  against  one  virus  disease,  psittacosis 
(Parrot  fever),  although  it  must  be  borne  in 
mind  that  the  psittacosis  organism  is  one  of  the 
largest  of  the  viruses  and  just  falls  short  of 
being  classified  as  a Rickettsia. 
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AMERICAN  COLLEGE  OF  PHYSICIANS 
ANNOUNCES  ITS  ANNUAL  SESSION 
AT  NEW  YORK  CITY 
MARCH  28  - APRIL  1,  1949 
The  American  College  of  Physicians  will  con- 
duct its  30th  Annual  Session  at  New  York,  N.  Y., 
March  28  through  April  1,  1949.  Dr.  Franklin 
M.  Hanger,  Jr.,  of  New  York  City  is  the  Chair- 
man for  local  arrangements  and  the  program  of 
Clinics  and  Panel  Discussions.  The  President 
of  the  College,  Dr.  Walter  W.  Palmer,  Director 
of  The  Public  Health  Research  Institute  of  the 
City  of  New  York,  Inc.,  and  Professor  Emeritus, 
Columbia  University  College  of  Physicians  and 
Surgeons,  is  in  charge  of  the  program  of  Morn- 
ing Lectures  and  afternoon  General  Sessions. 

Secretaries  of  medical  societies  are  especially 
asked  to  note  these  dates  and,  in  arranging  meet- 
ing dates  of  their  societies,  to  avoid  conflicts 
with  the  College  Meeting,  for  obvious  mutual 
benefits. 


TWENTY-FIRST  ANNIVERSARY  YEAR  OF 
HAROFE  HAIVRI 
The  Hebrew  Medical  Journal 
Volume  I - — 1948 

The  appearance  of  Volume  I - 1948  of  the 
HAROFE  HAIVRI,  The  Hebrew  Medical  Jour- 
nal, inaugunrates  the  21st  successful  year  of  its 
publication  under  the  editorship  of  Moses  Ein- 
horn,  M.  D.  The  Journal’s  contents  are  not  con- 


fined to  technical  medical  topics  but  is  divided 
into  several  sections  covering  a variety  of  related 
subjects  of  interest  to  the  medical  profession. 

The  founders  had  faith  in  the  vitality  and 
growth  of  modern  Hebrew  and  foresaw  that  a 
Hebrew  medical  publication  would  be  of  service 
to  the  future  medical  department  of  the  Hebrew 
University  and  of  great  value  in  the  development 
and  advancement  of  Hebrew  medical  literature. 

The  section  on  Palestine  and  Health  contains 
an  article  by  A.  Klopstock,  M.  D.,  which  discuss- 
es the  high  incidence  of  Amoebiasis  in  Palestine. 
Included  also  is  the  significant  study  of  Mental 
Health  in  Palestine  by  A.  H.  Merzbach,  M.  D., 
and  a survey  of  the  Present  Urological  Condi- 
tions in  Palestine  by  W.  Boss,  M.  D.  Dr.  M. 
Buchman  describes  the  history  of  the  Hot  Springs 
of  Tiberias  and  presents  a full  analysis  of  their 
therapeutic  value. 

In  the  section  on  Historical  Medicine,  Dr.  M. 
Gelber  reviews  the  contribution  of  the  Jewish 
doctors  in  Poland  during  the  eighteenth  century. 
The  section  on  Personalia  contains  a biographical 
sketch  of  Dr.  I.  Seth  Hirsch,  and  his  contribu- 
tions to  the  field  of  radiology. 

The  original  articles  are  summarized  in  Eng- 
lish to  make  them  available  to  those  who  are 
unable  to  read  Hebrew.  For  further  information, 
communicate  with  the  editorial  office  of  the 
Hebrew  Medical  Journal,  983  Park  Avenue,  New 
York  28,  N.  Y. 


Arizona’s  Blue  Shield 


BLUE  SHIELD,  OR  COMPULSORY  GOV- 
ERNMENT INSURANCE 
PAUL  R.  HAWLEY,  M.  D., 

Chief  Executive  Officer 
Blue  Cross  - Blue  Shield  Commissions 

A speech  delivered  at  the  Conference  of  Presi- 
dents and  Other  Officers  of  State  Medical  As- 
sociations, June  20,  1948. 

The  danger  that  threaten  the  free  practice  of 
medicine  in  this  country  are  fast  becoming  criti- 
cal, and  still  we  delay  in  uniting  in  decisive 
action  to  meet  them. 

We  waste  precious  time  in  quarreling  among 
ourselves  over  petty  questions  of  local  sover- 
eignty. We  amuse  ourselves  by  setting  up  fan- 
tastic straw  men,  and  dissipate  our  energies  in 
knocking  them  down,  while  our  enemies  have 


been  uniting  against  us  in  one  national  effort. 
We  have  thus  far  done  no  more  than  fight  a 
series  of  rear-guarcl  actions  with  small  unorgan- 
ized and  uncoordinated  groups.  I know  of  no 
more  certain  road  to  disastrous  defeat. 

Our  national  leaders  seem  to  be  purposefully 
blind  to  the  social  changes  that  are  taking  place. 
It  is  impossible  to  halt  a movement  by  merely  re- 
fusing to  recognize  its  existence;  and  this  move- 
ment toward  extending  the  benefits  of  adequate 
medical  care  to  all  of  our  citizens  has  already 
gained  too  much  momentum  to  be  halted  by  any 
means.  The  last  hope  of  American  medicine  lies 
in  abandoning  our  present  position  in  the  rear 
of  the  column,  where  we  have  been  holding  back, 
and  establishing  ourselves  firmly  in  the  fore- 
front, where  we  can  guide  and  direct  the  move- 


58 


Arizona  Medicine 


September,  1948 


ment  into  paths  that  are  the  best  for  our  people 
as  well  as  best  for  our  profession.  I emphasize 
that  the  welfare  of  our  people  must  be  given  at 
least  as  much  consideration  as  the  welfare  of 
the  health  professions.  Too  many  physicians  re- 
gard medical  care  as  their  exclusive  prerogative. 
We  must  recognize  that  the  consumer  of  medical 
care  also  has  a great  stake  in  it ; and,  if  ihere  has 
existed  any  doubt  as  to  this,  it  should  have  been 
dispelled  by  the  deliberations  of  the  National 
Health  Assembly,  held  in  Washington  early  in 
May. 

1 shall  offer  no  defense  of  the  motives  that 
prompted  the  organization  of  this  Assembly. 
They  may  have  been,  as  has  been  charged,  large- 
ly political.  But  however  impure  the  motives, 
only  a very  stupid  person  could  have  listened  to 
the  discussions  in  the  Section  on  Medical  Care 
and  come  away  unimpressed  both  by  the  strength 
and  the  determination  of  the  groups  committed 
to  an  effective  program  for  prepayment  of  med- 
ical care.  I emphasize  “effective,”  because  the 
preponderant  opinion  there  expressed  was  that 
existing  plans  are  acceptable  only  so  far  as  they 
go,  that  they  do  not  go  far  enough,  and  that,  if 
they  are  to  be  fully  acceptable  as  a substitute 
for  compulsory  Government  health  insurance, 
the  coverage  they  offer  must  be  extended  con- 
siderably, and  must  be  uniform  throughout  the 
country.  In  fact,  a resolution  to  the  effect  that 
only  a compulsory  Government  insurance  plan 
could  satisfy  these  criteria  was  proposed,  and 
vigorously  supported  by  the  American  Federa- 
tion of  Labor,  the  Congress  of  Industrial  Organ- 
izations, the  Cooperative  League  of  America,  the 
National  Cooperative  Health  Federation,  the  No- 
tional Federation  of  Settlement  Workers,  the 
Committee  for  the  Nation’s  Health,  the  Ameri- 
can Association  of  Social  Workers,  the  Physi- 
cians’ Forum,  "he  National  Consumers’  League, 
the  National  Women’s  Trade  League,  the  United 
Mine  Workers,  the  American  Veterans'  Commit- 
tee, the  National  Farmer’s  Union,  the  Physi- 
cians’ Committee  for  Improvement  of  Medical 
Care,  the  League  for  Industrial  democracy,  and 
the  Association  for  the  Advancement  of  Colored 
People.  This  conclusion  was  no";  adopted,  for  the 
reason  that  adoption  of  any  conclusion  required 
the  unanimous  approval  of  the  Steering  Com- 
mittee; and  a single  dissent  was  sufficient  to 
defeat  a proposal.  But  the  array  of  strength 
behind  this  conclusion  should  convince  even  the 
die-hard  tories  in  the  health  profession  that  the 


threat  of  nationalization  of  medical  care  in  this 
country  is  real,  is  acute,  and  soon  will  be,  if  it  is 
not  already,  sufficiently  great  to  precipitate  ac- 
tion by  the  Congress.  The  press  carried  yester- 
day the  news  .hat  the  Wagner  - Murray  - Dingell 
Bill  would  not  be  reported  out  of  Committee 
during  this  session  of  the  Congress;  but  it  also 
stated  that  hearings  upon  this  Bill  would  be  re- 
sumed in  March,  194!).  So  the  Bill  is  far  from 
dead.  The  representatives  of  the  people,  in  Con- 
gress assembled,  are  swayed  by  numbers  of  vot- 
ers rather  than  by  principles.  Even  discounting 
the  smaller  and  the  more  radical  groups  demand- 
ing national  health  insurance,  we  still  have  the 
A.  F.  of  L.,  the  C.  I.  ().,  the  National  Women’s 
Trade  League,  the  United  Mine  Workers,  and 
the  Association  for  the  Advancement  of  Colored 
People  demanding  national  health  insurance. 
These  represent  a lot  of  votes.  1 am  sure  they 
represent  more  votes  than  have  yet  been  mus- 
tered in  favor  of  equal  rights  for  Negroes,  and 
look  what  has  been  accomplished  in  this  direction 
within  a very  short  time!  If  this  array  of  politi- 
cal strength  is  not  enough  to  shock  the  medical 
profession  out  of  its  lethargy,  then  we  are  hope- 
lessly lost  and  there  is  no  use  continuing  the 
struggle. 

What,  then,  will  be  the  future  of  the  voluntary 
prepayment  plans  for  medical  care — both  com- 
mercial and  non-profit?  Those  demanding  na. 
tional  health  insurance  were  generous  enough  to 
state  that  the  voluntary  plans  should  continue  in 
operation  after  the  inauguration  of  nationa 
health  insurance.  This,  of  course,  was  but  r 
courteous  gesture  since  it  would  be  impossible 
for  voluntary  plans  to  compete  with  a govern- 
ment plan.  The  handicap  would  not  be  one  of 
cost,  because  the  voluntary  plans  can  do  the  job 
cheaper  than  the  Government  can.  But  the  fact 
that  the  government  plan  would  be  supported  at 
least  one-third  by  fax  money,  and  that  everyone 
would  have  to  pay  this  tax,  whether  or  not  he 
subscribed  to  a voluntary  plan,  would  dissuade 
the  taxpayer  from  supporting  two  plans  at  the 
same  time. 

Since  it  is  impossible  for  voluntary  plans  to 
survive  if  and  when  national  compulsory  health 
insurance  comes,  we  are  going  to  have  one  or  the 
other  type  of  prepayment  health  insurance — not 
both.  So,  the  future  of  the  voluntary  plans  de- 
pends entirely  upon  the  prevention  of  the  enact- 
ment of  national  compulsory  health  insurance 
legislation. 
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This  cannot  be  prevented  through  political 
manipulation.  It  is  my  considered  opinion  that, 
if  left  to  popular  vote,  this  legislation  might  pass 
today.  Certainly  the  strength  mustered  in  its 
support  at  the  National  Health  Assembly  sur- 
prised even  its  protagonists — and  was  something 
of  a shock  to  me. 

But  this  disastrous  legislation  can  be  prevent- 
ed if  the  voluntary  plans  meet  every  reasonable 
demand  for  health  insurance.  I specify  “reason- 
able demand”  because,  as  all  of  us  know  who  are 
familiar  with  the  problems  involved,  some  of  the 
demands  expressed  at  the  National  Health  As- 
sembly are  impossible  of  fulfillment  at  the  pres- 
ent time,  and  for  some  years  to  come. 

There  were  unanimously  adopted  by  the  Medi- 
cal Care  Section  seven  criteria  for  measuring  the 
effectiveness  of  prepayment  plans  in  meeting 
the  medical  care  needs  of  the  people.  I shall  dis- 
cuss only  the  more  important  of  these  as  they 
point  the  goals  which  must  be  reached  by  volun- 
tary prepayment  plans  if  they  are  to  be  consid- 
ered adequate  to  the  people’s  needs. 

The  first  criterion  is  “The  extent  to  which  a 
prepayment  plan  makes  available  to  those  it 
serves  the  whole  range  of  scientific  medicine  for 
prevention  of  disease  and  for  treatment  of  all 
types  of  illness  or  injury.”  To  meet  this  cri- 
terion. voluntary  plans  must  be  in  a position  to 
offer  as  comprehensive  a coverage  as  the  public 
demands,  regardless  of  cost.  Since  many  people 
neither  desire  so  complete  a coverage,  and  are 
unwilling  or  unable  to  pay  its  cost,  this  means 
that  plans  will  have  to  offer  more  than  one  type 
of  contract.  This  will  not  be  at  all  difficult  once 
a competent  actuarial  service  is  established.  I 
can  think  of  no  good  reason  for  limiting  the  of- 
fering of  a prepaid  medical  care  plan  to  a single 
type  of  contract.  We  must  always,  of  course, 
offer  a contract  that  is  within  the  economic 
reach  of  the  low-income  groups  who  must  bear 
all  or  part  of  its  costs.  But  these  large  union 
groups  are  demanding  a much  more  compre- 
hensive service,  and  are  willing  to  pay  for  it. 
We  simply  must  be  in  a position  to  offer  them  a 
contract  that  meets  their  requirements,  or  we 
shall  not  only  be  forced  out  of  business  but  also 
we  shall  have  compulsory  Government  health  in- 
surance as  a reality  instead  of  as  a threat. 

The  fact  that  the  fee  schedules  for  the  low- 
income  group  contracts  are  inadequate  for  the 
higher-income  contracts  need  give  no  physician 
any  concern.  It  is  quite  easy  to  arrange  a sep- 


arate fee  schedule  for  each  type  of  contract.  For 
the  higher-income  groups,  the  fees  should  be  high- 
er, and  should  correspond  to  the  fees  normally 
charged  such  groups.  The  wealthier  groups  ex- 
pect that — in  fact,  I am  sure  that  they  would 
demand  it,  because  they  do  not  want  to  be  re- 
garded as  charity  patients — and  they  are  willing 
to  pay  the  additional  premium  for  their  cov- 
erage. 

What  can  it  matter  to  the  participating  physi- 
cian whether  the  patient  pays  the  bill  from  his 
income,  or  whether  the  bill  is  paid  by  the  medi- 
cal care  plans,  so  long  as  the  amount  paid  cor- 
responds with  the  fee  customarily  charged  in 
that  income  level?  Even  if  there  is  some  objec- 
tion to  such  a procedure,  the  alternative  is  to 
lose  millions  of  potential  patients  to  employee- 
benefit  associations  and  medical  cooperatives  op- 
erating their  own  clinics  and  hospitals.  I cannot 
stress  too  strongly  the  fact  that  this  movement 
has  already  reached  the  point  where  the  medical 
profession  has  the  choice  only  of  making  a rea- 
sonable effort  to  meet  the  requirements  of  these 
large  groups  of  consumers  of  medical  care,  or  of 
watching  the  private  practice  of  medicine  in  this 
country  being  rapidly  strangled  by  either  co- 
operative or  Government  medicine.  No  other 
alternatives  are  left.  All  other  alternatives  have 
been  lost  in  the  ten  or  fifteen  wasted  years  in 
which  organized  medicine  has  pursued  an  entire- 
ly negative  course  in  dealing  with  this  social 
problem. 

The  next  point  of  the  greatest  importance  is 
that  these  large  groups  will  not  be  satisfied  with 
anything  short  of  uniform  coverage  for  their 
members  regardless  of  their  place  of  residence. 
They  simply  will  not  deal  with  51  separate  Blue 
Shield  plans.  Already  the  United  Mine  Workers, 
with  400,000  members,  have  a 10-cent  per  ton 
levy  solely  for  health  and  welfare.  As  we  assem- 
ble here,  a union  with  more  than  1,000,000  mem- 
bers is  negotiating  with  a large  industrial  cor- 
poration for  10-cent  per  hour  increase  in  wages, 
to  be  devoted  exclusively  to  a health  and  welfare 
program.  Another  union,  with  more  than  1,000,- 
000  members,  has  already  appointed  a medical 
advisory  council  to  formulate  a prepaid  health 
program  for  its  members,  to  be  paid  for  bv  a sim- 
ilar 10-cent  per  hour  raise  in  pay. 

Is  organized  medicine  guiding  and  directing 
these  programs?  It  is  NOT!  I happen  to  know 
some  of  the  members  of  this  medical  advisory 
council  of  this  gigantic  union.  I can  tell  you  that 
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they  are  openly  committed  to  Government  com- 
pulsory health  insurance.  Let  me  give  you  the 
names  of  some  of  them — Fred  Mott,  who  is  di- 
recting the  Government  medicine  program  in 
Saskatchewan ; Dean  Clark,  who  is  director  of 
H.  I.  P.  in  New  York;  Jack  Peters,  who  is  Sec- 
retary of  the  Committee  of  Physicians  for  the 
Improvement  of  Medical  Care.  I can  tell  you 
further  that  the  plan  for  the  medical  care  of 
this  large  union,  which  was  proposed  at  the  first 
meeting  of  this  medical  advisory  council,  was 
similar  to  that  of  the  Health  Insurance  Plan  of 
New  York — the  establishment  of  clinics  in  every 
center  of  this  union  population,  and  these  clinics 
to  be  operated  by  salaried  physicians.  This  As- 
sociation is  on  record  as  opposing  such  a plan  for 
medical  care. 

Why  was  not  organized  medicine  approached 
for  advice  and  counsel  in  the  establishment  of 
these  huge  programs  for  prepayment  of  medical 
care?  I'll  let  you  answer  that  question.  But 
doesn’t  it  shock  you,  doesn’t  it  give  you  a feel- 
ing of  insecurity  that  the  leadership  of  these 
great  movements,  which  will  exert  the  most  pro- 
found effect  upon  medical  practice  in  this  coun- 
try— that  the  leadership  in  these  movements  has 
slipped  from  the  grasp  of  organized  medicine? 
I can  tell  you  that  it  disturbs  me  deeply,  and 
that  I am  convinced  that  the  cause  is  lost  unless 
you  take  prompt  and  effective  action  to  regain 
control  of  medical  practice  in  this  country.  I 
say  “regain”  because  I am  afraid  you  have  al- 
ready  lost  it,  whether  you  realize  it  or  not.  And 
you  are  not  going  to  regain  it  through  the  meth- 
ods you  have  followed  during  the  past  ten  years. 

Some  three  weeks  ago  I had  a conference  with 
one  of  the  most  powerful,  if  not  the  most  power- 
ful, labor  leaders  in  the  United  States.  This  or- 
ganization, of  which  he  is  the  President,  controls 
many  labor  unions  with  millions  and  millions  of 
members.  He  has  already  started  this  movement 
for  a prenaid  medical  care  program  in  two  of  his 
largest  unions,  and  he  assured  me  that  it  would 
be  carried  on  throughout  the  labor  empire  that 
he  controls.  I am  violating  no  confidence  when 
I tell  you  that  he  exhibited  a strong  bias  against 
the  attitude  that  organized  medicine  has  dis- 
played up  to  the  present  moment.  His  closest 
welfare  advisers  made  it  very  clear  to  me  that 
they  would  deal  with  the  voluntary  non-profit 
prepayment  medical  care  plans  only  if  these 
plans  met  their  requirements  to  a reasonable  de- 
gree. They  did  not  display  an  adamant  insistence 


upon  100  per  cent  performance  at  once  but  they 
set  forth  a few  principles  upon  which  they  would 
not  compromise. 

The  two  most  important  principles  upon  which 
they  would  insist  in  full  were  uniform  coverage 
in  every  area  in  which  their  members  reside,  and 
a single  contract  with  one  labor-management 
board  regardless  of  the  number  of  individual 
medical  care  plans  which  would  be  involved  in 
providing  the  service.  There  would  be  no  nego- 
tiation with  reference  to  these  two  principles — 
we  would  have  to  accept  them  or  reject  them 
as  they  stand. 

These  gentlemen  also  made  it  clear  that  they 
were  opposed  to  indemnity  insurance  and  would 
accept  this  type  of  contract  only  as  a temporary 
expedient.  They  are  committed  to  the  principle 
of  the  service  contract. 

These  requirements  can  be  met,  and  met  eas- 
ily. But  they  cannot  be  met  so  long  as  our  vision 
is  limited  by  the  boundaries  of  the  small  areas 
in  which  we  live  and  practice  medicine.  The 
problem  is  one  of  national  scope,  and  it  cannot 
be  solved  by  State  and  County  Medical  Societies 
acting  independently.  I can  assure  you  that  you 
will  not  even  be  listened  to,  much  less  dealt  with, 
upon  any  such  basis. 

Neither  one  of  these  requirements  can  be  met, 
however,  without  the  necessary  machinery  at  the 
national  level  of  Blue  Shield  Plans.  You  know 
full  well  that  it  would  be  impossible  for  51  sep- 
arate Blue  Shield  Plans  to  get  together  around 
a table  and  agree  upon  a uniform  contract.  Even 
if  this  were  possible  in  one  case,  you  must  re- 
member that  different  groups  may  demand  dif- 
ferent degrees  of  coverage,  and  this  painful  pro- 
cess would  have  to  be  repeated  each  time  we  were 
approached  by  a national  group.  The  time  re- 
quired to  effect  such  agreement  would  defeat  us. 
These  prospective  clients  demand  an  answer  with- 
in days — not  months. 

For  these  reasons,  only  a National  Service 
Agency,  controlled  by  all  the  participating  Blue 
Shield  Plans,  can  possibly  meet  this  urgent  need. 
My  own  concept  of  such  an  agency  is  this : 

1.  It  would  be  controlled  by  a board  of  di- 
rectors elected  by  the  participating  Blue  Shield 
Plans. 

2.  It  would  underwrite  medical  care  pro- 
grams of  national  scope  ; and,  in  turn,  would  pass 
on  to  each  local  plan  concerned  the  share  of  the 
business  that  lay  within  the  area  of  that  plan. 

3.  If  any  local  plan  desired  to  accept  the  en- 
tire risk  of  additional  coverage  offered  in  any 
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contract,  it  would  be  free  to  do  so.  If,  on  the 
other  hand,  any  local  plan  declined  to  carry  the 
additional  coverage  demanded,  the  National 
Service  Agency  would  carry  the  added  risk,  and 
pay  the  local  plan  for  all  such  service  rendered. 

4.  The  National  Service  Agency  would  work 
only  through  local  plans.  It  would  write  no  con- 
tracts in  any  area  covered  by  a plan  that  did  no; 
involve  two  or  more  plans,  and  it  would  offer 
no  contract  of  itself  except  in  areas  not  covered 
by  any  Blue  Shield  Plan. 

5.  The  National  Service  Agency  would  have 
no  control  over  any  local  plan  other  than  to  see 
that  agreements  entered  into  with  subscribers 
were  carried  out. 

6.  The  existing  organization  of  Associated 
Medical  Care  Plans  would  not  be  disturbed.  The 
National  Service  Agency  would  be  an  under- 
writing organization,  and  not  one  of  control. 

As  a physician,  who  is  intensely  interested  in 
the  future  of  medicine  in  this  country,  I cannot 
see  the  slightest  danger  in  such  a project.  Each 
local  Blue  Shield  Plan  would  preserve  its  present 
degree  of  autonomy,  and  the  national  agency 
would  be  one  that  served  all  the  plans  rather 
than  one  that  controlled  all  the  plans.  And, 
don't  forget  one  thing — it  is  either  some  such 
arrangement  or  be  forced  out  of  business.  If  we 
are  going  to  be  in  a position  to  serve  these  new 
millions  of  organized  consumers  of  medical  care, 
we  had  better  announce  that  fact  right  now  and 
liquidate  our  Blue  Shield  Plans.  Sudden  death 
is  much  preferable  to  a lingering,  painful  death ; 
and  slow  death  for  us  is  certain — and  maybe  not 
so  slow  at  that — unless  we  get  in  step  with  the 
rest  of  the  country. 

I mentioned  earlier  that  straw  men  were  being 
set  up  so  that  they  could  be  knocked  down.  Per- 
haps the  largest  of  these  straw  men  is  that  this 
is  just  a scheme  for  Blue  Cross  to  gain  control 
of  medical  practice  in  this  country.  This  is  not 
only  the  largest  of  the  straw  men,  it  is  also  the 
most  fragile.  I work  just  as  closely  with  the  Blue 
Cross  Commission  as  I do  with  the  Blue  Shield 
Commission.  I have  not  seen  the  slightest  evi- 
dence of  any  desire — much  less,  intent — on  the 
part  of  the  Blue  Cross  Commission  to  exert  even 
the  slightest  control  of  the  practice  of  medicine. 
The  cry  of  “No  Merger”  has  been  raised  against 
the  two  Commissions.  I have  been  instructed 
by  the  Joint  Executive  Committee  of  the 
two  Commissions  to  state  that  merger  of 
Blue  Cross  and  Blue  Shield  has  never  been  con- 
sidered. All  that  has  ever  been  seriously  pro- 
posed is  a federation  of  the  two  groups  for  the 
single  purpose  of  promoting  the  success  of  both. 


The  leaders  in  Blue  Cross  believe,  just  as  do  the 
majority  of  leaders  in  Blue  Shield,  that  we  must 
effect  enough  cooperation  between  these  two 
great  organizations  for  us  to  offer  prepaid  medi- 
cal and  hospital  care  in  one  package.  The  public 
cannot  understand  why  they  should  be  forced 
to  join  two  different  organizations  to  protect 
themselves  against  the  cost  of  illness  — and, 
when  you  think  of  it,  it  is  hard  to  explain.  But 
joining  hands  solely  for  the  purpose  of  offering 
prepaid  health  protection  in  one  unit  is  a far 
cry  from  merging  the  two  organizations  under 
single  control. 

I beg  of  you  not  to  be  misled  by  any  such 
vicious  propaganda.  So  long  as  I remain  in  this 
position  I shall  defend  medical  practice  just  as 
zealously  as  I uphold  the  principles  of  Blue 
Cross.  If  there  were  any  real  areas  of  conflict 
„ between  these  two  organizations,  I would  certain- 
ly discover  them  at  once ; and  I can  find  none. 

You  did  me  the  great  honor  last  year  of  invit- 
ing me  to  address  you  at  Atlantic  City.  I spoke 
to  you  very  frankly  at  that  time,  pointing  out 
the  dangers  to  American  medicine  from  within. 
That  the  majority  of  you  approved  my  remarks, 
and  believed  in  my  complete  devotion  to  our 
medical  profession,  is  indicated  by  the  fact  that 
you  have  again  invited  me.  I doubly  appreciate 
this  present  honor;  and  I am  again  forcibly  re- 
minded of  my  great  responsibility  to  the  medi- 
cal profession.  I shall  not,  in  the  slightest,  shirk 
this  responsibility  nor  shall  I ever  compromise 
with  my  obligation  to  American  medicine. 

But  my  heart  grows  heavy  as  I see  the  in- 
difference of  many  physicians  to  the  threat  to 
freedom  in  medicine  that  is  becoming  more  men- 
acing each  day ; and  as  I encounter  file  petty, 
selfish  greed  of  a few  physicians  who  had  rather 
see  the  entire  structure  of  American  medicine 
wrecked  than  to  concede  one  small  personal  ad- 
vantage in  the  general  interest. 

If  we  get  socialized  medicine  in  this  country, 
it  will  be  organized  medicine,  and  only  organized 
medicine,  that  has  brought  this  curse  upon  us. 
We,  as  physicians,  will  have  only  ourselves  to 
blame.  If  I were  among  the  group  that  wants 
socialized  medicine  in  this  country — if  I were 
Channing  Frothingham,  or  Ernst  Boaz,  or  Jack 
Peters,  or  Michael  Davis,  or  Isidor  Falk  - — I 
would  not  exhaust  much  energy  in  making  a 
great  personal  effort — I would  relax  and  let  or- 
ganized medicine  do  the  job  for  me.  All  that  is 
necessary  to  bring  socialized  medicine  to  this 
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country  within  a very  short  time  is  for  organ- 
ized medicine  to  pursue  the  same  course  that  it 
has  pursued  for  the  past  ten  years. 

The  demand  for  more  comprehensive  medical 
care,  and  for  an  effective  means  of  budgeting-  its 
costs,  has  grown,  within  ten  years,  from  a whis- 
per to  a roar.  Our  people  will  not  be  denied 
much  longer.  If  the  medical  profession  does  not 
at  once  assume  the  leadership,  if  it  does  not  at 
once  cease  its  double  talk  and  double  dealing 
with  the  voluntary  non-profit  prepayment  plans, 
and  throw  its  influence  squarely  and  honestly 
behind  these  plans,  we  are  going  to  have  com- 
pulsory government  health  insurance  in  this 
country  within  three  years. 

I give  free  medicine  a lease  on  life  of  three 
years  solely  because  other  heavy  financial  com- 
mitments of  the  Government  will  preclude  the 
assumption  of  the  additional  burden  of  compul- 
sory health  insurance.  The  Marshall  Plan  and 
the  rearmament  program  will  keep  the  Govern- 
ment, and  the  taxpayers,  strapped  for  the  next 
few  years.  But,  within  three  to  five  years — and 
I think  it  will  be  nearer  three — either  these 
measures  to  restore  peace  will  have  been  success- 
fid,  or  we  shall  again  be  in  a war.  I believe  we 
shall  have  peace;  and  just  as  soon  as  the  tax- 
payer is  relieved  from  this  terrific  burden  of  his 
investment  in  peace,  you  may  be  sure  the  politi- 
cians will  be  ready  to  impose  upon  him  the 
burden  of  a compulsory  health  insurance  pro- 
gram— that  is,  unless  by  that  time  we  have  dem- 
onstrated that  voluntary  health  insurance  is  a 
completely  satisfactory  answer  to  the  problem. 
And  I would  emphasize  further  that,  if  we  start 
right  now,  it  will  take  at  least  two  years  to  effect 
an  organization  that  can  do  this  job.  We  cannot 
afford  to  waste  any  more  time  in  fruitless  dis- 
cussions that  lead  us  nowhere.  We  must  decide 
right  now  whether  we  are  going  to  unite  in  this 
effort ; and,  if  we  are,  we  must  cease  all  delaying 
and  obstructive  tactics. 

Don’t  be  lulled  into  a sense  of  security  by 
such  able  studies  on  socialized  medicine  as  have 
been  made  by  the  Brookings  Institution,  and  the 
National  Industrial  Conference  Board,  and  other 
capable  agencies  such  as  these.  Of  course,  every 
thinking  person  is  convinced  that  socialized 
medicine  would  be  a great  mistake — a costly  mis- 
take both  in  money  and  in  health.  But  this  issue 
will  not  be  decided  by  wisdom.  It  will  be  decided 


entirely  by  emotion.  Like  President  Coolidge’s 
preacher,  who  was  “agin  sin”,  everyone  is 
against  sickness  and  death.  Only  a small  minor- 
ity of  our  people  can  understand  the  dangers  of 
socialized  medicine — all  they  know  is  that  they 
want  everyone  to  have  good  medical  care,  and 
they  are  not  capable  of  choosing  between  the 
various  ways  in  which  medical  care  can  be  better 
distributed.  Only  a “fait  accompli”  will  con- 
vince them — and  so  we  have  only  a short  time 
in  which  to  show  them  an  accomplished  fact. 

It  is  useless  for  the  medical  profession  to  un- 
dertake the  education  of  our  people  to  the  dan- 
gers of  socialized  medicine.  Our  public  relations 
have  been  so  miserable  in  the  past  few  years  that 
a majority  of  our  people  suspect  us  of  having 
only  a selfish,  personal  interest  in  this  question. 
I honestly  believe  that  the  medical  profession 
does  more  harm  than  good  when  it  attempts  to 
decry  socialized  medicine — our  motives  are  too 
suspect. 

Don't  be  misled  with  such  absurdities  as  the 
assurance  that  the  Government  cannot  make  you 
practice  medicine  if  you  do  not  want  to.  You 
see  what  has  happened  in  England.  The  mem- 
bers of  the  British  Medical  Association  voted 
at  first  to  have  nothing  to  do  with  government 
medicine.  The  majority  was  heavy — 80  per  cent 
pledging  themselves  to  remain  outside  the  Gov- 
ernment plan.  But,  as  the  deadline  for  partici- 
pation approached,  British  physicians  by  a small 
majority,  voted  to  accept  the  government  plan. 

How  long  can  you  hold  out  in  a strike  against 
the  Government  ? How  many  of  you  could  stick 
it  a year  with  no  income?  And  how  many 
of  you  would  stick  it  if  you  saw  a minority 
group  collecting  all  the  gravy?  You  are  trained 
in  medicine.  How  many  of  you  would  be  willing 
to  forsake  medicine  and  embark  upon  another 
career  ? 

Don't  let  anyone  fool  you!  If  Government 
medicine  comes,  90  per  cent  of  you  will  be  forced 
by  circumstances  to  accept  it,  no  matter  how  bit- 
ter a pill  it  will  be  for  you  to  swallow.  So,  the 
only  way  to  prevent  this  tragedy  is  to  stop  it 
before  it  arrives — there  is  little  you  can  do  about 
it  after  it  comes.  The  medical  profession  can 
prevent  this  tragedy,  but  only  by  positive  action 
that  will  meet  the  reasonable  demands  of  these 
large  groups.  Consistently  negative  action  has 
brought  us  to  this  critical  juncture,  and  has 
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played  directly  into  the  hands  of  the  enemies 
of  free  medicine.  Time  is  running  against  us. 
We  can  not  longer  delay. 

This  convention,  which  is  about  to  open,  prom- 
ises to  be  the  most  important  in  the  hundred 
years  of  existence  of  the  American  Medical  As- 
sociation. The  great  work  of  the  past  hundred 
years  can  be  undone  over  night  by  unwise  action 


during  this  week.  I beg  of  you  to  weigh  care- 
fully the  issues  that  will  be  presented.  I ask  you 
to  weigh  them  in  the  light  of  the  events  of  the 
past  few  weeks.  I am  as  crtain  as  I am  that  I 
stand  here  that,  if  this  convention  fails  to  en- 
courage and  support  the  expansion  of  the  Blue 
Shield  movement,  the  death  knell  of  free  medi- 
cine in  this  country  will  have  been  sounded. 


Health  Activities 


THE  HEALTH  ACTIVITIES  BOARD  of 
the  Association  has  a full  program  of  work  for 
the  county  societies  for  the  current  year.  All 
phases  of'  its  program  are  now  under  way.  THE 
BOARD  serves  as  the  public  health  and  public 
relations  medium  for  the  association. 

HEALTH  COUNCILS 

A foremost  project  of  THE  BOARD  is  the 
formation  of  Health  Councils  in  each  of  the  14 
counties  of  the  state.  A Health  Council  is  to  be 
comprised  of  professional  and  lay  members  of 
the  community  who  are  particularly  interested  in 
the  health  problems  of  their  own  locality.  The 
Council  will  also  serve  as  a clearing  house  for 
the  various  drives  for  funds  for  the  various 
health  causes. 

Mohave  County  Medical  Society  has  formed  a 
Health  Council  at  Kingman  which  is  now  pro- 
ceeding “full  steam  ahead”  in  local  health  mat- 
ters. The  Council  met  for  the  first  time  on  May 
11  with  fifteen  in  attendance.  It  lias  convened 
monthly  since,  the  membership  on  the  Council 
now  totaling  40 ! The  Council  is  fully  organized 
with  its  panel  of  officers  and  committees. 

Local  health  matters  handled  to  date  are : a 
rabies  situation,  exceedingly  dangerous  because 
of  stray  dogs.  As  a result  of  the  work  of  the 
Council,  Kingman  has  now  established  a dog 
pound  and  a veterinarian  is  to  be  brought  in  at 
periodic  intervals  to  vaccinate  family  pets  and 
keep  the  situation  under  control. 

Pasteurized  milk  will  soon  be  the  rule  and  not 
the  exception,  as  at  present,  at  Kingman.  The 
Health  Council  is  studying  milk  codes  and  the 
adoption  of  a Milk  Ordinance  for  Kingman  is 
imminent. 

Better  disposal  and  drinking  water  facilities 
at  the  grammar  school  are  being  installed  as  a 
result  of  Council  recommendations.  The  King- 
man  Health  Council  is  also  putting  on  an  ‘ alive  ’ ’ 
public  health  program.  They  will  have  a booth 


at  the  County  Fair  in  September  with  simple  ex- 
hibits from  the  American  Medical  Association. 
Pamphlets  will  be  distributed  from  the  booth 
and  films  will  be  shown  on  Polio.  Upon  termina- 
tion of  the  Fair,  the  Council  plans  to  move  its 
exhibit  into  the  High  School  for  a few  days’ 
additional  showing. 

Yuma  Society  has  its  health  council  formed, 
with  Maricopa,  Pima  and  others  ready  to  get 
under  way  during  the  late  fall. 

HEALTH  ACTIVITIES  BULLETIN 

Beginning  with  mid-September,  the  HEALTH 
ACTIVITIES  BOARD  will  begin  the  publica- 
tion of  its  Bulletin,  a 24  page  publication  to  ap- 
pear four  times  during  the  current  year,  with 
an  initial  circulation  of  5,000.  The  September 
issue  will  be  devoted  to  child  health  and  will 
feature  articles  by  Dr.  W.  W.  Bauer  of  the 
American  Medical  Association,  and  by  Dr.  Fred 
V.  Hein  of  the  same  organization.  Dr.  Bauer’s 
article  will  be  entitled  “Who  Trains  Your 
Child?”  and  Dr.  Hein’s,  “Physical  Education 
in  the  Modern  School.”  Mr.  J.  J.  Clark,  Super- 
intendent, of  the  Osborn  School  systems  of  Phoe- 
nix, will  be  guest  editorialist,  writing  on  “The 
Run  of-the-Mill  Health  Problems  of  the  Gram- 
mar School.”  There  will  be  a symposium  on 
child  health  with  eight  or  ten  pediatricians  and 
general  practitioners  participating.  Miss  Lydia 
Potthoff,  R.  N.,  will  have  an  article  on  “Health 
Problems  in  the  High  School  as  the  School  Nurse 
Finds  Them.  ’ ’ The  December  issue  of  the 
BULLETIN  will  be  devoted  to  such  health  serv- 
ices as  Blue  Shield,  Blue  Cross,  Health  Councils, 
Allied  Health  Agencies,  and  the  like.  The  two 
remaining  issues  will  be  devoted  to  “His 
Health,”  featuring  diseases  or  ailments  common 
to  the  “male  of  the  species,”  special  circulation 
of  the  number  to  be  among  service  clubs.  The 
fourth  issue  will  be  devoted  to  “Her  Health,” 
featuring  ailments  common  to  the  “female  of 
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the  species,”  with  special  distribution  to  be 
among  Woman’s  organizations.  The  BULLE- 
TIN will  be  supported  by  advertising.  The  goal 
is  a state-wide  alertness  to  health. 

‘‘KNOW  YOUR  M.  I). ” 

The  above  is  the  title  of  a pamphlet  being  pre- 
pared by  the  BOARD  for  fall  release  - — late 
October.  This  publication  will  set  forth  the  in- 
gredients that  go  into  the  making  of  a doctor 
of  medicine  and  surgery.  The  physician's  educa- 
tion, his  licensure,  his  fields  of  practice  includ- 
ing the  specialties,  his  ethics  ...  all  facets  of 
Ids  practice  will  be  covered  in  an  attractive 
pamphlet  designed  for  distribution  from  the 
physician’s  office.  The  pamphlet  will  carry  no 
advertising. 

PRESS  PROGRAM 

A weekly  column  in  the  Phoenix  daily  of  wid- 
est state  circulation  will  be  under  way  as  soon 
as  the  editor  in  charge  returns  from  vacation. 
The  column  will  be  titled:  ‘‘TO  YOUR 

HEALTH”  and  the  releases  supplied  by  physi- 
cians state-wide.  Each  subject  is  to  be  of  local 
and  timely  interest.  A similar  press  program  is 
being  set  up  with  the  Tucson  press.  The  smaller 
dailies  and  leading  weeklies  will  be  brought  into 
this  program  as  the  year  advances. 

RADIO  BROADCASTS 
For  several  years  past,  the  Association,  first 
through  its  former  Committee  on  Public  Health 
Education  and  now  through  its  stream-lined 
HEALTH  ACTIVITIES  BOARD , has  conduct- 
ed a weekly  broadcast  over  the  ABS  network 
(7  stations).  It  has  been  the  custom  to  secure 
these  transcribed  programs  from  the  American 
Medical  Association  whose  service  in  this  respect 


is  the  finest.  The  current  series  is  entitled — - 
“EVERY  DAY  HEALTH  PROBLEMS.” 
There  has  always  been  a sound  public  response 
to  these  broadcasts  which  go  on  the  air  as  “THE 
MEDICAL  QUARTER  HOUR”  — broadcasts 
“IN  THE  INTEREST  OF  YOUR  HEALTH” 
— the  slogan  of  the  BOARD.  Participation  in 
an  American  Medical  Association  nation-wide 
broadcast  will  be  announced  at  a later  date  when 
the  A.M.A.  has  the  details  ready  for  release. 

COMMUNITY  HEALTH  SHOWS 

The  BOARD  is  advocating  a Community 
Health  Show  for  each  ot  the  14  counties  of  the 
state  during  the  current  year.  Mohave  Society 
is  leading  off  with  its  health  display  during  the 
County  Fair  early  in  September.  The  Central 
Office  will  secure  the  exhibits,  pamphlets,  films 
and  other  accouterments  for  these  shows,  fairs, 
or  programs  as  they  are  designated  locally.  The 
“shows”  are  to  be  practical,  simple  and  of  ap- 
peal to  the  public  without  cost  to  them.  The 
idea  is  catching  on  and  the  14  county  societies 
will,  no  doubt,  set  up  their  respective  shows 
diming  the  year.  A state-wide  Health  Activities 
Conference  is  being  planned  for  January  at 
Phoenix. 

SUMMARY 

The  HEALTH  ACTIVITIES  BOARD,  new- 
ly created  in  1947  and  amalgamating  the  various 
association  committees  on  public  health  and  pub- 
lic relations,  is  assured  of  success  in  this  ex- 
tensive program  as  the  14  county  societies  are 
supporting  it  with  their  professional  “might 
and  main.”  Truly,  these  programs  are  “ IN  THE 
INTEREST  OF  YOUR  HEALTH”  so  far  as 
the  public  is  concerned. 


IMPORTANT  NOTICE 

Arizona  Med  ical  Journal 

Due  to  the  rapid  growth  of  Arizona,  added  interest  shown  by  the  medical  pro- 
fession and  increase  in  circulation  of  the  Medicine  Journal,  the  Editing  and  Pub- 
lishing Committee  have  decided  to  release  the  Journal  monthly  instead  of  bi-month- 
ly. The  Editing  Board  has  increased  the  number  of  associate  editors,  whereby  they 
will  supply  sufficient  material  to  warrant  this  change.  This  change  will  become 
effective  January,  1949. 
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For  the  treatment  of  the  spastic  colon  the  author 

suggests  diet,  elimination  of  the  nervous  element 

and  “bulk  producers.”  As  examples  of  these  he 

lists  “agar-agar,  in  finely  powdered  form,  in  flakes,  or  in 

cereal-like  form;  derivatives  of  psyllium  seed, 

such  as  Metamucil 


— “encourages  elimination  by  the  formation  of  a 
soft,  plastic,  water-retaining  gelatinous  residue 
in  the  lower  bowel. ”f 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


S EARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Metamucil  is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
*Glafke,  W.  H Spastic  Colon,  M.  Clin.  North  America  26:805  (May)  1942. 

t Council  on  Pharmacy  and  Chemistry:  New  and  Nonofficial  Remedies,  1947 . Philadelphia, 
J . P.  Lippincott  Company,  1947,  p.  320. 


A \< i zona  Medici nf; 


September,  1948 


"Conditioned”  for  a 

THREE-ROUND  FIGHT 


Three  shots  of  Dip-Pert-Tet*— that’s  all 
it  takes  to  condition  any  young  hopeful 
with  sound  immunity  to  diphtheria,  per- 
tussis and  tetanus.  Formerly  called 
D-P-T,  Cutter’s  combined  vaccine  offers 
these  definite  advantages: 

1.  Diphtheria  and  tetanus  toxoids  so 
purified  that  each  cc.  contains  well 
over  the  standard"one  human  dose”... 

2.  Phase  I pertussis  organisms,  grown 
on  human  blood  media  to  maintain  a 
vaccine  of  concentrated  high  antigen- 
icity and  low  reactivity... 

3.  A choice  of  products  — Dip-Pert-Tet 
Plain,  the  unprecipitated  antigens— or 
Dip-Pert-Tet  Alhydrox,  adsorbed  with 
aluminum  hydroxide. 

Dip-Pert-Tet  Alhydrox,  in  contrast  to 
alum  precipitated  vaccines,  maintains 
higher  antitoxin  levels  longer,  and 


the  more  normal  pH  lessens  pain  on 
injection.  Side  reactions  are  cut  to 
the  minimum — sterile  abscesses  and 
persistent  nodules  are  almost  non- 
existent. 

Ask  your  pharmacist  for  Dip-Pert-Tet— 
by  name. 

Supplies  of  Dip-Pert-Tet  are  still  short  of  the 
overwhelming  demand  — but  with  constantly  in- 
creasing production,  Cutter  has  every  hope  of 
meeting  your  needs. 

Dip-Pert-Tet  Cutter 

*(  Combined  tetanus  and  diphtheria 
toxoids  with  H.  pertussis  vaccine) 


Fine  Biotogicals  and 
Pharmaceutical  Specialties 


CUTTER  LABORATORIES  • Berkeley  1,  Calif. 
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Editorial* 


Vagotomy 

The  great  majority  of  peptic  ulcers,  especially 
of  duodenal  ulcers,  should  be  able  to  be  managed 
adequately  on  a medical  regime. 

From  time  to  time  new  surgical  methods  for 
the  treatment  of  peptic  ulcer  are  advocated. 
Enthusiasm  in  the  initial  phases  of  the  treat- 
ments have  had  to  be  tempered  by  the  realiza- 
tion that  the  results  were  not  as  anticipated  a 
few  months  or  years  following  such  treatment. 
Thus  pyloroplasty  and  gastroenterostomy  were 
tried  and  found  wanting  only  after  many  years 
of  utilization  of  them  in  treatment,  and  after 
overcoming  the  enthusiastic  bias  of  some  sur- 
geons. Subtotal  gastrectomy  lias  been  utilized 
with  far  greater  efficacy  than  any  other  surgical 
procedure  so  far  advocated. 

Lester  Dragstedt  ’s  work  on  section  of  the  vagi 
nerves  has  shown  that  by  interruption  of  cen- 
tral neural  control  there  is  diminished  gastro- 
spasm  and  reduction  of  gastric  acidity  in  the 
stomach.  At  the  expense  of  improvement  in 
these  troublesome  features  more  or  less  constant- 
ly present  in  peptic  ulcer,  dilatation  of  the  stom- 
ach and  retension  of  gastric  secretion  and  food 
remnants  may  occur  following  the  nerve  section. 

In  dogs  in  which  gastric  neurectomy  has  been 
performed,  within  a space  of  two  years  there 


has  been  restoration  of  pre-operative  gastric 
acidity  levels  and  normal  gastric  motility.  It 
is  not  conclusively  proven  that  such  may  not 
be  the  case  in  humans. 

The  enthusiastic  early  reception  of  vagotomy 
as  a treatment  for  ulcer  is  only  now  beginning 
to  be  moderated  by  realization  that  it,  along 
with  all  other  surgical  procedures,  may  be  fol- 
lowed by  failures.  What  the  ultimate  percentage 
of  failure  will  be,  still  cannot  be  predicted.  Re- 
current, ulceration  may  occur  after  vagotomy. 
Dr.  Waltman  Walters  of  the  Mayo  Clinic  has 
reported  five  proven  recurrent  ulcerations  in 
seventy-seven  of  his  cases.1  In  addition  to  sim- 
ple recurrent  ulceration  there  have  been  further 
complications  of  perforations  and  hemorrhages 
of  recurrent  ulcers.  In  other  cases  patients  have 
suffered  with  belching  of  foul-smelling  gas,  full- 
ness, bloating  after  meals,  nausea  and  diarrhea 
in  some  instances.  Prolonged  motor  disturb- 
ances have  occurred  in  some,  and  even  incon- 
stant post-operative  reduction  of  acidity. 

Until  such  a time  as  accurate  statistical  proof 
of  the  true  permanent  value  of  vagotomy  in  pep- 
tic ulcer  is  available  from  the  large  research  cen- 
ters the  most  sound  treatment  in  the  patient 
requiring  surgery  is  by  means  of  subtotal  gas- 
trectomy. 

(1)  Personal  communication  to  the  author. 


A.  M.  A.  GOLF  TOURNAMENT 
In  the  annual  Golf  Tournament  of  the  Ameri- 
can Medical  Association  held  in  Chicago  during 
the  June  meeting,  Dr.  E.  P.  Palmer,  Jr.,  of  Phoe- 
nix won  the  18  hole  event  and  the  Golden  State 
Trophy  with  a score  of  75.  Dr.  Duke  Gaskins, 
also  of  Phoenix,  was  the  runner-up  and  winner 
of  the  Ben  Thomas  Trophy  with  a score  of  80. 


Dr.  C.  R.  K.  Swetnam 

DIED  AUGUST  6,  1948 

WHEREAS,  God  in  Hi.s  infinite  wisdom  has 
seen  fit  to  call  to  a higher  sphere  of  usefulness. 
Dr.  Charles  Randolph  Keith  Swetnam,  one  of 
our  most  highly  esteemed  colleagues,  and, 
WHEREAS,  Dr.  Swetnam  was  a member  and 
past  president  of  this  Society,  a member  and 
past  president  of  the  Arizona  State  Medical  As- 
sociation, a member  and  past  president  of  the 
Prescott  Community  Hospital  Staff,  a member 
of  the  American  Otological  Society  and  a Fel- 
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LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D. 

: Announcing  the  association  of  Du.  cJames  H.  West 
formerly  o(  Dus.  Osmond  and  West 
of  Cleveland , Ohio 

'.'ail——  11  - _ T— 

EMPHASIS  ON  ONCOLOGY 


721  North  4th  Ave. 

TUCSON,  ARIZONA 
Telephone  3671 


c ANNOUNCING 

a 

DEPARTMENT  OF  ELECTROENCEPHALOGRAPHY 

As  a valuable  addition  to  our  diagnostic  procedures. 

Grass  equipment  has  been  installed  and 
Dr.  John  R.  Green  is  available  as  Consultant  Interpretor. 


W.  WARNER  WATKINS,  M.  D„  Director 
R.  LEE  FOSTER,  M.  D„  Radiologist 
DOUGLAS  D.  GAIN,  M.  D.,  Radiologist 
JAMES  G.  DAVIS,  M.  D.,  Radiologist 
THOMAS  T.  FROST,  M.  D„  Pathologist 


Pathological  Laboratory 

507  Professional  Building 
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low  of  the  American  College  of  Surgeons,  and, 
WHEREAS,  His  Christian  fortitude  charac- 
terized him  as  an  exemplary  citizen  and  devout 
communicant  and  vestryman  of  the  Episcopal 
Church,  his  unfailing  loyalty  to  Christian  knight- 
hood found  him  so  recently  Past  Grand  Com- 
mander of  Knights  Templar  in  Arizona,  and, 
WHEREAS,  He  gave  unstintingly  of  his  time 
and  skill  to  aid  the  health  and  hearing  of  Yava- 
pai County  children, 

THEREFORE,  Be  it  resolved: 

That  in  the  death  of  Dr.  C.  R.  K.  Swetnam, 
the  Yavapai  County  Medical  Society  has  lost  an 
active  and  able  member,  a capable  surgeon;  and 
be  it  further  resolved, 

That  the  secretary  be  instructed  to  spread 
these  resolutions  on  the  Minutes  of  the  Society, 
and  that  a copy  be  sent  to  relatives  of  the  de- 
ceased and  copies  furnished  the  local  press, 
Arizona  Medicine,  the  American  Medical  Associ- 
ation and  the  American  College  of  Surgeons. 

For  the  Society — 

ROBERT  N.  LOONEY,  M.  D. 
ERNEST  A.  BORN,  M.  D., 

C.  E.  YOUNT,  M.  D. 

Committee 


A.M.A.  MEMBERSHIP  AND 
FELLOWSHIP 

Every  member  in  good  standing  in  the  con- 
stituent medical  association  of  the  state  in  which 
he  is  engaged  in  practice  whose  name  is  offi- 
cially reported  to  the  Secretary  of  the  American 
Medical  Association  for  enrollment  becomes 
automatically  a Member  of  the  American  Medical 
Association  and  is  not  called  on,  as  such,  to  pay 
any  dues  or  to  contribute  financially  to  the  As- 
sociation. 

Members  of  the  American  Medical  Association 
who  graduated  at  recognized  medical  schools  are 
eligible  to  apply  for  Fellowship. 

To  qualify  as  a Fellow,  a Member  in  good 
standing  is  required  to  make  formal  application 
for  Fellowship,  to  pay  Fellowship  dues  and  to 
subscribe  for  The  Journal.  Applications  must  be 
approved  by  the  Judicial  Council.  Fellowship 
dues  and  subscription  to  The  Journal  are  both 
included  in  the  one  annual  payment  of  $12.00, 
which  is  the  cost  of  The  Journal  to  subscribers 
who  are  not  Fellows. 

Only  those  Members  who  qualify  as  Fellows 
are  eligible  for  election  as  officers,  may  serve  as 
members  of  the  House  of  Delegates,  may  regis- 
ter at  the  annual  sessions  of  the  Association  or 
may  participate  in  the  work  of  its  scientific 
sections. 


Members  of  constituent  state  medical  associa- 
tions pay  dues  to  those  bodies,  but  as  Members 
they  pay  nothing  to  the  American  Medical  As- 
sociation. Fellows  pay  dues  and  subscription  to 
The  Journal  in  the  sum  of  $12.00  a year,  which 
has  nothing  to  do  with  county  or  state  dues. 

According  to  an  amendment  to  the  By-Laws 
of  the  American  Medical  Association,  no  physi- 
cian may  be  officially  recorded  as  a Member  of 
the  American  Medical  Association  except  on  the 
basis  of  membership  in  one  constituent  state 
medical  association  and  that  one  the  association 
of  the  state  in  which  the  physician  concerned 
maintains  legal  residence  and  engages  in  the 
practice  of  medicine. 

Reprinted  from  Los  Angeles  County  Bulletin. 


SPECIAL  BULLETIN  FROM  STATE  DE- 
PARTMENT OF  PUBLIC  HEALTH 

There’s  a big  discrepancy  in  the  number  of 
cases  of  poliomyelitis  reported  to  the  State 
Department  of  Public  Health  and  those  actually 
occurring.  A recent  survey  made  by  Dr.  J.  P. 
Ward,  Director  of  the  State  Department  of  Pub- 
lic Health,  showed  that  forty-eight  cases  had 
been  reported  to  the  State  Department  since  the 
first  of  January  of  this  year,  while  a check  of 
hospitals  and  other  organizations  showed  that 
actually  there  had  been  sixty-three  known  cases 
of  this  disease.  Doctors  are  asked  to  report  their 
cases  of  poliomyelitis  promptly  to  the  State 
Department.  It  is  only  by  this  way  that  a true 
picture  of  the  poliomyelitis  situation  in  Arizona 
can  be  seen. 

Many  doctors  have  been  very  slack  in  report- 
ing their  cases  of  infectious  disease.  This  is  a 
reflection  on  the  medical  profession  as  they 
should  not  allow  the  newspapers  to  find  out 
and  report  to  the  public  cases  of  these  diseases 
before  they  are  reported  to  the  official  agencies. 
The  State  Department  of  Public  Health  wants  to 
assist  the  physicians  in  keeping  down  infectious 
diseases  in  Arizona,  but  this  cannot  be  done  un- 
less the  physicians  do  their  part  by  reporting 
these  cases  early. 


SUNNYSLOPE  DRUG  STORE 

Ethical  Pharmacists 

A Complete  Line  of  Ampuls,  Biologicals, 
and  Prescription  Stock 

PURITY  JJ  ACCURACY 

N.  7th  Street  and  Dunlap 
Phone  5-2062  Sunnyslope,  Arizona 
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(Report  o/  Jbe legate 

House  of  Delegates,  American  Medical 
Association,  June  21  -25,  1948 


For  a period  of  several  days  preceding  the 
opening  of  the  annual  scientific  and  technical 
portions  of  the  American  Medical  Association 
Convention,  several  national  societies  of  spe- 
cialists, concerned  with  different  aspects  of 
medicine,  met  for  special  programs.  The  Board 
of  Trustees,  the  Officers,  and  the  many  Councils 
and  Committees  met  also  to  consider  matters 
of  concern  to  each  group,  in  order  to  expedite 
the  work  of  the  House  of  Delegates. 

At  this  session  of  the  House,  the  Judicial 
Council  presented  a revised  "Code  of  Ethics" 
to  guide  the  moral  thinking  and  the  spirit  of 
practice  of  American  physicians.  This  new  Code 
was  adopted  with  miner  changes.  Culminating 
two  years’  work  also  on  ihe  part  of  a spec.al 
committee,  a new  Constitution  and  By-Laws  for 
the  A.  M.  A.  was  worked  over  paragraph  by 
paiagraph  and  adopted  on  motions  duly  made, 
seconded  and  carried.  A copy  of  the  revised 
Constitution  and  By-Laws  will  be  published 
after  a Committee  appointed  to  edit  them  has 
submitted  its  report. 

During  the  sessions  of  the  House,  several  dis- 
tinguished visitors  were  invited  to  the  rostrum. 
Among  these  gentlemen  were:  Dr.  Ol.n  West, 
former  Secretary  for  the  A.  M.  A.  tor  many 
years;  Rear  Admiral  C.  A.  Swanson  (MC), 
U.  S.  N. ; Dr.  R.  Scott  Stevenson,  London,  Eng- 
land, representing  the  British  Medical  Associa- 
tion; Dr.  H.  B.  Washburn,  St.  Paul,  Minn., 
President  of  the  American  Dental  Association, 
and  Dr.  Paul  Hawley,  now  associated  with  the 
Blue  Cross  - Blue  Shield  organizations.  The  ad- 
dresses of  these  gentlemen  are  printed  in  the 
July  3 edition  of  the  A.  M.  A.  Journal,  and  are 
available  to  each  member  who  desires  to  read 
them. 

An  unusually  large  number  of  resolutions 
were  introduced  into  this  session  of  the  House 
of  Delegates.  Consideration  was  given  to  the 
various  prepayment  plans  for  hospitalization  and 
medical  care,  the  veterans’  care  problems,  vet- 
eran administration  policies  for  veteran  care 
and  hospitalization,  the  practice  of  medicine  by 
hospitals,  questions  involved  in  cooperation  with 
the  American  Red  Cross  in  its  proposed  nation- 
wide blood  bank  system,  the  training,  distribu- 
tion and  allocation  of  internes  and  residents,  the 
creation  of  a new  Council  on  Rural  Health,  the 
continued  expansion  of  glorification  and  right- 
ful place  in  American  Medical  Practice  of  the 
General  Practitioner,  and  several  State  Resolu- 
tions, including-  one  from  Arizona,  which  dis- 
cussed the  cancellation  of  Blue  Cross  coverage 
of  the  employees  of  the  A.  M.  A. 

Specifically,  a short  discussion  in  this  report 
of  the  actions  taken  by  the  House  of  Delegates 


will  be  of  interest  to  our  members.  Let  it  be 
stated  that  the  House  acts  upon  these  problems 
only  after  all  matters  introduced  for  considera- 
tion has  been  handed  to  one  of  the  Reference 
Committees.  The  Committees  hold  hearings  for 
discussion,  debate  and  opinion  by  any  interested 
physician,  in  order  to  bring  to  the  House  their 
recommendations,  based  upon  thorough  analy- 
sis. In  this  manner,  the  system  employed  by  the 
House  in  its  organization  and  operation  tend  to 
avoid  hasty  actions  based  on  insufficient  or 
inaccurate  information. 

The  House  re-iterated  its  policy  of  request- 
ing its  Speaker  to  name  the  Reference  Commit- 
tees for  each  Session  at  least  one  month  in  ad- 
vance. Each  constituent  state  association  is 
therefore  asked  to  amend  its  by-laws  so  that  the 
term  of  its  delegate  or  delegates  will  begin  on 
January  1 each  year  following  their  own  annual 
meeting.  This  action  is  recommended,  so  that 
the  Speaker  will  have  available  a complete  list 
of  the  delegates  and  alternates  for  selection  on 
the  Reference  Committees. 

The  House  expressed  the  following  attitude 
toward  insurance  coverage  for  the  A.  M.  A.  em- 
ployees : It  recommended  that  every  sincere 

effort  be  made,  on  the  part  of  the  General  Man 
ager  and  the  Board  of  Trustees,  to  procure  in- 
surance coverage  through  existing  Blue  Cross 
and  Blue  Shield  local  organizations  at  the  ex- 
piration of  the  present  contract  with  a commer- 
cial carrier. 

In  the  matter  of  a new  Council,  it  directed 
the  Board  of  Trustees  to  create  a Council  on  Ru- 
ral Health,  with  the  employment  of  a field  sec- 
retary, thus  divorcing  the  previously  existant 
Committee  on  Rural  Health  from  its  first  parent, 
the  Council  on  Medical  Service. 

With  reference  to  the  Red  Cross  blood  bank 
program,  the  House  indicated  that  no  change 
was  to  be  made  in  the  "approval  in  principle" 
of  this  project  as  adopted  in  Atlantic  City  one 
year  ago  at  the  1947  session,  and  again  at  the 
Cleveland  session,  January,  1948.  This  approval 
was  again  affirmed  because  of  the  possibility  of 
a national  emergency  in  the  near  future  during 
which  large  amounts  of  blood  would  be  needed, 
and  because  of  the  place  of  the  American  Red 
Cross  in  all  disaster  relief  programs.  However, 
this  "approval  in  principle"  was  not  a one-way 
ticket  for  the  Red  Cross  to  go  ahead  and  estab- 
lish blood  banks  wherever  and  whenever  it 
pleased,  under  its  individual  initiative  and  ad- 
ministration, because  the  House  had  this  to  say 
to  the  Red  Cross;  "That  we  would  discourage 
your  interference  in  localities,  by  the  establish- 
ment of  another  Blood  Bank,  in  competition 
with  medically  supervised  banks  now  operating 
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efficiently  and  adequately  to  meet,  existing 
needs.”  Furthermore,  our  “approval  in  prin- 
ciple” also  implies 

1.  “that  your  blood  bank  locally  must  be 
under  the  control  of  the  County  Medical 
Society.  ” 

2.  “The  local  County  Medical  Society  must 
be  the  initial  contact  in  contemplation  of 
inauguration  of  a new  blood  bank.” 

3.  “No  publicity  or  news  releases  can  be 
given  to  this  project,  except  by  mutual 
consent  of  the  County  Medical  Society  and 
the  Red  Cross.” 

4.  “Any  differences  of  opinion  in  the  estab- 
lishment. or  operation  of  a Red  Cross  blood 
bank  in  either  administration  or  technical 
detail  shall  be  arbitrated  on  a State  level 
by  a Joint  Committee  of  the  State  Medi- 
cal Society  and  the  Red  Cross.” 

5.  A Committee  of  the  House  of  Delegates 
to  be  composed  of  nine  members  was  auth- 
orized in  order  to  meet  with  representa- 
tives of  the  American  Red  Cross,  to  dis- 
cuss matters  pertaining  to  this  blood  bank 
program  on  an  overall  national  level. 

6.  The  House,  furthermore,  emphasized  to  the 
American  Red  Cross  one  of  its  tenets  on 
medical  care,  to-wit,  that  “any  provision 
of  medical  service  supposedly  free  in  its 
supply  to  anyone  without  regard  to  his  oi- 


lier ability  to  pay  is  in  opposition  to  the 
principle  that  it.  is  the  responsibility  of 
any  individual  to  assume  the  obligations 
of  medical  expense  just  as  he  does  for 
any  other  living  expenses,  so  long  as  that 
individual  can  pay.  ’ ’.  The  House  deplored 
the  use  of  the  term  “free  blood  for  every- 
one” by  the  Red  Cross,  in  its  publicity. 

In  the  matters  pertaining  to  Medical  Educa- 
tion, Internes,  Residents  and  the  like,  the  House 
requested  the  Council  on  Medical  Education  and 
Hospitals  to  investigate  the  alleged  Communis- 
tic activities  on  thq  part  of  certain  members  of 
the  Association  of  Internes  and  Medical  Stu- 
dents, and  the  Association  of  International  Med- 
ical Students. 

The  House  directed  the  Board  of  Trustees  to 
limit  nominations  for  one  of  the  members  of 
the  Council  on  Medical  Education  and  Hos- 
pitals to  a private  general  practitioner  of  medi- 
cine, who  is  not  a faculty  member  of  any  medi- 
cal school,  nor  on  the  staff  of  any  hospital  as- 
sociated with  a medical  school  or  university. 
This  action  again  expressed  the  keen  admiration 
for  the  good  sense  and  judgment  of  the  general 
practitioner,  on  the  part  of  the  House  of  Dele- 
gates. 

Furthermore,  the  House  approved  the  recom- 
mendation by  resolution  that  qualified  general 
practitioners  have  full  staff  privileges,  and  rep- 
resentation on  hospital  staffs,  and  that  full 


To  Users  of 

X-Ray  and  Electromedical  Equipment 

• To  extend  and  improve  our  service  facilities  to  physicians  and  hos- 
pitals in  Arizona,  we  have  established  an  office  in  Phoenix,  with  Mr. 
G.  R.  Borgmann  in  charge. 

The  importance  of  competent  technical  and  maintenance  service  is 
recognized  by  all  experienced  users  of  x-ray  and  electromedical  equip- 
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ability  to  serve  you  in  an  eminently  satisfactory  manner.  And  if  you  are 
contemplating  new  x-ray  equipment,  or  modernization  of  your  present 
facilities,  a preliminary  discussion  of  your  plans  should  prove  helpful. 
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utilization  for  the  training  of  general  practi- 
tioners be  made  by  all  Community  Hospitals. 

Other  resolutions  adopted  covered  a variety 
of  subjects.  Among  these  was  one  endorsing  the 
suggestion  that  physicians  should  be  paid  for 
their  services  while  engaged  in  the  examination 
of  inductees  during  the  forthcoming  Selective 
Service  Training  Program.  It  also  approved  a 
resolution  suggesting  a much  closer  integration 
of  the  Medical  Services  of  the  Army,  Navy  and 
Air  Corps. 

In  the  consideration  of  the  National  Health 
Assembly,  several  proposals  were  introduced  re- 
affirming the  position  of  the  A.  M.  A.  with  re- 
spect to  our  previously  expressed  tenets  for  med- 
ical care.  The  House  desired  that  the  representa- 
tives of  the  A.  M.  A.  reaffirm  to  the  Officers  of 
the  National  Health  Assembly  that  the  “Means 
Test”  be  utilized  as  a pre-requisite  to  free  Med- 
ical Service. 

One  of  the  States  introduced  a resolution 
dealing  with  questions  involved  in  Civil  Rights 
of  all  citizens,  particularly  as  they  apply  to  a 
physician  born  with  chocolate  colored  pigmented 
epidermis.  The  House  reaffirmed  its  previous 
policy,  that  o frecognizing  the  right  of  each 
component  county  medical  society  to  be  the  sole 
judge  as  to  whom  it  shall  elect  to  membership, 
provided  the  applicant  meets  the  medical  re- 
quirement for  membership  in  all  respects. 

During  this  session  of  the  House  of  Delegates, 


a special  committee  was  appointed  by  the  Speak- 
er for  the  purpose  of  studying  the  many  resolu- 
tions pertaining  to  the  questions  involved  by 
Hospitals  of  this  country  engaging  in  the  prac- 
tice of  medicine.  Similar  resolutions  dealing 
with  this  topic  have  been  acted  upon  by  the 
House  for  over  ten  years  past,  with,  apparently, 
negative  results  to  date. 

Various  groups  and  scientific  organizations 
representing  the  radiologists,  pathologists  and 
anesthesiologists  have  been  quite  vigorous  in 
their  attempts  to  get  this  question  settled.  The 
Board  of  Trustees,  acting  upon  instructions  of 
the  House  of  Delegates,  has  met  with  representa- 
tives of  the  American  College  of  Surgeons  and 
the  American  Hospital  Association,  as  well  as 
other  interested  groups,  and  comprehensive  re- 
ports have  been  issued  and  acted  upon  hereto- 
fore. Since  that  time,  1942,  a number  of  addi- 
tional resolutions  have  been  acted  upon  by  the 
House  of  Delegates. 

In  a complete  review  of  all  previous  resolu- 
tions, as  accepted  and  adopted  by  the  House,  it 
seems  that  certain  overall  policies  have  been 
suggested,  agreed  upon,  and  accepted,  namely : 
1 — that  some  positive  action  be  taken  against 
hospitals  or  other  institutions  by  the  A.  M.  A. 
where  investigation  has  proved  that  these  domi- 
ciles for  the  care  of  the  sick  and  injured  were 
not  operating  under  the  broad  general  principles 
of  ethics  expounded  by  the  American  Medical 
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Association;  and,  2 — that  individual  physicians 
could  be  disciplined  for  unethical  conduct  only 
according-  to  the  code  of  ethics  for  the  control  of 
such  conduct  as  previously  established  at  the 
County  Medical  Society  level.  These  codes  of 
ethics,  almost  without  exception,  are  modeled 
after  the  master  code  established  in  years  gone 
by,  by  the  National  Body  through  its  House  of 
Delegates  and  Judicial  Council. 

The  Committee  appointed  to  investigate  this 
problem  fully,  was  unable  to  arrive  at  satisfac- 
tory conclusions ; even  at  this  time,  because  of 
the  nature  of  the  complex  situations  involved, 
and  the  diversified  ramification  of  thoughts  and 
opinions  expressed  during  its  hearings.  Many  of 
these  were  contradictory,  adding  confusion  to 
the  minds  of  the  Committee.  It  was  found  also, 
that  this  matter  of  hospitals  practicing  medicine 
in  one  form  or  another,  placed  before  the  Com- 
missions of  the  Blue  Shield  and  the  Blue  Cross 
problems  of  grave  import,  especially  in  their  en- 
deavor to  cooperate  in  furnishing  medical  service 
to  patients  under  physician-sponsored  programs. 
The  Committee  reported,  however,  that  definite 
assurance  was  obtained  by  these  Medical  and 
Hospital  Service  Plan  Commissions,  that  no  defi- 
nite actions  would  be  attempted  until  such  time 
as  the  relationships  inherent  in  the  solution  of 
the  problem  have  been  agreed  upon  by  the  offi- 
cial bodies  of  the  Specialty  Groups  involved  and 
the  American  Medical  Association.  The  Blue 
Shield  Commission  agreed  furthermore,  that  its 
services  should  and  will  be  made  available  on  a 
consultative  and  cooperative  basis  to  the  Spe- 
cialty Groups  concerned  and  to  the  A.  M.  A. 
whenever  and  wherever  desired  by  these  bodies. 

This  special  Committee  found  also,  much  to 
the  surprise  of  some  delegates  and  groups,  that 
resolutions  can  be  passed,  suggestions  can  be 
made,  and  codes  of  ethics  propounded  until 
dooms  day,  yet,  after  all,  the  American  Medical 
Association  has  no  inherent  or  statutory  police 
power  to  enforce  adopted  policies,  or  anything 
else,  upon  hospitals,  or  other  agencies  or  insti- 
tutions designed  for  the  care  of  the  sick.  The 
Committee  found  differences  in  State  laws  under 
which  these  institutions  operate,  this  fact  serv- 
ing- only  one  purpose,  of  course,  that  of  adding- 
additional  confusion  to  the  battle  line  horizon. 

So,  the  solution  of  the  problem  remains  unset- 
tled. The  Committee,  however,  did  suggest  two 
recommendations  which  were  adopted  by  the 
House  of  Delegates,  namely:  1.  The  Bureau  of 
Legal  Medicine  and  Legislation  of  the  A.  M.  A. 
was  instructed  to  make  a study  of  the  various 
State  Laws  which  define  the  legal  status  of  cor- 
porations attempting  to  practice  medicine  in  the 
various  states,  defining  in  each  instance,  the 
differences  in  the  various  state  laws  concerned 
with  this  problem.  If  necessary,  the  Bureau  was 
instructed  to  prepare  legislation  which  will  de- 
fine all  of  these  matters  so  that  uniform  legisla- 
tion simplifying  legal  interpretations  can  be  pre- 
pared and  supported  by  the  A.  M.  A.,  and  that 
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there  will  be  assurance  toward  the  legality  of 
the  actions  of  the  House  of  Delegates ; and, 
2.  The  House  of  Delegates  requested  the  Board 
of  Trustees  to  send  at  an  early  date  an  official 
communication  to  the  medical  schools  and  hos- 
pitals belonging  to  all  national  hospital  organ- 
izations, informing  them  of  the  principles  and 
policies  of  the  House  of  Delegates  concern  :ng  the 
practice  of  medicine  by  these  institutions.  This 
communication  is  to  state  that  the  A.  M.  A.  will 
cooperate  in  every  way  with  all  hospitals,  and 
asking  them  for  immediate  reciprocal  agreement 
and  assistance  in  the  preservation  of  the  pri- 
vate practice  of  medicine. 

The  House  of  Delegates  declared  itself  in  the 
matter  of  Crippled  Children  Services  under  the 
jurisdiction  of  the  Federal  Children’s  Bureau. 
A resolution  was  passed  concerning  the  policy  of 
the  Children’s  Bureau  relating  to  its  ruling  that 
only  surgeons  certified  by  the  American  Board 
of  Orthopedic  Surgeons  should  he  approved  by 
a State  Agency  for  surgical  services  to  children 
suffering  orthopedic  conditions,  including  pre- 
scriptions for  prosthetic  appliances.  The  House 
objected  to  this  ruling,  and  instructed  the  Board 
of  Trustees  to  send  a written  protest  to  the 
U.  S.  Children’s  Bureau  against  this  policy,  so 
that  crippled  children  needing  surgical  or  pros- 
thetic care,  or  both,  can  be  handled  profession- 
ally by  all  Fellows  of  the  American  College  of 
Surgeons,  not  by  certified  Orthopods  exclu- 
sively. 

A resolution  was  passed  by  the  House  relat- 
ing to  the  four-point  health  program  suggested 
and  sponsored  by  the  National  Congress  of  Par- 
ents and  Teachers.  This  resolution  recommended 
that  appropriate  Committees  of  the  various  State 
Medical  Societies  enter  into  conferences  with  the 
State  Boards  of  Health,  the  State  Boards  of  Ed- 
cation,  and  the  State  Congresses  of  the  P.  T.  A., 
in  order  to  counsel,  advise,  guide  and  assist  the 
National  Congress  of  Parents  and  Teachers  in 
attainment  of  mutual  objectives,  referring  spe- 
cifically to  its  four  point  Health  Program.  It 
was  felt  that  this  four  point  Health  Program  of 
the  P.  T.  A.  was  in  complete  harmony  with  the 
ten  point  Health  Program  of  the  A.  M.  A. 

Approved  also  was  a resolution  relating  to 
Cancer  Detection  Centers,  so  that  local  medical 
groups  would  cooperate  with  the  American  Can- 
cer Society  in  helping  to  formulate  standards 
of  procedures  and  conduct  in  the  operation  of 
cancer  detection  and  diagnostic  centers. 

Another  resolution  directed  to  the  Veterans 
Administration  requested  this  governmental 
agency  to  place  into  uniform  practice  a “free 
choice”  regulation  for  the  medical  and  hospital 
treatment  of  veterans  in  service  connected  cases, 
and  urged  the  various  medical  societies  and  as- 
sociations to  conform  to  this  principle  when  mak- 
ing contracts  or  agreements  with  the  Veterans 
Administration  officials. 

So  important  is  the  matter  of  Prepayment 
Health  Insurance  on  a voluntary  basis,  that 
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the  Speaker  of  the  House  was  requested  to  ap- 
point a special  Reference  Committee  on  Medical 
Service  and  Prepayment  Insurance.  This  was 
done  in  order  to  facilitate  this  special  committee 
to  handle  recommendations  evolved  as  the  result 
of  the  several  pre-convention  meetings  of  Blue 
Cross  - Blue  Shield  Commissions,  the  address  of 
General  Hawley  before  the  State  Presidents 
Conference,  and  the  meeting  held  on  June  19  as 
arranged  by  the  Council  on  Medical  Service,  and 
described  in  the  following  paragraphs : 

On  June  19,  Dr.  Carlos  Craig,  Secretary  of 
our  State  Blue  Shield,  and  the  Delegate  attended 
an  all  day  meeting  at  the  A.  M.  A.  headquarters 
called  by  the  Council  on  Medical  Service,  meet- 
ing with  representatives  of  the  Blue  Cross  and 
Blue  Shield  Commissions,  together  with  about 
forty  State  Presidents  or  their  representatives. 
Lively  discussions  pro  and  con  on  the  proposed 
Blue  Cross  - Blue  Shield  merger  were  much  in 
evidence,  and  a detailed  report  on  the  many 
speeches  would  be  entirely  too  lengthy  in  this 
report.  Suffice  to  say  that  three  recommenda- 
tions were  passed  by  majority  vote,  to-wit : 

1.  That  this  body  representing  the  con- 
stituent state  medical  societies  of  the  American 
Medical  Association  go  on  record  as  approving  in 
principle  the  organization  of  a national  service 
agency  for  the  enrollment  of  national  accounts 
for  medical  and  hospital  service,  and  to  act  as 
the  agent  for  existing  non-profit  medical  and 
hospital  plans  with  full  cognizance  of  the  local 
autonomy  of  state  medical  societies. 

2.  That  the  matter  of  the  organization  of 
such  an  agency  be  referred  to  the  Council  on 
Medical  Service  and  that  it  gain  data  and  advise 
the  states  what  action  they  should  take ; and 

3.  That  the  Council  on  Medical  Service 
should  call  a meeting  of  this  type  each  year. 

The  House  of  Delegates  approved  in  principle 
these  recommendations  and  instructed  the  Coun- 
cil on  Medical  Service  to  carry  on  this  further 
study  with  A.M.C.P.  and  report  at  a later  date 
to  the  House  of  Delegates,  on  suggestions  for  the 
structural  organization  and  proper  function  of 
a national  enrollment  agency  to  handle  em- 
ployees for  insurance  hired  by  corporations  do- 
ing business  on  a national  scale. 

Other  matters  of  interest  approved  by  the 
House  are  summarized  briefly: 

1.  The  Board  of  Trustees  of  the  A.  M.  A.  can 
no  longer  assess  Fellows  of  the  A.  M.  A.  for  any 
purpose,  except  on  approval  of  the  House  of 
Delegates. 

2.  Editorial  policies  of  A.  M.  A.  publications 
on  the  part  of  the  Board  of  Trustees  are,  hence- 
forth, restricted  to  conform  with  the  policies 
enunciated  by  the  House  of  Delegates. 

3.  The  Veterans  Administration  from  now  on 
will  be  allowed  a representative  in  the  House 
of  Delegates,  along  with  the  Army,  Navy,  and 
Public  Health  Service. 

4.  The  House  approved  the  expansion  of  the 
Washington  Office,  which  is  under  direction  of 


the  Council  on  Medical  Service.  It  directed  the 
Trustees  to  provide  funds  for  this  purpose. 

5.  The  House  received  a resolution  provid- 
ing for  an  increase  in  fee  for  life  insurance  ex- 
aminations. Before  acting  favorably  upon  the 
suggestion,  the  House  turned  the  matter  over 
to  the  Bureau  of  Medical  Economic  Research 
for  further  study  of  certain  conflicting  elements. 
The  matter  will  again  come  before  the  House  at 
the  next  session. 

6.  The  House  endorsed  the  study  now  being 
made  by  the  Bureau  of  Legal  Medicine  and  Leg- 
islation tending  to  provide  legal  status  of  chil- 
dren born  after  artificial  insemination. 

7.  Another  resolution  urged  each  local  medi- 
cal society  to  budget  funds  in  support  of  the 
Woman’s  Auxiliary. 

It  was  the  privilege  of  your  Delegate  to  attend 
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all  meetings  of  the  House  of  Delegates,  as  well 
as  the  sessions  of  the  Council  on  Medical  Service, 
lie  served  also,  as  a member  of  the  House  of 
Delegates  Reference  Committee  on  Report  of 
Board  of  Trustees,  and  Secretary. 

Respectfully  submitted, 

■JESSE  D.  HAMER,  M.  D. 


TARRANT  COUNTY  MEDICAL  SOCIETY 

The  second  Southwest  Regional  Cancer  Con- 
ference will  be  held  in  Fort  Worth,  Texas  on 
October  12  at  the  Blackstone  Hotel,  under  the 
auspices  of  the  Tarrant  County  Medical  Society 
and  the  Fort  Worth  Unit,  Texas  Division,  Amer- 
ican Cancer  Society. 

The  one-dav  conference  will  consist  of  morn- 
ing and  afternoon  lecture  sessions,  a clinical 
luncheon  with  an  open  forum  question  and  an- 
swer period,  and  a public  meeting  in  the  evening. 

Guest  speakers  at  the  conference  will  include : 
Dr.  Chas.  Huggins,  Chicago,  Professor  of  Sur- 
gery, University  of  Chicago ; Dr.  A.  R.  Curreri, 
Madison,  Wisconsin,  Associate  Professor  Sur- 
gery, Wisconsin  Medical  School;  Dr.  James  Bar- 
rett Brown,  St.  Louis,  Associate  Professor  of 
Clinical  Surgery,  Washington  University  School 
of  Medicine,  and  Associate  Professor  of  Oral 
Surgery,  Washington  University  School  of  Den- 
tistry, and  Dr.  Robert  A.  Moore,  St.  Louis,  Pro- 
fessor of  Pathology,  Washington  University 
School  of  Medicine. 

There  will  be  no  registration  fee.  Further  in- 
formation about  the  conference  may  be  obtained 
from  the  Tarrant  County  Medical  Society,  209 
Medical  Arts  Building,  Fort  Worth  2,  Texas. 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.  D. 


ARIZONA  MEDICINE  presents  a new  sec- 
tion, perhaps  a new  idea.  A “Column”  is  a 
concise  and  fashionable  way  of  telling  news  in 
general.  Why  not  a column  for  medical  news ? 
Why  not,  indeed ! It  requires  very  little  to  start 
a clamor,  once  an  idea  is  born,  but  there  seems 
to  be  a need  and  place  for  a few  paragraphs 
about  drugs,  methods,  medical  progress,  and  per- 
sonalities— all  as  they  interest  or  affect  medi- 
cine in  Arizona.  It  is  intended  that  all  items 
be  topical,  accurate,  and  confirmed  by  authors 
and  consultants  when  necessary.  The  basic  stock 
will  be  fresh  facts,  recent  reports,  and  occasional 
opinions,  plus  a bit  of  sugar,  spice,  and  garlic. 
Controversies  are  not  intended,  but  comments 
will  be  welcome.  The  general  public  apparently 
has  an  enormous  appetite  for  medical  informa- 
tion. Daily  papers,  trade  bulletins,  “Time”, 
“Newsweek”,  and  even  “Good  Housekeeping” 
are  able  to  go  to  press  with  news  piping-hot  and 
full  of  drama.  They  hand  it  out  raw,  technical, 
and  often  quite  well,  though  carelessness  and 
wrong  judgments  creep  in.  Most  medical  jour- 
nals are  handcuffed  by  the  long  intervals  be- 
tween submission  and  publication.  Not  ARI- 
ZONA MEDICINE  ! We  have  a short  deadline, 
and  can  provide  medical  news  up-to-date.  So, 
greetings  and  saludos ! 


The  Arizona  attendance  at  sessions  of  the 
A.M.A.  probably  totalled  forty-five.  There  were 
about  a dozen  members  of  the  Auxiliary  pres- 
ent. The  state  scientific  contributions  consisted 
of  a paper  by  P.  B.  Sehutzbank  of  Tucson  on 
“ Climatotherapy  in  the  Treatment  of  Allergic 
Diseases,”  and  an  exhibit  by  Drs.  Holbrook, 
Hill,  Stephens  and  Kent  of  the  “Treatment  of 
Rheumatoid  Arthritis.”  The  Sehutzbank  report 
was  given  a spread  in  “Newsweek,”  where  the 
value  of  climate,  the  relief  from  responsibilities, 
and  the  caution  of  Dr.  Sehutzbank  were  equally 
marvelled  at.  This  is  the  first  ARIZONA 
“quote”  since  the  Cruthirds ’ burn-therapy  was 
reviewed  in  “Time”  a year  ago.  Dr.  Holbrook 
has  been  named  president  of  a new  group,  “The 
Arthritis  and  Rheumatism  Foundation,”  spon- 
sored by  a potent  list  of  societies  and  funds.  The 
possible  ARIZONA  angles  of  this  foundation 
remain  to  be  seen. 


Resection  of  tuberculous  lungs  has  been  a mar- 
velous piece  of  progress.  In  1938  it  was  either 
a mistake  or  folly ; by  1941  it  was  being  cautious- 
ly tried,  but  the  mortality  was  30  to  50%  or 
more;  by  1945  it  had  become  feasible  and  safer 
in  certain  cases;  and  now  a new  phase  appears, 
new  even  since  Dr.  Conklin’s  report  in  the  July 
ARIZONA  MEDICINE.  An  odd  indication, 
plus  liberal  use  of  penicillin  and  streptomycin, 
have  resulted  in  almost  incredible  results.  Gale, 
Dickie,  and  Curreri  of  the  Wisconsin  General 
Hospital  have  just  reported  a series  of  80  cases 
at  the  American  Trudeau  Society  Meeting.  All 
of  the  cases  were  “derelicts,”  with  a chronic 
failure  of  healing — in  41  cases,  thoracoplasty 
had  failed ; in  4 cases,  pneumothorax  had  failed ; 
and  in  31  cases,  a destroyed  lung,  lower  lobe 
lesion,  bronchostenosis,  or  tuberculous  bronchi- 
ectosis  had  remained  unhealed  after  prolonged 
rest.  Forty-seven  cases  had  pneumonectomy  and 
33  had  lobectomy.  The  mortality  was  3 cases  in 
the  first  90  days,  and  only  5 cases  in  the  entire 
series  during  three  years  (6.3%).  At  the  time 
of  the  report  this  group,  doomed  to  infectiousness 
and  invalidism,  was  83.7  % negative  by  culture. 
Resection  is  not  a simple  procedure,  not  every- 
one is  eligible,  the  patient  must  still  be  cared  for 
and  cautious,  but  the  results  offer  an  added  hope 
to  patients,  and  neatly  defines  a new  usage.  Im- 
portantly, ARIZONA  now  has  several  well- 
trained  surgeons  in  this  field  of  surgery. 


The  world  will  be  a less  interesting,  friendly, 
and  helpful  place  without  Victor  Gore  of  Tuc- 
son. His  skill  and  kindness  were  well  known  to 
thousands.  He  carried  a huge  load  of  work  dur- 
ing the  war  years,  with  great  credit,  while  bear- 
ing the  burden  of  several  cruel  and  uncomfort- 
able ailments.  We  salute  him,  though  somewhat 
late,  and  with  sadness.  Perhaps  in  the  future, 
we  can  salute  others  who  are  deserving  and  still 
with  us. 


Planes,  trains,  and  ships  are  improved  means 
of  transport,  but  the  vestibular  apparatus  chang- 
eth  not,  and  the  stomachs  of  many  continue  to 
revolt.  War-time  reesarch  by  the  U.  S.  and  Great 
Britain  in  the  navy  and  air  force  showed  that 
hyoscine  plus  barbiturate  is  the  premier  pre- 
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ventive  of  air-  and,  sea-sickness,  in  both  the  sus- 
ceptible and  the  inexperienced.  Such  a drug 
should  be  valuable  to  Arizonans  who  use  the  air- 
lines, or  who  fish  off  the  Mexican  coast.  The 
first  civilian  prescription  was  “Vasano,  ” a 
Schering  compound  containing  hyoscine  (scopo- 
lamine) and  hyoscyamine  camphorates,  in  tab- 
let or  suppository  form.  Donnatal  contains  sim- 
ilar materials.  But  what  about  the  man  who 
brags  4 4 1 stick  to  good  old  Mother  Sills  ? ’ ’ Our 
scorn  for  patent  medicines  has  not  prevented  an 
enquiry  into  the  problem,  with  surprising  re- 
sults— good  4 4 old”  Mother  Sills  has  been  modi- 
fied, and  contains  chlorbutanol,  caffeine,  flavor- 
ing, and  (you  guessed  it)  hyoscine  hydrobro- 
mide ! The  airlines  have  carefully  studied  the 
subject  of  air-sickness,  and  try  to  control  the 
psychogenic  factors,  but  they  rarely  use  drugs. 
One  line  gives  small  doses  of  nembutal,  one  uses 
oxygen,  another  uses  amonia  inhalant,  but  they 
agree  on  the  value  of  hyoscine,  barbiturates,  and 
(sometimes)  ephedrine. 


The  probable  reaction  of  tubercle  bacilli  to 
streptomycin  might  have  been  guessed.  They  are 
tough  bacteria,  hard  to  find,  hard  to  stain,  hard 


to  control,  hard  to  kill.  It  has  been  found  that, 
they  often  become  “resistant”  to  action  by  the 
drug  after  it  has  been  used  for  a few  weeks 
or  months,  and  that  no  amount  is  effective  there- 
after. The  bacilli  do  not  change  virulence — they 
simply  are  indifferent.  Furthermore,  “con- 
tacts” of  the  patient  may  develop  a disease  which 
is  resistant  to  streptomycin.  This  is  not  theory ; 
several  cases  have  been  recognized  and  are  under 
care.  “Resistance”  is  an  added  reason  for  care- 
ful selection  of  cases  on  which  to  use  the  drug, 
for  isolation  of  all  infectious  eases,  and  for  a 
further  search  for  a better  or  adjunct  drug.  Sev- 
eral western  sanatoria  have  been  using  doses  of 
half  a gram  per  day  for  nearly  a year,  with  al- 
most complete  absence  of  toxicity,  with  good  clin- 
ical effect,  and  with  a lower  incidence  of  bank- 
ruptcy. The  blue-ribbon  rumor  for  this  month 
(from  a source  which  has  not  been  wrong  in 
four  years)  is  that  PAS  (para-aminosalysilic 
acid)  may  be  effective  in  reducng  the  “resist- 
ance” to  shreptomycin. 


Russian  medicine  is  pretty  much  of  a mystery. 
The  Iron  Curtain  shuts  out  all  observation  of 
methods  and  facilities.  We  have  a memory  of 
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their  poor  equipment  and  dearth  of  personnel 
10  years  ago.  Then  too,  we  have  the  whoppers 
which  trickle  out  about  once  a year — a heart  (or 
head)  which  has  been  grafted  into  (onto)  a body, 
a la  Fu  Manchu.  Perhaps  we  can  blame  our 
own  newspapers,  to  some  extent.  They  can  not 
be  blamed,  however,  for  at  least  two  “miracle 
drugs”  which  have  required  infinite  and  futile 
efforts  to  analyze.  They  may  be  due  to  the  imag- 
ination of  Metchnikof,  or  due  to  the  compulsion 
to  invent  something.  The  old  Bogomolets  “ACS” 
(anti-reticular  cytotoxic  serum)  was  an  attempt 
to  stimulate  the  “connective-tissue  system ; ’ ’ 
it  has  not  been  found  useful  for  much  of  any- 
thing in  the  U.  S.  The  new  “NK,”  an  anti- 
cancer compound  made  from  trypanosomes,  has 
so  far  been  similarly  ineffective.  We’d  hate  to 
miss  a therapeutic  trick,  even  a red  trick,  but 
attention  is  bound  to  wane  when  Peter  the  Wolf 
never  seems  to  come. 


In  the  treatment  of  an  “incurable”  disease,  a 
patient  is  entitled  to  graps  at  every  legitimate 
straw.  If  this  is  done  in  a wise  and  careful 
manner,  the  patient  has  been  well-advised.  Dr. 
Otto  Bendheim  of  Phoenix  could  therefore  be 
given  a “Viva!”  for  his  conduct  of  the  long, 
difficult,  and  public  illness  of  the  late  Governor 
Osborne. 


This  might  be  called  the  Year  of  the  Big- 
Flood  — flood  of  anti-histamine  drugs , that  is. 
The  mail  groans  under  a burden  of  new  names 
and  claims.  They  are  used  for  all  of  the  acute 
and  chronic  allergies,  in  all  possible  forms,  with 
good  but  variable  effect.  A list  of  those  drugs 
known  in  the  pharmacies  on  August  15th,  Y.  of 
the  B.  F.,  may  be  of  help ; 

Benadryl — Parke,  Davis  & Co.  (capsules,  elixir, 
and  I-V.) 

Pyribenzamine — Ciba  (tablets,  elixir,  slow-ac- 
tion  tablets,  cream  & ointment). 


ORTHOPEDIC  APPLIANCES 
BRACES,  LIMBS,  BELTS,  TRUSSES 
ARCH  SUPPORTS  8c  REPAIRING 

CAMP  - SURGICAL  - SUPPORTS 
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805  E.  BROADWAY 

BY  PRESCRIPTION  ONLY 
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Thenylene — Abbott  ( tablets ) . 

Antistine — Ciba  (tablets  and  ophthalmic  solu- 
tion). 

Thephorin — Hoffman-LaRoche  ( tablets ) . 

Decapryn — Merrell  (tablets). 

Diatrin — Warner  (tablets). 

Neo-Anaergan — Merck  (tablets). 

Neo-Hetramine — Wyeth  (tablets) . 

Tegathen — Lederle  (tablets). 

Trimeton — Schering  (tablets). 

Hydrillin — Searle  (tablets  of  diphenhydramine 
& aminophyllin). 

Histadyl — Lilly  (tablets,  syrup,  cream  & cap- 
sules plus  ephedrine). 

Sidney  and  Friedlaender  of  Detroit  have  ap- 
praised the  effects  of  eight  of  these  “pallia- 
tives.” The  newer  peroral  drugs  are  least  toxic 
and  most  effective;  the  parental  preparations 
are  all  of  value. 


Proving  the  worth,  or  laying  the  ghost,  of 
a treatment  for  a chronic  disease  is  like  the  chore 
of  Tantalus.  We  have  known  the  nostrums  and 
fakes  used  for  cancer  and  tuberculosis ; now  we 
have  the  more  plausible  Gag  Treatment  for  asth- 
ma. Able  specialists  and  the  J.A.M.A.  have  called 
the  Gay  formula  harmless  and  futile,  yet  sug- 
gestible and  suffering  patients  have  discarded 
regular  therapy,  tapped  the  till,  and  headed  for 
Biloxi.  The  results  are  not  published  and  some 
of  the  patients  send  back  paens  of  praise ; the 
distant  doctor  begins  to  wonder — and  slips  off  to 
Biloxi  for  a look  himself ! The  active  drugs  in 
the  formula  are  in  common  use  (potassium  io- 
dide, Fowler’s  solution,  digitalis,  phenobarbital, 
and  sometimes  cascara  and  “calmulsion”)  ; they 
are  present  in  variable  and  homeopathic  quanti- 
ties; and  group  psychotherapy  is  a potent  factor. 
Sadly,  the  results  elsewhere  do  not  match  those 
of  Dr.  Gay — a fact  which  he  blames  on  the  in- 
ability of  others  to  “blend”  the  drugs  in  cor- 
rect proportion,  on  the  value  of  the  change  to 
the  Mississippi  climate,  etc.  The  current  view  of 
ARIZONA  allergists  seems  to  be  as  follows : % be- 
lieve it  useless,  will  not  use  it;  % will  use  it  on 
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request,  but  explain  its  limitations ; % prescribe 
it  now  and  then  to  certain  patients. 


BCG  vaccination  is  hugely  important  right 
now.  Is  it  safe?  Yes.  Do  complications  occur? 
No.  Is  it  approved?  Yes.  (The  Nat’l.  Tb.  Assn, 
and  USPHS  have  given  it  the  amber  light  for 
large  scale  but  controlled  usage.)  Is  it  neces- 
sary? Yes.  (Prevention  of  tuberculosis  requires 
something  more  than  avoidance  of  the  infectious 
patient ; certain  people,  such  as  relatives,  nurs- 
es, and  medical  attendants  must  be  in  contact 
during  the  process  of  cure.)  Is  it  available  ? Only 
for  use  in  carefully  controlled  groups ; it  is  not 
generally  available  for  private  patients.  The 
main  source  of  supply  is  the  Tice  Laboratory  in 
Chicago,  where  Dr.  S.  R.  Rosenthal  prepares  the 
vaccine  used  by  the  USPHS.  Rosenthal  orig- 
inated the  multiple-puncture  method  of  vaccina- 
tion, a change  which  made  the  procedure  safe 
and  efficient,  and  actually  saved  its  use  in 
France.  He  has  just  written  from  the  50th  An- 
niversary Meetings  in  Paris  that  about  ten  mil- 
lion individuals  are  known  to  have  been  vaccinat- 
ed, five  million  by  the  multiple-puncture  technic. 


Methadon  looks  like  a notable  step  ahead  of  the 
addicting  analgesics.  The  drug  houses  and  phar- 
macists are  cautious,  and  the  drug  is  listed  under 
the  Harrison  Act,  but  such  long-time  workers  on 
the  problem  as  Chen  (Lilly)  and  Seevers  (U.  of 
Mich.)  have  given  a public  cheer.  The  name 
“methadon”  is  official  (A.M.A.),  and  is  used 
by  Abbott  and  Parke,  Davis,  but  the  Lilly  drug 
is  called  “dolophine”  and  the  Winthrop  drug 
is  ‘ ‘ Adanon.  ’ ’ Data  on  the  pharmacology  can  be 
found  in  several  reports ; its  effects  on  the  ner- 
vous, respiratory,  cardiac,  and  parasympathetic 
systems  are  similar  to  those  of  morphine.  Ad- 
vantages of  methadon — more  potent  for  pain 
(weight  for  weight)  than  morphine,  many  times 
more  so  than  meperidine,  codeine,  and  dilaudid ; 
effective  for  cough ; usable  by  mouth ; side  ef- 
fects in  only  13  to  15%,  notably  in  ambulants; 
addiction  is  very  rare  (and  not  to  be  confused 
with  habituation);  withdrawal  symptoms  are 
slight  and  slow ; it  may  be  substituted  for  mor- 
phine, where  it  suppresses  the  abstinence  syn- 
drome ; it  produces  euphoria  only  in  narcotic 
users.  The  development  of  tolerance  is  not 
agreed  upon.  Disadvantages — lack  of  much  se- 
dative action  (though  it  may  be  used  with  a bar- 
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biturate)  ; a depressant  effect  on  the  baby  during 
childbirth.  The  cost  per  dose  is  about  the  same 
as  demerol  and  dilaudid.  It  may  not  be  perfect 
but  it  should  have  a wide  use  in  many  chronic 
diseases  in  Arizona. 


Child  psychology  is  a tricky  thing.  Children 
in  junior  high  school  are  said  to  have  been  at- 
tentive and  impressed  by  the  Oregon  sex-educa- 
tion film  but  believed  that  the  information  should 
be  given  to  younger  groups.  In  another  study, 
fourth  to  sixth  graders  admitted  that  they  liked 
to  read  certain  possibly-harmful  comic  strips,  but 
strongly  believed  that  the  “ little  kids ” shouldn  ’t 
he  allowed  to  see  them! 


Enough  for  now,  but  mas  des  pues_ 


Tuberculosis  Abstracts 


BCG  vaccine,  prepared  under  ideal  conditions 
and  administered  to  tuberculin  negative  persons 
by  approved  techniques,  can  be  considered  harm- 
less. On  the  basis  of  studies  reported  in  the  Eu- 
ropean and  American  literature,  an  appreciable 


reduction  in  the  incidence  of  clinical  tubercnlo- 
sis  may  be  anticipated  when  certain  groups  of 
people  who  are  likely  to  develop  tuberculosis 
because  of  unusual  exposure,  inferior  resist- 
ance, or  both,  are  vaccinated. 

BCG  Vaccination  in  All  Age 
Groups 

BCG  (Bacillus  of  Calmette  and  Guerin)  is  a 
bovine  tubercle  bacillus  isolated  in  1906.  The 
virulence  of  the  organism  was  reduced  by  cul- 
turing it  on  a bile  potato  medium  for  13  years. 
This  avirulent  organism  when  inoculated  into 
animals  produced  local  nodular  lesions  without 
progression  or  generalization  of  the  process. 
Shortly  thereafter  the  inoculated  animals  showed 
a measure  of  resistance  to  progressive  infection 
with  virulent  tubercle  bacilli.  With  the  assur- 
ance that  the  organism  was  harmless  and  that 
it  offered  a degree  of  protection  against  virulent 
tubercle  bacilli,  human  application  was  begun 
in  1921  in  Paris.  Since  that  time  it  is  estimated 
that  some  ten  million  vaccinations  have  been  per- 
formed throughout  the  world. 

The  study  reported  here  represents  the  longest 
continuous  experiment  on  BCG  vaccination  in 
the  United  States.  From  experience  over  a 
period  of  13  years,  it  can  be  stated  uncondi- 
tionally that  BCG  is  safe,  a fact  that  has  had 
verification  the  world  over. 
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The  major  premise  of  this  study  was  that  BCG 
should  supplement  present  methods  of  early  di- 
agnosis and  segregation.  The  manner  of  appli- 
cation of  the  BCG  vaccine  was  by  the  multiple 
puncture  method.  In  thousands  of  vaccinations 
by  this  method  complications  have  been  prac- 
tically nil. 

The  groups  studied  were: 

1.  Newborn  Infants  — The  children  in  this 
group  came  from  households  in  which  no  tuber- 
culosis could  be  demonstrated  by  roentgen  ex- 
amination. The  infants  were  vaccinated  or  ac- 
cepted as  controls  before  they  left  the  hospital, 
and  no  isolation  was  practiced. 

There  were  1,417  infants  vaccinated  during 
the  first  week  of  life.  Three  months  later  over 
99  per  cent  of  these  infants  had  become  tuber- 
culin positive.  Six  and  a half  years  after  the 
single  vaccination  almost  80  per  cent  of  those 
tested  were  still  tuberculin  positive.  Among  the 
1,414  infants  in  the  unvaccinated  control  group, 
44  per  cent  were  positive  at  the  end  of  eight  and 
a half  years.  This  high  rate  of  tuberculin  con- 
version of  the  controls  indicates  the  degree  of  ex- 
posure for  both  vaccinated  and  control  groups. 

There  were  11  cases  of  tuberculosis  with  one 
death  in  the  vaccinated  group  and  39  cases  with 
seven  deaths  in  the  controls.  This  study  has 
been  in  progress  for  10  years. 

2.  Infants  Born  of  Tuberculous  Parents  — Iso- 
lation was  practiced  for  the  controls  and  vacci- 
nated alike  for  a period  up  to  12  weeks.  Children 
were  returned  to  their  families  only  if  examina- 
tions of  concentrated  sputum  of  the  tuberculous 
member  were  negative. 

There  were  two  cases  of  tuberculosis  in  the 
vaccinated  group  of  which  one  was  hospitalized 
and  none  died  as  compared  with  five  cases  in 
the  control  group  all  of  which  were  hospitalized 
and  four  died. 

3.  Student  Nurses  — Entering  students  were 
tuberculin  tested  and  vaccinated  and  did  not  go 
in  wards  for  a month.  The  vaccinated  student 
nurses  worked  in  the  tuberculosis  hospital  while 
the  control  negative  reactors  did  not.  Despite 
the  difference  in  exposure  no  cases  of  pulmonary 
tuberculosis  developed  among  142  vaccinated 
nurses  and  there  were  three  cases  in  the  199  con- 
trols. There  were  three  additional  cases  among 
the  tuberculin  positive  reactors.  This  study  has 
been  in  progress  for  seven  years. 

4.  Medical  Students.  — These  students  were 
X-rayed  and  tuberculin  tested,  and  109  negative 
reactors  who  desired  it  were  vaccinated.  The 
control  group  consisted  of  those  who  refused. 
Among  the  vaccinated  there  were  no  cases  of  pul- 
monary  tuberculosis  but  four  cases  were  report- 
ed in  the  nonvaccinated  group.  This  study  was 
begun  seven  years  ago. 

5.  Children  in  a Federal  Housing  Project — • 
The  entire  community  was  first  examined  roent- 
genologically  and  those  with  active  pulmonary 
disease  were  isolated.  Alternate  children  who 
did  not  react  to  tuberculin  were  vaccinated.  In 


the  625  unvaccinated  negative  reactors  there 
were  four  cases  of  tuberculosis  and  no  deaths. 
Among  the  275  tuberculin  positive  reactors  there 
were  two  cases  of  active  tuberculosis  with  one 
death.  Another  death  from  tuberculosis  occurred 
in  a child  whose  tuburculin  reaction  wai  not 
recorded  but  whose  original  X-rav  of  the  chest 
was  negative.  There  were  no  cases  among  the 
699  vaccinated  children.  This  study  is  now  in 
its  sixth  year. 

6.  Inmates  of  a Mental  Institution  — After  a 
roentgen  survey  and  tuberculin  testing,  the  per- 
sons with  active  disease  were  isolated.  Seven 
months  after  retesting,  alternate  negative  re- 
actors were  vaccinated.  There  was  no  pulmonary 
tuberculosis  in  the  20  patients  vaccinated  and 
one  case  of  bilateral  minimal  arrested  pulmonary 
tuberculosis  in  15  controls. 

The  efficacy  of  the  vaccine  appears  well  docu- 
mented in  this  study.  The  morbidity  and  mor- 
tality rates  from  tuberculosis  were  reduced  ap- 
preciably after  vaccination.  The  extent,  severity, 
duration  and  sequelae  of  the  pulmonary  lesions 
when  they  did  occur  in  the  vaccinated  were  less 
extensive,  of  shorter  duration  and  calcified 
earlier  than  those  in  the  nonvaccinated. 

The  portion  of  our  population  who  would  ben- 
efit most  by  the  vaccination  would  seem  to  be 
those  from  susceptible  races  and  those  unduly 
exposed  to  tuberculosis  in  all  age  groups.  It  is 
again  stressed  that  those  who  are  vaccinated 
should  have  a period  of  at  least  one  month  before 
and  after  vaccination  when  there  is  no  direct  con- 
tact with  virulent  tubercle  bacilli. 

BCG  Vaccination  in  All  Age  Groups,  Sol  Roy 
Rosenthal,  M.  D.,  Eleanor  I.  Leslie,  M.  D.,  and 
Erhard  Loewinsohn,  M.  D.,  The  Journal  of  the 
American  Medical  Association,  January  10,  1948. 


iBook  (Review^ 


CORRELATIVE  NEUROANATOMY,  by  Joseph  J.  McDonald, 
M.  S.,  M.  Sc.  D..  M.  D.;  Joseph  G.  Chusid,  A.  B.,  M.  D,. 
Jack  Lang,  M.  S.,  M.  D.  Fourth  Edition,  Revised;  60  Illustra- 
tions. University  Medical  Publishers,  Post  Office  Box  761, 
Palo  Alto,  California.  Price  $3.00. 

A comprehensive  manual  for  the  student  in 
gross  anatomy,  neuroanatomy,  neurodiagnosis 
and  neurology  which  correlates  the  anatomical 
and  physiological  background  with  the  clinical 
findings  of  neurological  disorders.  Included  are 
numerous  diagrams  which  clearly  show  the  distri- 
bution and  functional  components  of  the  cranial, 
spinal  and  autonomic  nerves,  and  the  essentials 
of  brain  and  spinal  cord  localization. 

The  first  part  deals  with  the  peripheral  nerves, 
and  each  major  nerve  is  well  illustrated  and  sys- 
tematically described.  The  autonomies  are  con- 
cisely discussed  including  the  physiology  and 
pharmacology  of  the  system. 
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LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F A C S. 
James  M.  Ovens,  M.  D , F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  H.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D 

UROLOGY 

M.  L.  Day,  M.  D,  F.A.C.S. 

L.  L.  Stolfa,  M.  D 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D E.  Brinkerhoff,  M.  D.,  F A C S. 

O.  W.  Thoeny,  M.  D.(  F.A.C.S. 

DERMATOLOGY 

George  K.  Rogers,  M.  D 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F.A.C.P. 
Leslie  B.  Smith,  M,  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D. 

DENTISTRY  AND  ORTHODONTIA 

Norton  J.  Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D. 

Wallace  A.  Reed  M D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D. 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 
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The  second  section  is  on  neurodiagnosis  and 
includes  a discussion  of  the  anatomy,  physiology 
and  localization  in  the  brain  and  spinal  cord. 
The  subjects  of  motion,  sensation,  reflexes, 
trophic  changes,  electrical  examination,  intra- 
cranial pneumography  and  examination  of  the 
cerebrospinal  fluid  are  thoroughly  outlined.  A 
discussion  of  electroencephalography  with  repre- 
sentative electroencephalograms  has  been  added. 

The  third  section  of  the  book  deals  with  dis- 
eases and  disorders  of  the  central  nervous  sys- 
tem, and  has  been  completely  rewritten  and  en- 
larged. 

The  appendix  gives  a complete  list  of  neuro- 
logical signs  and  syndromes,  a brief  discussion 
of  muscular  dystrophies  and  atrophies  and  an 
outline  of  the  neurological  examination. 


PRACTICAL  BACTERIOLOGY,  HEMATOLOGY,  AND  PARA- 
SITOLOGY; by  E.  R.  Stitt.  M.  D„  Ph.  M.,  Sc.  D.,  LL.  D.: 
Rear  Admiral,  Medical  Corps,  and  Surgeon  General,  U.  S.  Navy, 
Retired.  Graduate  of  the  London  School  of  Tropical  Medicine. 
Formerly:  President  of  the  National  Board  of  Medical  Exam- 
iners; Head  of  the  Department  of  Tropical  Medicine,  U.  S.  Naval 
Medical  School:  Associate  Professor  of  Medical  Zoology,  Univer- 
sity of  the  Philippines.  Consultant  in  Tropical  Medicine  to  the 
Secretary  of  War,  World  War  II.  Paul  W.  Clough,  M.  D.  Physi- 
cian-in-charge of  the  Diagnostic  Clinic,  Johns  Hopkins  Hospi- 
tal; Assistant  Professor  of  Medicine,  Johns  Hopkins  University; 
Associate  Professor  of  Medicine,  University  of  Maryland. 
Sara  E.  Branham,  M.  D.,  Ph.  D..  Sc.  D.,  Senior  Bacteri- 
ologist, National  Institute  of  Health;  Professorial  Lectur- 
er in  Preventive  Medicine,  The  George  Washington  Univer- 
sity School  of  Medicine;  Chairman,  Laboratory  Secton,  Ameri- 
can Public  Health  Association,  1946-1947:  and  Contributors. 

Tenth  Edition.  The  Blakiston  Company,  Philadelphia,  Toronto. 
Price,  $10.00. 

This  book  affords  a ready  reference  to  both 
the  clinician  and  the  laboratory  technician.  It  is 
divided  into  four  parts.  Part  I deals  with  bac- 
teriology, micro-organisms,  and  filfrable  viruses 
in  every  form.  It  includes  a complete  chapter 
on  mycology.  And  also  one  on  the  theories  of 


immunity  and  hypersensitiveness.  Part  II  writ- 
ten by  Dr.  Paul  W.  Clough  on  the  subject  of 
hematology  represents  the  last  and  the  latest 
word  on  diseases  of  the  blood.  Part  III  is  on 
the  subject  of  parasitology.  It  describes,  prob- 
ably without  exception,  every  parasite  that  at- 
tacks the  human  body,  the  most  important  of 
which  are  the  blood  and  intestinal  protozoa.  This 
work  is  of  intensive  importance  now  because  so 
many  Americans  lived  in  the  tropics  during  the 
recent  war,  and  many  of  them  have  contracted 
tropical  diseases.  Part  IV  is  devoted  to  clini- 
cal and  pathological  examinations  of  the  various 
body  fluids  and  organs.  Such  subjects  as  the 
tests  for  liver  function  are  brought  up  to  date. 
The  book  goeg  sinto  much  detail  in  explaining 
the  various  steps  and  techniques  in  making  the 
many  laboratory  examinations  which  are  so  im- 
portant today  in  arriving  at  diagnoses.  Prep- 
aration of  bacterial  media  and  reagents  is  also 
described.  But  probably  the  most  outstanding 
feature  of  the  book  is  the  explanation  of  all  the 
laboratory  results  and  their  correlation  with 
the  clinical  symptoms  and  findings  of  the  patient. 


SUCCESSFUL  MARRIAGE;  Edited  by  Morris  Fishbein.  M.  D., 
Editor,  "Journal  of  the  American  Medical  Association”  and 
"Hygeia,  The  Health  Maragine;”  and  Ernest  W.  Burgess,  Ph.  D., 
Professor  and  Chairman,  Department  of  Sociology,  University 
of  Chicago.  Published  by  Doubleday  & Company,  Inc.,  Garden 
City,  N.  Y. 

In  this  very  readable  guide  to  a successful 
marriage,  thirty -eight  authors  from  a wealth  of 
counseling  experience  discuss  frankly  and  in 
detail  all  problems  related  to  marriage.  The  dis- 
cussions beginning  with  the  diagnosis  of  love 
and  the  preparation  of  mlarriage  continues 


GRUNOW  PRESCRIPTION  PHARMACY 

for 

PROFESSIONAL  PRESCRIPTION  SERVICE 


Lois  Grunow  Memorial  Clinic  Building 

McDowell  at  Tenth  Street  Phone  4-4553 

PHOENIX,  ARIZONA 

WE  WILL  CALL  FOR,  FILL  AND  DELIVER  YOUR  PRESCRIPTIONS 
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through  marriage,  marital  adjustments,  concep- 
tion, pregnancy,  heredity,  childbirth,  the  child 
in  the  family,  child  psychology,  parent-child  re- 
lationships, and  social  problems  of  sex  and 
marriage. 


CLINICAL  LABORATORY  METHODS  AND  DIAGNOSIS,  by  R. 
B H.  Gradwohl,  M.  D.,  D.  St.,  P.  R.  S.  T.  M.  and  H.  (London). 
Director  of  the  Gradwohl  Laboratories  and  Gradwohl  School  of 
Laboratory  Technique;  Pathologist  to  Christian  Hospital;  Di- 
rector, Research  Laboratory,  St  Louis  Metropolitan  Police  De- 
partment, St.  Louis,  Mo.;  Commander,  Medical  Corps,  United 
States  Naval  Reserve,  Ret.;  Fellow,  American  Public  Health  As- 
sociation. and.  Dr.  Prdro  Kouri,  Director,  Institute  of  Tropical 
Medicine;  Professor  of  Parasitology  and  Tropical  Medicine; 
Vice-Dean  of  the  Faculty  of  Medicine,  Havana  University;  Di- 
rector of  Laboratories  Kuba,  Havana,  Cuba. 2 Published  by  The 
C.  V.  Mosby  Company,  St.  Louis,  Mo.  Three  Volumes,  $40.00. 

This  three  volume  work  is  an  encyclopedia  on 
laboratory  methods  and  diagnosis.  It  not  only 
gives  the  technique  for  laboratory  procedure  in 
every  detail,  but  includes  the  history  and  differ- 
ential diagnosis  of  diseases  that  have  positive 
laboratory  findings.  The  chapter  on  blood 
groups  and  transfusion  brings  this  entire  subject 
up  to  date  in  all  respects.  The  chapter  on  toxi- 
cology technique  with  a complete  list  of  all  pois- 
ons, giving  the  diagnosis,  treatment,  and  methods 
of  identifying  each  is  an  invaluable  book  in  any 
physician’s  office.  There  is  a chapter  on  the 
detection  of  crime  by  laboratory  methods.  And 
the  subject  of  electrocardiography  is  explained 
in  much  detail.  Volume  III  is  devoted  to  para- 
sitology and  tropical  medicine.  This  is  an  enor- 
mous field  which  becomes  more  important  each 
day  since  the  barriers  and  limitations  to  travel 
all  over  the  world  are  rapidly  being  eliminated. 
While  this  set  of  books  is  primarily  intended  for 
the  laboratory  workers,  there  is  so  much  medi- 
cine, and  differential  diagnosis  and  treatment 
included  that  they  are  invaluable  additions  to 
any  physician’s  library. 


(BroohingZ  (Report 


In  May  of  1947,  the  Brookings  Institution  at 
the  request  of  Senator  II.  Alexander  Smith* 
(N.J.)  undertook  the  preparation,  entirely  at  its 
own  expense,  of  a memorandum  on  “Medical 
Care  for  the  Individual.” 

Drs.  Lewis  Meriam  and  George  W.  Bachman, 
experienced  senior  members  of  the  Brookings 
Institution  staff,  were  in  charge  of  the  study. 
Other  members  of  the  staff,  including  the  Presi- 
dent Mr.  II.  G.  Moulton,  served  as  a committee 
for  Critical  Review.  In  February,  1948,  an  out- 

*  Chairman  of  the  Sub-committee  on  Health  of  the  U.  S.  Sen- 
ate Committee  on  Labor  and  Public  Welfare. 


line  of  the  study  and  the  “Conclusions”  were 
released  for  publication.  These  are  the  findings 
of  experienced  analysts  and  carry  the  stamp  of 
the  Brookings  Institution,  the  best  known  and 
most  reliable  institution  in  the  field  of  Social, 
Economic  and  Governmental  Research. 

“The  Conclusions”: 

1 . Probably  no  great  nation  in  the  world  has 
among  its  white  population  better  health  than 
prevails  in  the  United  States. 

2.  It  is  apparent  that  the  United  States  under 
its  voluntary  system  of  medical  care  has  made 
greater  progress  in  the  application  of  medical 
and  sanitary  science  than  any  other  country. 
This  progress  is  now  reflected  in  low  mortality 
and  morbidity  rates  of  infectious  diseases  and  m 
increased  life  expectancy.  There  is  every  rea- 
son to  believe  that  these  trends  will  continue 
under  our  present  system  of  medical  care. 

3.  The  nonwhites  in  the  United  States  have 
materially  poorer  health  than  the  whites,  but 
the  evidence  does  not  indicate  that  this  condition 
is  primarily  or  even  mainly  due  to  inadequacy 
of  medical  care. 

4.  The  advances  in  health  among  both  the 
whites  and  the  nonwhites  that  have  been  made 
in  the  United  States  in  the  past  four  decades  do 
not  suggest  basic  defects  in  the  American  system. 

5.  The  so-called  draft  statistics  - have  been 
widely  used  to  show  bad  health  among  the  Amer- 
ican people  and  the  need  for  revolutionary 
changes  in  arrangements  for  medical  care  of 
individuals,  they  are  unreliable  as  a measure  of 
the  health  of  the  Nation  and  cannot  be  used  to 
show  the  extent  of  the  medical  needs  of  the  coun- 
try as  a whole. 

6.  Present  medical  care  in  the  Llnited  States 
compares  favorably  with  that  which  existed  in 
other  leading  nations  prior  to  the  Second  World 
War. 

7.  The  conditions  in  extremely  poor  rural 
areas  that  lack  the  resources  to  support  adequate 
public  services,  such  as  health  work,  education 
and  highways  cannot  be  satisfactorily  solved  by 
subsidies. 

8.  The  United  States  has  some  individuals 
and  families  not  possessed  of  the  resources  to  en- 
able them  to  pay  for  adequate  care.  In  the  fu- 
ture, as  in  the  past,  provision  must  be  made  for 
them  through  public  funds  or  philanthropy.  It 
is  doubtful  if  \ hey  could  be  effectively  covered 
by  compulsory  insurance  because  they  would 
lack  the  means  to  attain  and  maintain  an  insured 
status.  The  large  majority  of  American  families 
have  the  resources  to  pay  for  adequate  medical 
care  if  they  elect  to  give  it  a high  priority 
among  the  several  objects  of  expenditure. 

9.  Compulsory  health  insurance  would  neces- 
sitate a high  degree  of  governmental  regulation 
and  control  over  the  personnel  and  the  agencies 
engaged  in  providing  medical  care.  Past  experi- 
ence with  governmental  regulations  and  control 

(Continued  on  page  97) 
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ARIZONA  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX.  ARIZONA 


OFFICERS  AND  COUNCIL 

Harold  W.  Kohl  President 

1811  E.  Speedway,  Tucson 

Robert  S.  Flinn  -President  Elect 

15  E.  Monroe,  Phoenix 

Thomas  H.  Bate  Vice  President 

15  E.  Monroe,  Phoenix 

Frank  J.  Milloy _ Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount ; Treasurer 

Prescott  , 

James  R.  Moore Speaker  of  House 

15  E.  Monroe,  Phoenix 

Jesse  D.  Hamer , _ Delegate  to  A.M.A. 

15  E.  Monroe,  Phoenix 

O.  E.  Utzinger  .... Alternate-Delegate 

Kay 

D.  F.  Harbridge. Medical  Defense 

15  E.  Monroe,  Phoenix 


DISTRICT  COUNCILORS 


A.  I.  Podolsky. Central  District 

Yuma 

Arthur  C.  Carlson Northern  District 

Cottonwood 

Robert  E.  Hastings. Southern  District 

1811  E.  Speedway,  Tucson 

COUNCILORS  AT  LARGE 

George  O.  Bassett  Prescott 

W.  Paul  Holbrook  Tucson 

Dan  L.  Mahoney  Tucson 

COMMITTEES 
STANDING  COMMITTEES 


INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings,  Tucson;  Dr.  Carl  H.  Gans,  Morenci; 
Dr  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY  Dr.  R.  S.  Flinn,  Phoenix;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth,  Prescott;  Dr. 
L.  G.  Jekel,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  Clyne,  Tucson;  Dr.  ,H.  D.  Ketcherside.  Phoenix. 

MEDICAL  DEFENSE : Dr.  D.  F.  Harbridge.  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood;  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 

Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter  Brazie, 
Kingman;  Dr.  H.  D.  Cogswell,  Tucson;  Dr.  H.  B.  Lehmberg, 
Casa  Grande;  Chas.  H.  Laugharn,  Clifton;  C.  H.  Peterson. 
Winslow;  F.  W.  Knight,  Safford;  Chas.  B.  Huestis,  Hayden; 
one  appointment  pending. 

HISTORY  & OBITUARIES:  Dr  Hal  W.  Rice,  Historian,  Bisbee; 
Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tucson; 
Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  Boris  Zemsky,  Tucson; 
Dr.  E.  A.  Born,  Prescott;  Dr.  C.  B.  Warrenburg.  Phoenix; 
Dr.  E.  Payne  Palmer,  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson; 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W.  Merrill.  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D.  E.  Nelson,  Safford;  Dr.  A.  H.  Dysterheft,  McNary: 

W.  McCracken,  Phoenix;  Dr.  H.  H.  Brainard,  Tucson;  Dr. 
Broda  O.  Barnes,  Kingman 


NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1948-1949 

President. - ..Mrs.  Luther  H.  Kice 

95  Brook  St.,  Garden  City,  Long  Island,  N.  Y. 

President-Elect Mrs.  David  B.  Allman 

104  St.  Charles  St.,  Atlantic  City 

VICE  PRESIDENTS 

First — Mrs.  Ralph  Eusden Long  Beach  7,  California 

4360  Myrtle  Avenue 

Second — Mrs.  William  W.  Potter.. Knoxville,  Tennessee 

129  Kenesaw  Ter. 

Third — Mrs.  Lloyd  C.  Harvie. Saginaw,  Michigan 

417  Ardussi  Avenue 

Fourth — Mrs.  Robert  Flanders... Manchester,  N.  H. 

North  River  Road 

Treasurer Mrs.  Arthur  A.  Herold 

1166  Louisiana  Avenue,  Shreveport,  La. 

Const.  Secretary.. Mrs.  George  Turner 

3009  Silver  Street,  El  Paso,  Texas 

Directors — one  year 

Mrs. Eustace  A.  Allen,  18  Collier  Rd.,  Atlanta,  Georgia. 

Mrs.  I.  J.  Bridenstine,  P.  O.  Box  1475,  Missoula,  Montana. 
Mrs.  U.  G.  McClure,  1592  Quarrier  St.,  Charleston  1,  W.  Va. 
Mrs.  David  S.  Long,  Harrisonville,  Mo. 

Directors — two  years 

Mrs.  James  P.  Simonds,  234  E.  Pearson  St.,  Chicago  11.  111. 
Mrs.  Jesse  D.  Hamer,  1819  N.  11th  Ave.,  Phoenix,  Arizona. 
Mrs.  Leo  J.  Schaefer,  700  Highland,  Salina,  Kansas. 

CHAIRMEN  STANDING  COMMITTEES 

Finance ..Mrs,  Scott  C.  Applewhite 

240  Bushnell  St.,  San  Antonio,  Texas 

Hygeia _ Mrs.  Aldace  W.  Hammond 

214  Fourth  St.,  Beaver  Dam,  Wisconsin 

Legislation Mrs.  Charles  L.  STiafer 

219  N.  Sprague  Ave.,  Kingston,  Penn. 

Organization. _ Mrs.  Ralph  Eusden 

4360  Myrtle  Ave.,  Long  Beach  7,  Calif. 

Publications Mrs.  James  P.  Simonds 

234  E.  Pearson,  Chicago  11,  111. 

Program Mrs.  Harry  F.  Pohlmann 

29  Railroad  Ave.,  Middletown1,  N.  Y. 

Public  Relations Mrs.  Asher  Yaguda 

61  Lincoln  Park,  Newark  2,  N.  J. 

Revisions _ Mrs.  Rosoce  E.  Mosiman 

2686  Magnolia  Ave.,  Seattle  99,  Washington 
Special  Committee — 

Reference Mrs.  Rollo  K.  Packard 

14093  Davana  Ter.,  Sherman  Oaks.  California 

Historian —.Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave..  Phoenix,  Arizona 

Parliamentarian . .Mrs.  Alfred  L.  Madden 

45  S.  Allen  St.,  Albany,  N.  Y. 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1948  - 1949 

President Mrs.  Thomas  Bate 

305  W.  Cypress  St.,  Phoenix 

President-Elect . -Mrs.  Charles  Starnes 

110  E.  Alameda,  Tucson 

1st  Vice-President Mrs.  William  Schoffman 

36  N.  Country  Club  Drive,  Phoenix 

2nd  Vice-President Mrs.  Arthur  J.  Present 

1136  N.  Highland,  Tucson 

Treasurer L ..Mrs.  Karl  Harris 

16  E.  Catalina,  Phoenix 

Recording  Secretary Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Corresponding  Secretary  Mrs.  Robert  Phillips 

521  W.  Holly,  Phoenix 

Directors — Mrs.  Paul  Case.  Rt.  2,  Box  216C,  Phoenx 

Mrs.  Hervey  Faris.  155  S.  Palomar  Drive,  Tucson 
Mrs.  Harry  Southworth,  Country  Club.  Prescott 
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COMMITTEE  CHAIRMEN 

Health  Mrs.  O.  O.  Thoeny 

721  Encanto  Drive  S.  W.,  Phoenix 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Ave.,  Phoenix 

Publicity  Mrs.  Matthew  Cohen 

934  W.  Palm  Lane,  Phoenix 

Bulletin  Mrs.  Roy  Hewitt 

15  Calle  Corte,  Tucson 

Hygeia __ Mrs.  N.  A.  Jacobson 

1333  E.  Mabel,  Tucson 

Legislation  Mrs.  Leslie  Kober 

2848  N.  Seventh  St..  Phoenix 

Historian  Mrs.  George  Irvine 

1100  Mill  Ave.,  Tempe 

Nominating  Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Public  Relations Mrs.  Carlos  Craig 

727  Encanto  Drive  S.  W.,  Phoenix 

Post  War  Planning ..Mrs.  Arthur  J.  Present 

1136  N.  Highland.  Tucson 

Parliamentarian  Mrs.  Charles  Thomas 

Santa  Rita  Hotel,  Tucson 

Revisions  Mrs.  Edward  Hayden 

El  Encanto  Estates,  Tucson 


GILA  COUNTY  OFFICERS  1948-1949 

President  Mrs.  John  Aarni,  Ray 

Vice-President Mrs.  Cyril  Cron,  Miami 

Secretary-Treasurer  — Mrs.  Clarence  Gunter,  Globe 


MARICOPA  COUNTY  OFFICERS  1948-1949 

President  Mrs.  E.  Henry  Running 

321  W.  Palm  Lane,  Phoenix 

President-Elect  Mrs.  Carlos  Craig 

727  Encanto  Drive.  Phoenix 

1st  Vice-President  Mrs.  Karl  Harris 

16  E.  Catalina,  Phoenix 

2nd  Vice-President  Mrs.  James  Fillemore 

34  N.  McDonald,  Mesa 

Recording  Secretary  Mrs.  Harry  French 

840  E.  Windsor,  Phoenix 

Treasurer  Mrs.  R.  W.  Hussong 

22  E.  Pierson,  Phoenix 


PIMA  COUNTY  OFFICERS 

President  Mrs.  Harold  W.  Kohl 

100  E.  Sierra  Vista  Drive,  Tucson 

President-Elect  Mrs.  Donald  B.  Lewis 

2548  E.  Fourth,  Tucson 

1st  Vice-President  Mrs.  B.  P.  Storts 

El  Encanto  Estates,  Tucson 

2nd  Vice-President  _ _ Mrs.  Stanley  Kitt 

2043  E.  Fourth,  Tucson 

Recording  Secretary  ...Mrs.  J.  Donald  Francis 

1227  N.  Campbell,  Tucson 

Treasurer  Mrs.  H.  H.  Brainard 

330  N.  Vine,  Tucson 

Corresponding  Secretary Mrs.  Donald  Schell 

105  Calle  de  Jardin,  Tucson 


YAVAPAI  COUNTY  OFFICERS  1948-1040 


President  Mrs.  Ernest  A.  Born 

Country  Club,  Prescott 

Vice-President  Mrs.  Vera  Urriolayoitia 

P.  O.  Box  484,  Cottonwood 

Secretary  Mrs.  Alvin  Kirmse 

Whipple 

Treasurer  _. Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 

Program  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Health  Mrs.  Peter  Gallente 

Whipple 

Legislation  Mrs.  James  H.  Allen 

829  Crest  Ave.,  Prescott 

Public  Relations  Mrs.  Louis  Packard 

Whipple 

Publicity  .Mrs.  Harry  Southworth 

Country  Club.  Prescott 

Hygeia  . — Mrs.  Walter  Edwards 

Cottonwood 

Post  War  Planning Mrs.  George  Bassett 


346  S.  Mt.  Vernon  St..  Prescott 


MRS.  CLARENCE  GUNTER 

Mrs.  Clarence  Gunter  was  graduated  from 
Fairview  Hospital  School  of  Nursing  in  Minne- 
apolis, Minnesota  in  1926.  She  took  a two-year 
course  in  post  graduate  work  in  surgery.  She 
became  surgical  supervisor  of  the  operating  room, 
following  in  the  footsteps  of  Mrs.  Jesse  D.  Hamer. 
She  remained  at  Fairview  eight  years. 

Following  Fairview  she  worked  in  the  Vet- 
erans Bureau  in  Asheville,  N.  C.,  then  came  to 
the  San  Carlos  Indian  Hospital,  where  she  met 
and  married  Dr.  Clarence  Gunter  in  1934. 

Mrs.  Gunter  was  Gila  County’s  first  president. 


FIRST  MEETING  OF  GILA  AUXILIARY 

The  Auxiliary  to  the  Gila  County  Medical 
Society  was  formed  at  the  Society’s  regular 
meeting  in  December,  1946,  at  the  Cobre  Valley 
Country  Club  of  Globe-Miami.  This  was  the 
usual  dinner  meeting,  preceded  by  cocktails,  to 
which  the  wives  are  always  invited,  informal 
and  friendly.  Because  the  group  is  small,  and 
the  distances  traveled  by  some  of  the  members 
comparatively  long,  the  meetings  of  the  society 
and  its  auxiliary  are  always  held  at  the  same 
place,  at  the  same  time,  and  are  informal. 

Special  guests  at  the  December  meeting  were 
several  state  auxiliary  officers,  and  the  national 
president,  Mrs.  Jesse  Hamer  of  Phoenix.  State 
officers  present  were : Mrs.  Hervey  Faris,  Tuc- 
son, state  president ; Mrs.  Tom  Bate,  Phoenix, 
state  vice-president,  and  Mrs.  Karl  Harris,  Phoe- 
nix, state  treasurer. 

Mrs.  Clarence  Gunter,  of  Globe,  acted  as  chair- 
man of  the  meeting,  which  followed  dinner,  and 
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was  held  in  the  ladies’  sitting  room  of  the  club, 
while  the  society  held  its  meeting-  in  the  main 
hall. 

Mrs.  Hamer  gave  a short  resume  of  her  work 
as  National  President,  and  explained  a few  of 
the  over-all  aims  of  the  Auxiliary.  Mrs.  Bate 
explained  the  work  of  the  state  and  county  chap- 
ters, and  answered  questions  asked  by  the  group. 

The  wives  of  the  thirteen  Gila  Society  mem- 
bers voted  unanimously  to  form  a new  chapter 
of  the  Arizona  Medical  Auxiliary  and  it  became 
its  fourth  active  unit. 

Mrs.  Gunter  appointed  a nominating  com- 
mittee, composed  of  Mrs.  Robert  Wade,  Miami; 
Mrs.  Marcus  Kelly,  Miami,  and  Mrs.  Cyril  Cron, 
Miami,  to  select  nominees  for  county  offices, 
these  to  be  voted  upon  at  the  next  meeting. 

The  meeting  was  adjourned. 

The  following  are  the  charter  members  of  Gila 
County  Auxiliary.  Although  a young  organiza- 
tion, the  enthusiasm  and  progress  shown  in  their 
years’  activities  make  the  State  Auxiliary  proud 
of  their  new  auxiliary. 

1.  Mrs.  John  Aarni,  Ray. 

2.  Mrs.  A.  J.  Bosse,  Globe. 

3.  Mrs.  Nelson  D.  Brayton,  Miami. 

4.  Mrs.  M.  E.  Burgess,  Miami. 

5.  Mrs.  Cyril  Cron,  Miami. 

6.  Mrs.  Clarence  Gunter,  Globe. 

7.  Mrs.  T.  C.  Harper,  Globe. 

8.  Mrs.  Ira  E.  Harris,  Miami. 

9.  Mrs.  Gharries  Huestis,  Hayden. 

10.  Mrs.  Marcus  Kelly,  Miami. 

11.  Mrs.  Walter  O’Brien,  Globe. 

12.  Mrs.  Russel  Noice,  Miami. 

13.  Mrs.  Robert  Wade,  Miami. 


REPORT  FROM  GILA  COUNTY 
AUXILIARY,  1947-1948 

At  a dinner  meeting  at  the  Cobre  Valiev 
Country  Club  in  January,  election  of  officers 
was  held.  Mrs.  John  Aarni  of  Ray  was  elected 
president,  but  has  been  very  ill  with  Undulent 
Fever,  so  has  not  been  able  to  carry  on.  Mrs. 
Cyril  Cron  of  Miami  was  elected  vice-president. 
She  is  visiting  in  South  America  so  is  unable 
to  be  present.  Mrs.  Clarence  Gunter  of  Globe 
was  elected  Secretary-Treasurer. 

We  have  two  members  less  than  the  original 
thirteen  we  had  last  year.  Mrs.  Russell  Noice 
of  Miami  recently  lost  her  husband,  and  has  gone 
back  east.  Dr.  and  Mrs.  Robert  Wade  have 
moved  to  California,  but  w^e  have  one  new  pros- 
pect, as  a new  doctor  will  soon  replace  Dr.  Wade 
at  the  Miami-Inspiration  Hospital. 


We  have  had  monthly  meetings  since  October, 
but  most  of  the  meetings  have  been  purely  social, 
as  we  have  been  guests  of  the  doctors  at  their 
monthly  dinner  meetings. 

All  members  subscribed  to  the  Bulletin,  and 
we  have  four  new  Hygeia  subscriptions. 

We  decided  at  our  last  meeting  to  have  the 
Gila  County  Hospital  as  our  project  for  the  com- 
ing year.  All  of  the  members  are  to  have  a bene- 
fit bridge,  and  the  money  is  to  be  used  for  bed 
lamps  in  the  wards  at  the  County  Hospital. 

Respectfully  submitted, 

CAMILLA  GUNTER,  Sec.-Treas. 


BROOKINGS  REPORT 
(Continued  from  page  94) 

in  the  United  States  causes  doubt  as  to  whether 
it  encourages  initiative  and  development. 

10.  The  problem  of  eliminating  politics  from 
Government  administration  is  extremely  diffi- 
cult. It  does  not  seem  probable  that  politics 
could  be  eliminated  from  medical  care  supplied 
under  a governmental  system. 

11.  Compulsory  insurance  would  inject  the 
Government  into  the  relationship  between  prac- 
titioner and  patient.  A real  danger  exists  that, 
Government  actions  would  impair  that  relation- 
ship and  hence  the  quality  of  medical  care. 

12.  The  administration  of  compulsory  insur- 
ance would  require  thousands  of  Government 
employees  for  accounting,  auditing  and  inspec- 
tion and  investigation. 

13.  The  cost  of  medical  care  presumably 
would  increase  because  of  (a)  administrative  ex- 
penses; (b)  the  tendency  to  insured  persons  to 
make  unnecessary  and  often  unreasonable  de- 
mands upon  the  medical  care  services;  and  (c) 
the  tendency  of  some  practitioners  and  agencies 
to  take  advantage  of  the  system  for  their  own 
financial  advantage. 

14.  The  adoption  of  compulsory  insurance 
would  not  immediately  make  available  adequate 
service  for  all,  because  there  are  not  at  present 
the  facilities  nor  a sufficient  number  of  trained 
and  experienced  physicians,  dentists  and  nurses 
to  meet  the  demand  which  would  result  from 
compulsory  insurance. 

15.  It  seems  questionable  whether  a country 
which  once  embarks  on  compulsory  insurance 
can  turn  back  but  must  attempt  to  remedy  de- 
fects by  more  complete  government  control  and 
administration. 

The  study  is  published  in  the  form  of  a mono- 
graph. Copies  of  the  monograph  entitled  “The 
Issue  of  Compulsory  Health  Insurance”  can  be 
secured  by  writing,  with  check  enclosed,  to 
Brookings  Institution,  722  Jackson  Place  N.  W., 
Washington  6,  D.  C.  {The  price  - Paper  Bound 
$2  — Cloth  Bound  $4.) 
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INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

BERTRAM  L.  SNYDER,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

AND  DISEASES  OF  THE  CHEST 

1118  Professional  Building 

910  Professional  Bldg. 

Phone  4-1078 

Phone  4-2 1 74 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

MONROE  H.  GREEN,  M.  D. 

INTERNAL  MEDICINE 

Diplomate  of  the  American  Board 

Diplomate  of  the  American  Board 

of  Internal  Medicine 

of  Internal  Medicine 

CARD  10- VASCULAR  and  CHEST  DISEASE 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 

1 137  West  McDowell  Road 

ALLERGY 

Phone  4-0489  - 3-4189 

1006  Prefessional  Bldg. 

Phoenix,  Arizona 

Phone  3-8907 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

THE  BENSEMA  - SHOUN  CLINIC 

F.  A.  C.  P. 

1 800  East  Speedway 

Tucson,  Arizona 

INTERNAL  MEDICINE 

Special  Attention  to  CARDIOLOGY 

ARTHRITIS  AND  INTERNAL  MEDICINE 

Suite  910  Phoenix 

Complete  Laboratory,  X-ray  and  Physical  Therapy 

15  E.  Monroe  St.  Arizona 

Facilities  Available 

FRANK  J.  MILLOY,  M.  D. 

O.  J.  FARNESS,  M.  D.,  F.A.C.P. 

F.  A.  C.  P. 

721  North  Fourth  Ave. 

INTERNAL  MEDICINE 

Phone  7749 

611  Professional  Building 

Certified  by  the  American  Board  of 

Phone  4-2171 

Internal  Medicine 

Phoenix,  Arizona 

Tucson,  Arizona 

FOR  SALE  or  LONG  TERM  LEASE,  by  owner,  close  in  building,  10  rooms,  suit- 
able for  Doctors  or  Dentists  Clinic,  ample  parking  space. 

L.  A.  MOORE 

P.  0.  BOX  1861  PHOENIX,  ARIZONA 
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INTERNAL  MEDICINE— (Cont'd.) 


STUART  SANGER,  M.  D. 

1 23  S.  Stone  Avenue 
Tucson,  Arizona 

Certified  by  American  Board 
of  Internal  Medicine 

EVELYN  G.  WATKINS,  M.  D. 

313  Valley  National  Bldg. 

Telephone  5178 
If  no  answer,  2818 

Tucson,  Arizona 

HARRY  EDWARD  THOMPSON, 

THIS  SPACE  FOR  SALE 

M.  D.,  F.  A.  C.  P. 

435  N.  Tucson  Blvd. 

FOR  INFORMATION  AND  RATES 

Tucson,  Arizona 

write  to 

Telephone  7034-  2818 

ARIZONA  MEDICINE 

INTERNAL  MEDICINE  AND 

418  Heard  Bldg. 

RHEUMATIC  DISEASES 

PHOENIX,  ARIZONA 

Certified  by  American  Board  of  Internal  Medicine 

CLINIC 


BUTLER  CLINIC 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


CHILDREN'S  DISEASES 


MILTON  C.  F.  SEMOFF,  M.  D. 

2440  East  Sixth  Street 
Tucson,  Arizona 
Phone  5933 

Fellow  of  the 

American  Academy  of  Pediatrics 


CARL  A.  HOLMES,  M.  D. 

C.  MICHAEL  WITZBERGER,  M.  D. 

DISEASES  OF  INFANTS  and  CHILDREN 

Fellow  of  the  American  Academy 

of  Pediatrics 

1401  North  Seventh  Avenue 

Phone  4-9092 

522  N.  Tucson  Boulevard  Office  Phone  541  1 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

TREVOR  G.  BROWNE,  M.  D. 

DISEASES  OF  CHILDREN 

Medical  Arts  Building 
543  East  McDowell  Road 
Phone  3-2901 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

418  Heard  Bldg. 
PHOENIX,  ARIZONA 
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EYE,  EAR,  NOSE  and  THROAT 


WESLEY  G.  FORSTER,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

Medical  Arts  Building 
Phone  3- 1 666 
Phoenix,  Arizona 

DENNIS  BERNSTEIN,  M.  D. 

OTOLARYNGOLOGY  AND 
PERORAL  ENDOSCOPY 
Certified  by  the 

American  Board  of  Otolaryngology 
602  N.  Fourth  Ave. 

Te!ephones:  Office  4668  - Residence  1671 
TUCSON,  ARIZONA 

PHIL  H.  LOVELESS,  M.  D. 

DISEASES  AND  SURGERY  OF  THE  EYE 

209  Medical  Arts  Building 
543  East  McDowell  Road 

Phone  2-3127  Phoenix,  Arizona 

Hours  by  appointment 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

Telephone  5584 

A.  HARRY  NEFFSON,  M.  D. 

EAR,  NOSE  AND  THROAT  AND 
BRONCHOSCOPY 

Certified  by  American  Board  of  Otolaryngology 

2510  East  Sixth  Street 
Tucson,  Arizona 


THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

4 1 8 Heard  Bldg. 

418  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

ALLERGY 


Telephone  7505 

F.  B.  SHUTZBANK,  M.  D. 

MEMBER  OF  THE  AMERICAN 
ACADEMY  OF  ALLERGY 

4065  E.  Cooper  St.  Tucson,  Arizona 


E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

910  Professional  Building 
Phoenix,  Arizona 


BERNARD  L.  MELTON,  M.  D., 

F.  A.  C.  S. 

Diplomate  of  American  Board  of  Ophthalmology 
Diplomate  of  American  Board  of  Otolaryngology 

DORSEY  R.  HOYT,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 
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PHYSICIANS  and  SURGEONS 


L.  D.  BECK,  M.  D.,  F.  A.  C.  S. 

D.  T.  MOATS,  M.  D. 

PHYSICIAN  and  SURGEON 

1626  N.  Central  Phone  4-1620 

PHOENIX,  ARIZONA 

1.  L.  GARRISON,  M.  D. 

Physician  and  Surgeon 
Office  Practice  Only 

GERIATRICS 

540  West  McKinley  St.  Phone  3-3001 

Phoenix,  Arizona 

S.  R.  CANIGLIA,  M.  D. 

CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

F.  A C.  S. 

PHYSICIAN  and  SURGEON 

General  Practice  with  Special  Attention  to 

543  East  McDowell  Road 

SURGERY  and  UROLOGY 

Phone  3-3641 

907  Professional  Bldg.  Phone  3-3193 

Phoenix,  Arizona 

Phoenix,  Arizona 

LUCILLE  M.  DAGRES,  M.  D. 

J.  ALLEN  GINN,  Jr.,  M.  D. 

GENERAL  PRACTICE 

General  Practice  with  Special  Attention  to 

210  Medical  Arts  6uilding 

OBSTETRICS  and  GYNECOLOGY 

543  East  McDowell  Road 

Phone  4-57 1 4 

1626  N.  Central  Avenue 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

Medical  Staff 

NILE  M.  ROBSON,  Supt. 


Referred  cases  only 

Casa  Grande,  Arizona 


LINCOLN  MEMORIAL  HOSPITAL 
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PHYSICIANS'  DIRECTORY 


DERMATOLOGY 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Telephone  3671  721  N.  Fourth  Ave. 

418  Heard  Bldg. 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS 


FRED  C JORDAN,  M.  D. 

Practice  Limited  to 
OBSTETRICS  and  PEDIATRICS 


MAX  COSTIN,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 
Phone  3366 


1109  Professional  Building 
Phone  4-1379 
Phoenix,  Arizona 


Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

614  N.  Fourth  Ave.  Tucson,  Arizona 


ORTHOPEDIC  SURGERY 


JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

GEORGE  L.  DIXON,  M.  D. 

LEO  L.  TUVESON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Practice  Limited  to 

Diplomate  of  the  American  Board 

ORTHOPAEDIC  SURGERY 

of  Orthopaedic  Surgery 

800  North  First  Ave.  Telephone  2-2375 

2716  East  4th  Street  Telephone  4958 

PHOENIX,  ARIZONA 

TUCSON,  ARIZONA 

J.  DONALD  FRANCIS,  M.  D.,  F.A.C.S. 

THIS  SPACE  FOR  SALE 

Diplomate  American  Board  of  Orthopaedic 

FOR  INFORMATION  AND  RATES 

Surgery 

write  to 

ORTHOPAEDIC  SURGERY 

ARIZONA  MEDICINE 

433  N.  Tucson  Blvd. 

418  Heard  Bldg. 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 
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Reliance  on  MAPHARSEN  is  reflected  in  its  extensive  clinical 


use  — over  200,000,000  injections  since  1940.  The  significant 


advantages  of  high  therapeutic  effectiveness  and  notable 

■ 

relative  safety  have  established  its  value  as  an  antispirochetal 


agent.  Clinical  and  serological  follow-ups  continue  to 


demonstrate  its  high  percentage  of  cures.  Equally  adapted 


to  intensive,  intermediate  or  conventional  prolonged 


treatment  schedules,  alone  or  with  penicillin,  MAPHARSEN 
is  an  arsenical  of  choice  in  the  treatment  of  syphilis. 


* MAPHARSEN 


an 


IN  THE  TREATMENT  OF  SYPHILIS 

, 


MAPHARSEN  ( oxophenarsine  hydrochloride,  P D & Co. ) is  supplied 
in  single  dose  ampoules  of  0.04  Gm.  and  0 06  Gm.,  boxes  of  10, 
and  in  multiple  dose  ampoules  of  0.6  Gm.  in  boxes  of  10. 


RKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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KIND  OF  MEAT 


COMPLETE 

PROTEIN 


B VITAMINS 


THIAMINE  (B>)  RIBOFLAVIN  (BO 


NIACIN 


FOOD 

IRON 


PORK 


EXCELLENT 


EXCELLENT 


FAIR 


FXCELLENT 


EXCELLENT 


LAMB 


VEAL 


VARIETY 

MEATS 

(LIVER.  HEART.  KIDNEY ) 


SAUSAGE 

I FRANKFURTERS.  DOLOSNAI 


EXCELLENT 


EXCELLENT 


EXCELLENT 


EXCELLENT 


FAIR 


GOOD 


EXCELLENT 


GOOD 


GOOD 


GOOD 


EXCELLENT 


GOOD 


EXCELLENT 


EXCELLENT 


EXCELLENT 


GOOD 


EXCELLENT 


EXCELLENT 


EXCELLENT 


EXCELLENT 


ALL  VALUES  ARE  BASED  ON  COOKED  MEATS  . . . MEAT  ALSO  SUPPLIES  SIGNIFICANT  AMOUNTS  OF  COPPER  AND  PHOSPHORUS 


EXCELLENT 


FAIR 


EXCELLENT 


EXCELLENT 


EXCELLENT 


While  its  high  content  of  biologically  com- 
plete protein  ranks  meat  among  man’s  best 
protein  sources,  its  contribution  of  many  more 
indispensable  nutrients  further  enhances  its 
over-all  desirability  in  the  daily  dietary. 

As  is  readily  seen  in  the  chart  above,  every 
kind  of  meat  is  an  excellent  source  of  high 
quality  protein  and  of  iron.  Meat  further  sup- 
plies significant  amounts  of  the  three  B com- 
plex vitamins,  thiamine,  riboflavin  and  nia- 
cin. Certain  cuts  and  kinds  of  meat  are,  as  a 
matter  of  fact,  among  our  richest  food  sources 
of  thiamine  and  niacin.  All  meat,  regardless 


of  grade  or  cut,  makes  these  contributions. 

Due  to  the  excellent  digestibility  of  meat — 
from  96  to  98  per  cent — the  metabolic  avail- 
ability of  its  protein  and  other  nutrients  is 
virtually  assured,  making  it  particularly  valu- 
able in  many  disease  conditions  in  which 
these  nutrients  are  especially  needed. 

AMERICAN  MEAT  INSTITUTE 

Main  Office , Chicago . . . Members  Throughout 
the  United  States 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
• ifflSUi'  tional  statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
'♦•To;f»T»^  N utrition  of  the  American  Medical  Association. 
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CONTACT  LENSES...  New  Type 

* The  new  contact  lenses  which  require  no  buffer  solu- 
tion and  rest  on  the  normal  eye  secretions  are  attracting 
considerable  attention.  Experience  with  this  improved 
contact  lens  indicates  very  promising  results  including 
increased  wearing  time  — greater  comfort  and  no  irri- 
tation of  the  corneal  epithelium. 

We  now  have  facilities  and  trained  technicians  available  for  fitting  these 
new  contact  lenses  and  will  be  pleased  to  serve  your  patients  or  receive 
your  inquiries. 


21  WEST  MONROE  STREET  105  E.  McDOWELL 

Phone  4-3230  Phoenix,  Arizona  Phone  2-5511 


GYNERGEN..  .ergotamine  tartrate 

For  the  Effective  Treatment  of 

MIGRAINE 


DOSAGE  : 0.5  cc.  intramuscularly  as  early  as  possible.  In  resist- 
ant cases  the  dosage  may  be  increased  to  1 cc.  In  mild  attacks 
2 to  6 tablets  preferably  sublingually — often  prove  effective* 

LITERATURE  ON  REQUEST 

SAN DOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 


TICAL  CO. 
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You’d  never  guess  they’re*  waiting  for  their  vitamins — unless  you  are  familiar 
with  Abbott  Vitamin  Products.  The  oral  forms  are  made  as  attractive  as  possible 
in  appearance,  odor  and  taste  for  the  express  purpose  of  encouraging  patient 
adherence  to  the  day-to-day  doses  you  prescribe — an  important  factor  with 
youngsters  the  country  over,  and  with  many  finicky  oldsters.  • These  daily 
.doses  may  be  as  potent  as  the  patient  requires,  whether  indications  are  for 
a diet  supplement  or  for  treatment  of  an  acute  deficiency.  Among  the  many 
Abbott  Vitamin  Products  you  are  sure  to  find  one  well  suited  to  your 
patient’s  needs.  Dosage  forms  are  equally  varied  to  meet  individual 
requirements.  Liquids,  easily  swallowed  capsules  and  tablets, 
ampoules  for  parenteral  use  are  all  available  through  your 
pharmacy  in  single  or  multivitamin  preparations. 

All  have  the  dependability,  guaranteed  potency  and  accurate 
standardization  you  expect  in  Abbott  products. 

Abbott  Laboratories,  North  Chicago,  Illinois. 


VITAMIN  PRODUCTS 


IjxtffUflM & 

IN  ORAL  ESTROGEN  THERAPY 


Estinyl*  I ethinyl  estradiol)  affords  “relief  of  menopausal 
symptoms  with  excellent  results”1  in  from  87.8  to 
100  per  cent2  of  cases.  On  a weight  basis,  Estinyl  is 
many  times  more  powerful  in  estrogenic  effect  than 
other- natural  and  synthetic  estrogenic  agents.3 
It  acts  rapidly,  causing  disappearance  of  hot  flushes 
in  3 to  8 days4  and  often  completely  controls  other 
climacteric  symptoms  in  7 to  10  days.5 


ESTINYL 


sag 


(ETHINYL  ESTRADIOL) 


is  well  tolerated,  there  usually  being  “complete 
absence  of  side  reactions  if  minimal  effective  doses 
are  administered.”2  An  additional  asset  of  Estinyl 
therapy  is  the  “sense  of  well-being”8  it 
commonly  evokes. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


DONATE:  One  Estinyl  Tablet,  0.02  mg.,  or  one 
teaspoonful  of  Estinyl  Liquid  daily.  In  severe  cases 
two  to  three  tablets  daily,  or  their  equivalent  in 
Estinyl  Liquid  may  be  prescribed,  reducing  dosage  as 
symptoms  subside. 

ESTINYL  Tablets,  0.02  (buff)  or  0.05  mg.  (pink), 
in  bottles  of  100,  250  and  1000. 

ESTINYL  Liquid,  0.03  mg.  per  4 cc.  (teaspoonful), 
in  bottles  of  4 and  16  oz. 

BIBLIOGRAPHY : 1.  United  States  Dispensatory,  ed.  24,  Phila- 
delphia, J.  B.  Lippincott  Company,  1947,  p.  1446.  2.  Wiesbader, 
H.,  and  Filler,  W. : Am.  J.  Obst.  & Gynec.  51:75,  1946.  3.  Allen, 
W.  M.:  South.  M.  J.  37:270,  1944,  4.  Lyon,  R.  A.:  Am.  J.  Obst. 
& Gynec.  47 :532,  1944.  5.  Groper,  M.  J.t  and  Biskind,  G.  R. : 
J.  Clin.  Endocrinol.  2:703,  1942.  6.  Soule,  S.  D. : Am.  J.  Obst.  & 
Gynec.  45:315,  1943. 
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Experience  is  the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 

Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett  s disease. 


R.  J.  Reynolds  Tobacco  Company.  Winston-Salem.  N.  C. 


YES!  Millions  of  smokers  who  have  tried  and 
compared  many  different  brands  of  cigarettes 
found  from  experience  that  cool,  full-flavored 
Camels  suit  them  best. 

Try  Camels!  See  how  the  full,  rich  flavor  of 
Camel's  choice,  properly  aged  and  expertly 
blended  tobaccos  pleases  your  taste.  See  if  Camel’s 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

Yes!  Let  your  taste  and  throat  tell  you  why, 
with  millions  of  smokers  who  have  tried  and  com- 
pared, Camels  are  the  “choice  of  experience."’ 

Areortliny  to  a Xationiviilv  surroy: 


A lore  Doetors  Smoke  €1  YAHJMjS 

than  any  other  ciyavette 

In  a nationwide  survey  by  three  independent  research  organizations.  113,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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medical  experience  points  to  multivitamin  supplementa- 
tion, accompanying  balanced  diet,  as  the  best  guaranty  of 
adequate  vitamin  intake.  When  vitamins  are  thus  directly 
administered,  nutrients  essential  to  the  patient’s  progress 
are  provided  with  certainty,  precision  and  economy.  For 
prophylaxis  and  for  therapy, Upjohn  prescription  vitamins 
are  available  in  a range  of  potencies  and  formulas  filling 
the  practical  requirements  of  physicians  and  surgeons. 


Upjohn  Vitamins 


Upjohn 


fine  pharmaceuticals  since  1886 
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Active 
. Ingredient. 
Mineral  Oil  65% 
DIRECTIONS— Adults  One  table, 
spoonful  Children:  One  teaspoonful 
Important  — Do  not  take  directly 
before  or  after  a meal 
May  be  thinned  with  water,  milk  or 
fruit  mice  if  desired 
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middle  age 


buoyant  activity 


The  physical  and  emolional  distress  caused  by 
hot  flushes,  nervous  spells  and  other  symptoms  may 
completely  alter  the  personality  and  life  pattern 
of  the  woman  at  the  climacteric. 
Clinical  experience  has  shown  that,  in  the  majority  of 
cases,  prompt  remission  of  disturbing  symptoms  can 
be  expected  following  the  use  of  " Premarin In  addition, 
this  natural  oral  estrogen  usually  imparts  "a  sense  of  well- 
being". . . the  plus  in  " Premarin " therapy  which  enables 
the  patient  to  resume  an  active  and  enjoyable  existence. 
Three  potencies  of  " Premarin " permit  the  physician 
to  adapt  therapy  to  the  particular  needs  of  the  patient: 
tablets  of  2.5  mg.,  1 .25  mg.,  and  0.625  mg.,  also  liquid 
containing  0.625  mg.  in  each  4 cc.  (I  teaspoonful). 
While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  estrogens 
. . . estradiol,  equilin,  equilenin,  hippulin  . . . are 
probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 

* 

CONJUGATED  ESTKOUENS  (equine) 


'Estrogenic  Substances  (water  solubl 


Ayerst,  McKenna  & Harrison 
Limited 

22  East  40th  St.,  New  York  1 6,  N.  Y. 

jugated  Estrogens  (equine) 
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This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor' 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem” 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  ( 3 ) when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365f 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 
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PATIENT  OF  THIN  TYPE  OF  BUILD 


SKELETON  INDRAWN 


h 


In  conditions  of  faulty  body  mechanics, 
the  nonuse  of  the  abdominal  muscles  al- 
lows the  pelvis  to  rotate  downward  and 
forward,  bringing  the  sacrum  up  and  back. 
There  results  an  increased  forward  lumbar 
curve  with  the  articular  facets  of  the  lum- 
bar spine  crowded  together  in  the  back. 

The  dorsal  spine  curves  backward  with 
compression  of  the  dorsal  intervertebral 
discs  and  the  cervical  spine  curves  forward 
with  the  articular  facets  in  this  region 


closer  together.  Therefore,  chronic  strain 
of  the  muscles,  ligaments  and  joints  of  the 
spine  and  pelvis  occurs. 

Camp  Anatomical  Supports  have  an  ad- 
justment by  means  of  which  their  lower 
sections  can  be  evenly  and  accurately 
brought  about  the  major  portion  of  the 
bony  pelvis.  When  the  pelvis  is  thus  stead- 
ied, the  patient  can  contract  the  abdominal 
muscles  with  ease  and  then  with  slight 
movement  straighten  the  upper  back. 


Relieving  back  strain  and  fatigue  due  to  faulty  body  mechanics  is  a feature  of  the 
Camp  Support  illustrated  and  other  types  for  Prenatal,  Postnatal,  Postoperative, 
Pendulous  Abdomen,  Visceroptosis,  Nephroptosis,  Hernia  and  Orthopedic  conditions. 

S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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PERTUSSIS  VACCINE  COMBINED 

Among  the  many  advantages  of  simultaneous  immunization  against 
diphtheria,  tetanus  and  pertussis  are: 

• Injections  fewer  and  of  smaller  total  volume 

• Local  and  systemic  reactions  reduced  to  a minimum 

• Greater  convenience  for  physician  and  patient 

• Less  discomfort  for  the  patient 

Diphtheria  and  Tetanus  Toxoids  Alum  Precipitated  and  Pertussis 
Vaccine  Combined  Squibb  is  given  in  three  injections  of  0.5  cc.  each  at 
monthly  intervals.  This  amount  provides  a full  immunizing  dose'of  both 
Diphtheria  and  Tetanus  Toxoids  and  45,000  million  killed  H.  pertussis 
organisms. 

In  1.5  cc.  vials,  providing  1 complete  immunization. 

In  7.5  cc.  vials,  providing  5 complete  immunizations. 


' I J X — Cj  P 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


TR  71  (S) 
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Hand  in  Glove 
with  Ad  van 


There  isjr'way  to  lighten  the  burden  of  nutritional 
privatiomm  older  individuals.  The  method  is  the  routine 
prescription -bf  GERILAC  to  supplement  the  diet  of  your 
elderly  patients.  This  will  be  particularly  appreciated  by  those 
with  whom  material  want  goes  "hand  in  glove”  with  advanced  age. 

f At  a cost  of  only  19<t  a day,  Gerilac  is  all  the  more 
gnomical  because  it  does  not  require  mixing  with  milljj.  One 
reliquefied  pint  of  Gerilac  provides  A of  the  proteins,  a full 
allowance  of  each  of  the  necessary  vitamins*  and  minerals, 

and  300  calories  in  two  8-ounce  glasses  of  tasty  drink. 
With  this  fortified  formula  of  spray  dried  whole  milk  and 
skim  milk,  Gerilac  provides  a specifically  designed 
economical  preparation  for  the  aged. 


mine 


the  pleasant  complete  nutritional 

supplement  for  the  aged 


BORDENS  PRESCRIPTION  PRODOCTS  DIVISION  350  Madison  Avenue,  New  York  17,  N.  Y. 


* as  recommended  by  the  National  Research  Council 
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WHY  MANY  LEADING 
NOSE  AND  THROAT 
SPECIALISTS  SUGGEST 


"Chan9e 


to 


pHlU? 


M°rR's 


II  * 


Where  smoking  is  a factor  in  a throat  condition, 
the  physician  may  advise  "Don't  Smoke." 
But  where  the  patient  persists,  many  eminent 
specialists  suggest  "Change  to  Philip  Morris".  . . 
the  one  cigarette  proved  definitely  less  irritating.** 
Perhaps  you  too  will  find  it  advantageous 
to  suggest  to  your  throat  patients 
" Change  to  Philip  Morris."  For  your 
own  smoking  as  well.  Doctor,  in  fact  for  all 
smokers,  Philip  Morris  is  by  far  the  wisest  choice. 

PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


IF  YOU  SMOKE  A PIPE  . . . We  suggest  an 
unusually  fine  new  blend— Country  Doctor  Pipe 
Mixture.  Made  by  the  same  process  as  used  in 
the  manufacture  of  Philip  Morris  Cigarettes. 


*Co mpletely  documented  evidence  on  file. 

**  Reprints  on  Request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngo- 
scope, Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60;  Broc.  Soc.  Exp. 
Biol,  and  Med.,  1934,  32,241;  N.  Y.  State  Journ.  Med.,  Vol. 
35,  6-1-25,  No.  II,  590-592. 
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IMPORTANT  WYETH  ADDITION  TO 

New  and  Nonofficial  Remedies 


•Beams,  A.  J-,  and  Endicott,  E.  T.,  Histologic  changes  in  the  livers  of  patients  with  cirrhosis  treated 
with  methionine.  Gastroenterology  9:718-735  (Dec.)  1947. 


Meonine  is  supplied  in  0.5  gram  tablets, 
bottles  of  100  and  1000.  Crystalline 
Meonine — for  preparing  injection  so- 
lutions— in  50  gram  bottles. 


Realizing  that  traditional  manage- 
ment of  severe  liver  disease  has  been 
on  the  whole  disheartening,  Wyeth 
has  for  years  been  conducting  re- 
search on  one  of  the  essential  amino 
acids  concerned  with  liver  function 
. . . dl-methionine. 

Product  of  this  research  is  Meonine. 

Meonine  may  be  used  to  supple- 
ment the  protein-rich  diet  usually 
prescribed  whenever  the  liver  has 
been  damaged  by  malnutrition,  alco- 
holism, pregnancy,  allergy,  or  toxins. 
And  when  so  used  in  a number  of 
cases  of  cirrhosis,  Beams  and  Endi- 
cott* reported  that  a high  protein  diet 
supplemented  by  Meonine  con- 
sistently caused  regeneration  of  the 
parenchyma,  irrespective  of  the 
amount  of  protein  and  vitamins  in 
the  diet . . . that  patients  who  did  not 
receive  Meonine  sometimes  failed  to 
show  histological  improvement. 

Complete  directions  for  use  and 
bibliography  supplied  on  request. 


WYETH  INCORPORATED  • PHILADELPHIA  3,  PA. 
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IN  COLDS... SINUSITIS 


neo-synephrine  hydrochloride  constricts  the  engorged  mucosa  surrounding  the 
ostia,  permitting  free  entrance  of  air  and  free  drainage  of  secretions. 


\ 


Neo-Synephrine  hydrochloride  affords  prompt  and  prolonged 


decongestion  with  virtually  no  irritation  or  congestive  rebound,  sjjftf 

neo-synephrine- 


HYDROCHLORIDE 


BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 

34%  solution  (plain  and  aromatic),  1 ounce  bottles;  1%  solution, 
1 ounce  bottles;  34%  water  soluble  jelly,  jbs  ounce  tubes. 
Neo-Synephrine,  trademark  reg.  U.  S.  St  Canada 


Vol.  ■">,  No.  6 


Arizona  Medicine 


19 


prolonged  action  The  effect  of  each  application  of  Privine  provides  two  six  hours  of  nasal 
comfort,  thus  avoiding  the  inconvenience  of  frequent  re-ajiplication. 

bland  and  non-irritating  Privine  is  prepared  in  an  isotonic  aqueous  solution  buffered  to  a pH 
of  6.2  to  6.3.  Artificial  differences  in  osmotic  pressure  between  solution  and  epithelium 
are  avoided;  stinging  and  burning  are  usually  absent 


relatively  free  from  systemic  effects  Although  a sedative  effect  is  occasionally  noted  in 
infants  and  young  children  — usually  after  gross  overdosage  — Privine  is 
generally  free  of  systemic  effect.  The  absence  of  central  nervous  stimulation  permits 
the  use  of  Privine  before  retiring  without  interfering  with  restful  sleep. 


• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


Privine  0.05  per  cent  for  all  prescription  purposes;  0.1  per  cent  strength  reserved  for  office  procedures. 


Ciba 


PRIVINE  (brand  of  naphazoline)  Trade  Mark  Reg.  U.S. Pat. Off. 
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PURE  VITAMINS 

Products  of  Merck  Research 


Thiamine  Hydrochloride  U.  S.  P. 

'Vitamin  Bi  Hydrochloride) 

Riboflavin  U.S.  P. 

(Vitamin  B2) 

Niacin 

(Nicotinic  Acid  U.S.P.) 

Niacinamide 

(Nicotinamide  U.S.P.) 

Pyridoxine  Hydrochloride 

(Vitamin  Bg  Hydrochloride) 

Calcium  Pantothenate 
Dextrorotatory 

Ascorbic  Acid  U.  S.  P. 

(Vitamin  C) 

Vitamin  Kt 

(2-Methyl-3-Phytyl- 1,4-Naphthoquinone) 

Menadione  U.  S.  P. 

(2-Methyl- 1,4-Naphthoquinone) 
(Vitamin  K Active) 

Alpha  Tocopherol 

(Vitamin  E) 

Alpha  Tocopherol  Acetate 
Biotin 


Distillation  Procedure  in  Vitamin  Production 


Merck  research  lias  been  directly  responsible 
for  many  important  contributions  to  the  syn- 
thesis, development,  and  large-scale  produc- 
tion ol  individual  vitamin  factors  in  pure  form. 

In  a number  of  instances,  the  pure  vitamins 
may  be  considered  to  be  products  of  Merck 
research.  Several  were  originally  synthesized 
in  The  Merck  Research  Laboratories,  and 
others  have  been  synthesized  by  Merck  chem- 
ists and  collaborators  in  associated  laboratories. 


Merck  experience  in  the  production  of 
vitamins  extends  from  the  time  of  the  original 
synthesis  of  the  first  pure  vitamin,  down 
through  the  recent  isolation  of  Vitamin  B12  in 
The  Merck  Research  Laboratories. 

Because  most  of  the  known  vitamins  have 
now  been  made  available  in  pure  form,  effec- 
tive therapy  of  specific  vitamin  deficiencies  can 
be  conducted  on  a rational  and  controlled 
basis,  under  the  direction  of  the  physician. 
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For  surface  infections 


FjJMCl  V 


.,,°p  NITROFURAZONEJ  ,( 

Itf,,  '"5°'" 

0,1  “,su  ■*«.  ■ ;,.c 


uses  AVAR  AF!.C 


^ration  fob  topical 


usually  respond  rapidly  to  topical 
thout  delay  of  healing.  Because 
the  abnormal  skin  surrounding  such  chronic  lesions  may  be  especially  prone  to  develop  sensitization— it  is  ad- 
visable to  apply  Furacin  to  such  ulcers  only  until  the  infection  is  controlled— often  within  five  days.  Any  bland 
preparation  and  aseptic  technic  may  be  used  thereafter  until  healing  is  complete.  Furacin  N.N.R.,  brand  of 
nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both  containing  0.2  per  cent 
Furacin.®  These  preparations  are  indicated  for  topical  application  in  the  prophylaxis  or  treatment  of  infections 
of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES,  INC.,  NORWICH,  N.Y. 

♦ Downing,  J.  G.,  Hanson,  M.  C.  and  Lamb,  M. : Use  of  5-Nitro-2-Furaldehyde  Semicarbazone  in  Dermatology,  J.  A.  M.  A. 
133 :299,  1947.  • Shipley,  E.  R.  and  Dodd,  M.  C. : Clinical  Observations  on  Furacin  Soluble  Dressing  in  the  Treatment  of 

Surface  Infections,  Surg.  Gynec.  & Obst.  Si  :366,  1947.  • Miller,  J.,  Rodriquez,  J.  and  Domonkos,  A. : Evaluation  of 

Penicillin  in  Topical  Therapy,  New  York  State  J.  Med.  i7 :2316,  1947. 


'Myf&e/ee/  dyfatf/aJcc 

Furacin  therapy.*  The  infection,  odor  and  discharge  diminish  promptly  i 
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When  IVliimA  and  jancieA' 

Obdutd  Good  Nutrition, 


Often  perverted  food  attitudes  and 
abnormal  outlooks  regarding  foods  and 
nutrition  interfere  with  adequacy  in 
dietary  intake  or  are  responsible  for 
nutritionally  improper  eating  habits. 
Accordingly,  excessive  amounts  of 
foods  one-sided  in  nutrient  content  are 
consumed,  or  more  desirable  foods  are 
avoided,  to  the  detriment  of  the  nutri- 
tional health. 

When  such  dietary  whims  and  fan- 
cies rule,  the  delicious  supplementary 
food  drink,  Ovaltine  in  milk,  finds  spe- 
cial usefulness  for  readjusting  the  daily 


nutrient  intake.  Its  bounty  of  nutrients 
virtually  assures  complementation  of 
inadequate  dietaries  to  full  allowances 
of  required  nutrients.  Its  flavorfulness 
induces  its  ready  acceptance  and  con- 
tinued use. 

Ovaltine  in  milk,  three  glassfuls 
daily,  supplies  the  abundance  of  essen- 
tial nutrients  itemized  in  the  accom- 
panying table.  Its  protein  is  biologically 
complete,  the  nutrients  dietetically  are 
well-proportioned;  and  it  is  quickly 
digested  and  assimilated  for  meeting 
metabolic  needs. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

. 3000  I.U. 

PROTEIN 

. 32.1  Gm. 

VITAMIN  Bi 

. 1.16  mg. 

FAT 

. 31.5  Gm. 

RIBOFLAVIN 

. 2.00  mg. 

CARBOHYDRATE  . . . 

. 64.8  Gm 

NIACIN  

6.8  mg. 

CALCIUM  

. 1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  . . . - 

. 0.94  Gm. 

VITAMIN  D 

417  I.U 

IRON  

* Based 

12  0 mg. 
on  average 

COPPER  

reported  values  for  milk. 

0.50  mg. 
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Harris,  Ivy  and  Searle  conclusively  proved  that  'Benzedrine’  Sulfate,  alone , safely  depresses  the  over- 
weight patient’s  appetite — and  when  caloric  intake  is  sufficiently  lowered,  weight  reduction  is  facilitated. 

After  a comprehensive  series  of  functional  tests,  these  same  investigators  conclude:  "No  evidence  of 
deleterious  effects  of  the  drug  (amphetamine  sulfate)  were  observed.”  (J.A.M.A.I34:1468[Aug.23]  1947.) 
Smith , Kline  & French  Laboratories,  Philadelphia 


Benzedrine  Sulfate  . eiixir 


( racemic  amphetamine  sulfate,  S.K.F.) 

One  of  the  fundamental  drugs  in  medicine 


'BENZEDRINE*  T.M.  REG.  U.S.  PAT.  OFF. 


SPRAY  DRIED 


LACTOGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

MILK  FAT 
LACTOSE 

Reinforced  with  IRON 


DEXTROGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

DEXTRINS  • MALTOSE 
DEXTROSE 

Reinforced  with  IRON 


PELARGON 


HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

GLUCOSE  SUCROSE 
STARCH 


Reinforced  with 


No  advertising  or  feeding  directions  except  to  physicians 


NESTLE’S 

MILK  PRODUCTS,  INC. 

Check  the  coupon 
LACTOGEN  [ 

below  for  literature  and 
DEXTROGEN  [ 

, . , AMJ-5-48 

samples  desired. 

PELARGON  [ 

155  East  44th  Street, 

Dr. 

New  York  17,  N.  Y. 

M 

PEG.UJ5 

City 

PAT  OFF  * 

! 
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NEWER  ASPECTS  OF  STERILITY* 

M.  JAMES  WHITELAW,  M.  D. 

Phoenix,  Arizona 


/'“YNE  of  the  first  references  that  was  made 
'“''concerning  conception  was  that,  “Rachel 
ate  the  mandrakes  but  remained  barren  for  years, 
while  Leah  became  pregnant  without  the  man- 
drakes. ’ ’ (Genesis  30  :14) 

Since  this  time  a good  deal  of  knowledge  has 
accumulated  regarding  therapy  in  the  treatment 
of  sterility.  It  has  only  been  within  the  last 
few  years  that  rapid  progress  has  been  made 
in  the  field  due  to  the  collaboration  of  many  in- 
vestigators in  diversified  branches  of  medicine. 
The  more  than  a thousand  articles  that  have  ap- 
peared in  recent  medical  journals  as  well  as  the 
dozen  or  more  books  that  have  partially  or  wholly 
been  devoted  to  sterility  are  written  proof  of  the 
interest  and  advances  that  have  been  made  in  the 
field.  It  is  hoped,  by  the  American  Society  for 
the  Study  of  Sterility,  that  in  1949  a journal 
devoted  exclusively  to  this  problem  will  make 
its  debut. 

The  overall  picture  that  one  receives  from 
perusal  of  the  literature  may  be  summarized  as 
follows : Every  barren  marriage  must  be  treat- 
ed as  a unit  with  both  members  undergoing  a 
complete  examination  which  must  entail  not 
alone  a painstaking  and  accurate  anamnesis 
based  upon  our  newer  knowledge  of  the  various 
causes  of  sterility,  but  also  upon  an  accurate  and 
careful  physical  examination  as  well  as  full 
utilization  of  laboratory  tests  where  indicated. 
It  follows  from  this  that  under  no  circumstances 
should  therapy  be  instituted  before  a diagnosis 
is  reached,  as  the  indiscriminate  and  unscientific 
use  of  hormone  preparations  in  the  treatment 
of  sterility  not  alone  may  be  injurious  to  the 
patient55-  10  but,  of  far  greater  significance,  may 
lead  to  the  product’s  falling  in  disrepute. 

It  has  become  increasingly  evident  that  the 
preventative  angle  of  sterility  will  occupy  an 

’’Presented  in  part  before  the  Maricopa  County  Medical  Soci- 
ety, January  5,  1948. 


even  greater  role.  We  know  that  the  treatment 
of  secondary  amenorrhea  has  a poorer  prognosis 
the  longer  therapy  is  delayed33  and  our  sterility 
salvage  will  be  less.  It  might  also  be  noted  that 
the  later  the  menarchie  starts,  the  earlier  the 
menopause  begins  usually  — thereby  markedly 
shortening-  the  child-bearing  period. 

In  the  adolescent  boy,  signs  and  stigmata  of 
genital  underdevelopment  may  well  be  the  rea- 
son for  some  of  our  cases  of  oligospermia  as  well 
as  azoospermia.  (Fig.  1)  I56  have  noted  such 
cases.  There  is,  therefore,  the  need  of  reviewing 
this  whole  problem  and  perhaps  not  waiting  be- 
fore instituting 

The  introduction  of  antibiotics  has  given  us 
an  enormous  opportunity  of  saving  many  women 
who  otherwise  would  have  had  tubal  stenoses. 
When  treating  an  acute  salpingitis  or  appendi- 
citis  this  aspect  of  the  problem  should  not  be 
neglected.  Up  to  now  the  outlook  in-  reconstruc- 
tion of  the  Fallopian  tubes  has  been  most  dis- 
couraging, most  figures  being  below  15  per 


Fig.  1.  Photomicrograph  of  a testicular  biopsy 
of  a 15-year-old  boy  showing  complete  absence  of 
Sertoli  cells  and  nearly  complete  replacement  of 
tubules  by  collagen. 
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cent,  in  the  hands  of  very  competent  sur- 
geons.14’ 10’  4b>  47  It  is  true  that  here  again  the 
latest  statistics  of  Rutherford4"  indicate  that 
with  the  use  of  antibiotics  pre-  and  postoperative- 
ly  the  end  results  are  better.  Time  and  space  do 
not  permit  a more  detailed  discussion  of  this 
pertinent  problem. 

In  any  surgical  procedure  involving  the  uterus 
during  the  childbearing  period,  we  perhaps 
should  look  back  again  on  the  brilliant  results 
of  conservative  surgery  with  myomata  and  adeno- 
myomata  as  performed  by  Bonney5  and  Borras.7 
As  for  ovarian  conservation,  here  again  Bonney" 
has  been  a pioneer,  having  stated  twenty  years 
ago  that  all  innocent  cysts  (dermoid,  follicular, 
chocolate  and  adenomatous)  should  be  enucleat- 
ed if  feasible.  Mathews,24  Miller,27  Marshall,23 
Bell,4  and  Meigs25  have  reiterated  this,  while 
Dockerty13  in  a review  of  100  articles  in  the  lit- 
erature on  the  subject  of  ovarian  neoplasms 
states,  “When  such  small  dermoids  are  encoun- 
tered they  should  be  shelled  out  without  rupture 
and  the  resulting  raw  surfaces  apposed  with  a 
minimum  of  fine  suture  material.  Pregnancy 
lias  occasionally  followed  after  such  conservation 
of  the  ovarian  tissue.”  It  is  true,  as  has  been 
pointed  out  by  Whitelaw,57  that  following  uni- 
lateral oophorectomy  in  the  young  female  under 


thirty  the  contralateral  ovary  will  take  over  the 
physiological  function  as  attested  by  normal 
temperature  curves  and  endometrial  patterns. 
It  will  repay  us  many  times  over  to  always  try 
to  conserve  where  possible  ovarian  tissue  in 
women  in  the  child-bearing  age  group. 

The  part  that  diet,  as  well  as  undue  physical 
and  mental  stress,  may  play  in  the  problem  of 
sterility  has  been  far  better  understood  since 
the  Germans  first  described  Krieg’s  amenorrheas 
of  World  War  I.  Coghlan,11  of  Australia  has 
shown  that  only  30  per  cent  of  the  returning 
soldiers  from  the  Middle  East  have  any  chance 
of  becoming  fathers.  General  examination  did 
not  account  for  any  of  the  low  sperm  counts. 
Since  the  end  of  World  War  II,  he  continues  to 
get  low  counts  in  most  returning  men  and  war 
prisoners.  My  own  experience  with  American 
war  prisoners  in  Germany  and  Japan  confirms 
these  findings.  Smith45  in  his  study  of  severe 
malnutrition  in  Holland  during  the  winter  of 
1944-1945  was  statistically  impressed  by  the 
commoness  of  amenorrhea  and  sterility  and  the 
striking  reduction  of  the  birth  rate.  We  all  have 
seen  patients  who  after  having  adopted  a child 
because  of  long  standing  sterility  have  conceived 
within  a short  time. 

It  is  of  paramount  importance  that  we  be  able 


Eig.  2.  Typical  basal  temperature  curve  showing  a single  artificial  insemination  following 
which  pregnancy  ensued.  This  indicates  ovulation  having  taken  place  on  the  rise. 
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to  determine  the  exact  time  of  ovulation,  for 
it  has  been  shown  by  Rock39  in  his  brilliant  study 
of  early  gestation  that  the  human  ova  is  prob- 
ably capable  of  fertilization  for  not  over  twenty- 
four  hours.  Various  methods  have  been  devised 
for  making  this  determination. 

It  had  been  early  noted  by  German  authors 
that  in  a few  women  during  the  mid-interval 
phase  Mittelschmertz  was  present.  This  may  be 
bi-monthly,  in  which  ease  it  has  always  been 
noted  by  me  to  be  on  the  same  side,  indicating 
in  those  instances  alternation  in  ovarian  ovula- 
tion. This  pain  is  thought  to  be  due  to  either  the 
spilling  of  follicular  fluid  into  the  pelvic  peri- 
toneum or  rupture  of  the  cortex  of  the  ovary. 
Mid-interval  bleeding,  either  macro-  or  micro- 
scopic, has  also  been  noted.54  Even  Vitamin  C 
excretion  levels31  have  been  suggested  for  de- 
termining ovulation  time.  Inasmuch  as  the  fe- 
male genital  tract  undergoes  cyclic  changes,  this 
has  been  utilized  in  trying  to  determine  the  time 
of  ovulation.  Tubal  mucosal  changes  as  well  as 
cyclic  variations  in  fallopian  contraction  rate 
have  been  described  by  Seckenger41  and  White- 
law.08  Recordings  of  myometrial  contractions 
with  the  insertion  of  a balloon  have  been  rec- 
ommended by  Karnaky.20  The  study  of  the  en- 
dometrium on  the  first  day  of  menstruation  for 


evidence  of  secretory  activity  is  a well-known, 
utilized,  office  procedure  that  has  now  withstood 
the  test  of  time.  Cyclic  changes  in  both  the  cervi- 
cal mucous  plug  and  the  vaginal  mucosa  have 
been  investigated  and  reported  by  numerous 
authors,  this  latter  test  having  been  developed 
by  Papanicolaou30  and  later  modified  by  Shorr.43 
It  is  possible  by  the  determination  of  the  pres- 
ence of  pregnanediol  in  the  urine  to  prove  indi- 
rectly that  ovulation  has  taken  place.  One  of  the 
simplest  methods  is  that  of  cyclic  basal  tempera- 
ture variations  first  noted  by  Van  de  Velve51  in 
1902.  It  remained,  however,  for  Rubenstein38  to 
suggest,  on  the  basis  of  conception  occuring  at 
a given  time  in  a group  of  women  whose  basal 
rectal  temperature  had  been  recorded,  that  ovu- 
lation probably  occurred  at  about  the  time  in 
the  cycle  when  the  waking  rectal  temperature 
is  at  its  lowest  point  which  it  attains  during 
the  cycle.  These  findings  have  since  been  sub- 
stantiated by  many  authors,  although  there  is 
disagreement  among  us  as  to  whether  ovulation 
takes  place  at  the  drop  or  rise  in  the  curve.  (See 
Fig.  2)  It  is  not,  however,  pointed  out  in  the 
literature  that  there  are  many  women  whose 
endometrial  biopsies  and  vaginal  smears  indi- 
cate a normal  cycle  yet  whose  basal  body  tem- 
perature curves  are  atypical.39  (See  Fig.  3) 


Fig.  3.  An  atypical  basal  temperature  curve  of  a R.  N.  illustrating  a triphasic  type  of  curve 
and  a plateau  effect  before  ovulation,  as  coitus  was  only  consumated  at  time  indicated. 
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The  exact  mechanism  in  the  hormonal  control 
of  ovulation  is  not  perfectly  understod.  Several 
isolated  instances  of  ovulation  by  injection  of 
FSH  in  Rhesus  monkeys  have  been  reported  by 
Hartman.18  He  has  also  been  able  to  induce  ovu- 
lation by  equinine  gonadtropin  in  rare  cases.  It 
is  known  that  a definite  relationship  must  exist 
between  FSH  and  ICSH  in  order  to  bring  about 
ovulation.  Within  the  past  few  years  it  has  been 
possible  to  isolate  five  pituitary  hormones,  but 
one  of  the  amazing  discoveries  has  been  finding 
that  there  is  a species  specificity.  Anovulatory 
cycles  in  regularly  bleeding  women  are  found  in 
approximately  5 per  cent  of  tin*  sterility  cases 
examined.  Fortunately,  it  is  only  rarely,  if  ever, 
present  for  four  or  more  consecutive  months57  in 
this  type  of  patient. 

It  is  probable  that  within  the  next  few  years, 
with  pure  hormones  available,  it  will  be  possible 
to  induce  ovulation  in  the  human.  It  is,  however, 
timely  to  point  out  the  dangers  inherent  in  the 
use  of  products  such  as  equinine  gonadotropins, 
etc.,  which  may  actually  induce  a gonadotoxic 
effect  on  the  ovary,  as  has  been  shown  at  lapa- 
rotomy,1 and  so  contribute  further  to  ovarian 
pathology  and  sterility. 

Inasmuch  as  nidation  normally  has  to  take 
place  in  the  tubes,  these  must  be  intact  physio- 
logically and  anatomically.  The  basic  studies 
on  these  points  date  back  to  Cary9  and  Rubin's34 
introduction  of  radio-opaque  substances  in  1914 
for  visualization  of  the  fallopian  tubes,  followed 


by  Rubin’s35  now  classical  demonstration  of  per- 
uterine  insufflation.  There  has  ensued  through- 
out the  years  an  academic  discussion  on  the  rela- 
tive merits  of  these  two  techniques  in  the  study 
of  sterility.  After  a quarter  of  a century’s 
comparison  it  is  fairly  well  agreed  by  most  men 
that  in  the  routine  sterility  examination  of  the 
female  the  Rubin  Test  ALONE  should  be  util- 
ized. To  quote  Titus,49  “In  the  first  place,  too 
many  hysterosalpingographies  are  being  per- 
formed. This  procedure  should  not  be  substitut- 
ed, as  so  many  do,  for  tubal  insufflation  (Rubin 
Test),  but  should  be  restricted  to  those  patients 
in  whom  the  desired  information  cannot  be  ob- 
tained by  the  Rubin  Test.” 

Rubin36  himself  states,  “In  uterotubal  insuf- 
flation of  carbon  dioxide  gas  added  by  a kymo- 
graphic  apparatus  and  volumeter,  we  have  avail- 
able, meanwhile,  a simple,  safe  and  scientific 
method  for  determining  without  surgical  inter- 
vention the  fact  of  tubal  patency  and  non-pat- 
ency. The  discovery  of  the  various  degrees  of 
stricture  and  peritubal  adhesions  is  its  secondary 
but  no  less  important  contribution.  Not  only  are 
they  readily  diagnostic-able  by  uterotubal  insuf- 
flation, but  they  also  yield  frequently  to  its  ther- 
apeutic action.  For  this,  if  for  no  other  reason, 
it  bids  fair  to  continue  the  method  of  choice  as  a 
test  for  tubal  patency.”  Inasmuch  as  sperm  and 
ova  transport  are  vital  problems  in  nidation  and 
both  are,  according  to  Sturgis48  and  Whitelaw,60 
mainly  influenced  by  tubal  peristalsis,  it  follows 


Fig.  4.  Hysterosalpingogram  illustrating  bilateral  occlusion  at  the  fimbria.  Salpingolysis  and 
Circumcision  operation  performed. 
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that  any  method  that  will  give  us  added  data  on 
tubal  contraction  will  aid  us  in  our  understand- 
ing and  treatment  of  sterility. 

One  or  even  two  negative  Rubin  Tests  are  not 
definite  proof  of  tubal  closure  but  may  be  due 
to  spasm.  This  condition  is  sometimes  ameliorat- 
ed by  preparing  the  patient  with  male  hormone 
as  suggested  by  Abarbanel.2  It  is  most  unfortu- 
nate to  tell  a patient  that  her  tubes  are  occluded, 
only  to  have  her  return  several  months  later 
pregnant.  If  complete  stenosis  is  present,  locali- 
zation is  indicated.  Because  lipiodol  has  been 
shown  to  remain  in  the  peritoneal  cavity  for  as 
long  as  six  months  after  administration,  as  Avell 
as  the  fact  that  J.  Novak29  reported  in  one  case 
at  laparotomy  performed  fifteen  months  after 
lipiodol  injection  that  both  tubes  on  removal 
were  thickened  and  adherent,  while  the  micro- 
scopic sections  showed  abundant  iodine  in  or- 
ganic combination,  a radiographic  media  that 
would  meet  Neustadter’s  tenants  was  searched 
for.  Titus50  brought  out  skiodan  and  acacia. 
Rubin37  developed  Rayopake,  a crystalloid  iodine 
in  polyvinyl  alcohol.  This  product  has  now  been 
in  the  research  clinics  of  this  country  for  over 
five  years  and  has  been  shown  by  Warren,52 


Whitelaw,01  and  others15- 28  to  be  superior  to 
lipiodol.  (Fig.  4)  Iodized  oils  definitely  are 
contraindicated  in  sterility  studies. 

In  the  routine  examination  of  the  uterus,  hys- 
terometric  determination  should  be  made,  as  it 
has  been  shown  that  a small  uterus  on  bimanual 
palpation  may  not  necessarily  be  infantile.  Suc- 
tion biopsy  for  study  of  the  endometrium  should 
only  be  carried  out  the  first  day  of  bleeding,  to 
avoid  the  interruption  of  a pregnancy.  It  is  eco- 
nomically unsound  to  subject  these  patients  to 
the  added  load  of  a D and  C done  in  a hospital ; 
the  information  obtained  being  the  same.  Rock 
has  indicated  that  faulty  implantation  may  re- 
sult in  abortion  where  the  endometrium  is  not 
absolutely  normal,  and  we  know  that  two  to 
three  times  as  many  relatively  sterile  women 
abort  as  compared  with  normals.  Where  the  en- 
dometrium is  low  or  of  the  mixed  type,  an  at- 
tempt should  be  made  to  correct  it.  Suction  bi- 
opsy may  also  give  us  added  information,  as, 
for  example : tuberculosis  or  submucous  fibroids. 

It  was  noted  by  Seguy  and  Yimeaux42  in  1933 
that  there  was  a cyclic  variation  in  the  mucous 
secretion  of  the  cervix.  This  has  been,  studied  in 
detail  by  Pomerenke  and  Viergiver,32  as  well  as 


Fig.  5.  Analysis  of  400  Barren  Marriages. 
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Abarabanel3  who  pointed  out  that  about  the 
time  corresponding  with  ovulation  there  is:  1,  a 
marked  increase  in  the  amount  of  cervical  secre- 
tion; 2,  a decrease  in  the  viscosity;  and  3,  leuco- 
cytic disappearance.  The  evidence  indicates  that 
this  clear  mucous  plug  at  midcycle  is  due  to  es- 
trogen stimulation.  It  has  been  noted  that  the 
chemical  analysis  of  the  cervical  secretion  at  this 
stage  shows  it  to  be  very  similar  to  that  of  the 
semen.  It  must  be  emphasized  that  it  is  only 
during  this  period  that  it  has  been  demonstrated 
that  sperm  are  freely  capable  of  penetrating  the 
cervical  secretions. 

It  may,  therefore,  be  noted  that  the  question 
of  sperm  transport  such  as  that  reported  by 
Brown,8  in  which  only  one  hour  transpired  for 
passage  from  the  cervix  to  the  fimbria  of  the 
tube,  is  open  to  marked  criticism  because  such 
experiments  were  done  on  extirpated  specimens 
and,  of  greater  importance,  were  not  carried  out 
at  ovulation.  The  Huhner  test,111  which  was  first 
described  in  1913,  consists  simply  in  the  examina- 
tion of  the  cervical  mucus  for  presence  of  sperm 
several  hours  after  coitus.  It  follows  from  the 
above  that  a diseased  endoeervix  or  cervix  will 
alter  the  cervical  secretions,  and  this  will  of  it- 


self act  as  a barrier  to  sperm  penetration.  Sec- 
ondly, though  of  equal  importance,  endocervici- 
tis  may  lie  the  cause  of  adnexial  disease.  In 
cauterizing  a cervix,  it  is  best  to  keep  the  above 
factors  in  mind.  During  the  past  few  years  it 
has  become  apparent  that  the  study  of  ovarian 
and  tubal  activities  under  direct  observation 
might  perhaps  lead  to  a better  understanding  of 
the  problem.  With  this  in  mind,  Decker12  of 
Roosevelt  Hospital,  New  York,  devised  a cnldo- 
scope  which,  by  means  of  a tenaculum  on  the  cer- 
vix and  having  the  woman  in  the  knee-chest  po- 
sition, gives  nearly  complete  visualization  of  both 
tubes,  ovaries  and  uterus.  No  one  has  reported 
untoward  reaction  with  this  method. 

Up  to  recent  years  the  male  has  been  neglected 
in  our  study  of  sterility,  it  having  been  assumed 
that  the  woman  was  always  at  fault.  We  have 
since  found  out.  under  careful  appraisal  and 
scrutiny  of  the  male,  that  in  the  study  of  the 
barren  couple  as  a unit  the  figures  reveal  a 
slightly  greater  than  50  per  cent  fault  being  due 
either  partially  or  completely  to  Hie  male  part- 
ner. My  statistics  in  the  last  400  barren  mar- 
riages reveal  53  per  cent.  (Fig.  5] 

In  the  examination  of  the  male  it  should  be 
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emphasized  that  the  ejaculate  be  procured  in  a 
clean  container.  It  is  not  necessary  or  desirable 
to  bring  the  specimen  in  a warm  water  bath  or 
carry  it  next  to  the  body,  as  so  frequently  hap- 
pens. A condom  specimen  is  unsatisfactory.  It 
is  necessary  to  examine  the  ejaculate  for  the  fol- 
lowing: amount,  viscosity,  pH,  number  of  pus 
or  other  abnormal  cells,  and  hemospermia.  The 
spei’m  themselves  should  be  counted,  their  motil- 
ity studied  for  at  least  six  hours,  and  their 
morphology  carefully  investigated  under  12-1500 
magnification, — as  pointed  out  by  Williams.63 
(Fig.  6)  Only  by  a complete  and  careful  study 
can  an  adequate  appraisal  of  the  male  be  made. 
Slipshod  methods  of  analyses  or  examinations 
done  by  persons  not  adequately  trained  are  to 
be  condemned.  In  lowered  counts  and  where 
physical  examination  indicates  it,  17  ketosteroid 
and  FSH  determinations  should  be  done.  In 
oligospermia  the  author  has  had  success  using  a 
cervical  cap.62  Azoospermia,  or  absence  of  sperm- 
atozoa in  the  semen,  is  a common  finding.  Azoo- 
spermia may  be  due  to  defective  production  of 
spermatozoa  (Fig.  7)  or  to  a complete  obstruc- 
tion of  the  passage  ways.  In  the  latter  case, 
operative  treatment  may  be  indicated  in  clinical 
types  of  block.  The  most  common  cause  for  ob- 
structive lesions  is  a Neisserian  infection  in 
which  approximately  two-thirds  show  blocking 
of  both  sides,  the  remainder  having  unilateral 
obstruction.  Trauma  may  be  a cause  of  non- 
patency  in  a small  percentage  of  cases ; in  others 
no  etiology  has  been  determined  for  the  non- 
patency. Congenital  absence  of  both  vasa  has 
been  reported  by  numerous  authors.  An  opera- 


Fig.  7.  Photomicrograph  of  a testicular  biopsy 
showing  complete  aspermatogenesis.  Normal  ser- 
toli  cells.  17  Ketosteroid  = 11.2  mg.  Gonadatro- 
pins  = 200  Mouse  Units. 


tion  to  reconstruct  the  constricted  canals  for 
the  re-transportation  of  the  spermatozoa  is  only 
indicated  when  it  has  been  determined  that  a 
normal  testicle  is  present.  In  azoospermia  a 
testicle  with  normal  spermatogenesis  can  be  diag- 
nosed only  after  physical  examination  and  tes- 
ticular biopsy  has  shown  this  is  true.  (Fig.  8) 
Although  it  would  be  well  to  be  able  to  determine 
beforehand  the  degree  of  block  and  the  extent  of 
the  disease  process  in  the  ductal  system,  this  can 
be  determined  only  at  the  time  of  operation.  The 
first  successful  anastomosis  of  the  due.  us  defer- 
ens and  epididymis  was  done  by  Martin  in 
1902.  It  is  now  being  done  by  several  surgeons 
interested  in  this  type  of  work.  Treatment  of 
these  cases  with  hormones  is  not  alone  unscienti- 
fic but  may  lead  lo  actual  destruction  of  the  semi- 
niferous tubules.  Where  biopsy  indicates  ir- 
reparable damage  or  disappearance  of  tubular 
components  no  therapeutic  measures,  hormonal 
or  otherwise,  can  restore  fertility.  It  is  well  for 
us  to  recognize  our  limitations. 

Hvaluronidase,  a mucopolysacharide,  was  first 
described  as  being  present  in  the  testicles  of  bulls 
byMcLain  and  Rowlands22  in  1942.  It  has  been 
shown  that  this  substance  will  disperse  the  fol- 
licular cells  surrounding  the  ova.  It  was  noted 
also  by  Kurzrok21  that  the  concentration  of  hya- 
luronidase  fell  to  a very  low  figure  when 
the  sperm  count  went  below  50,000,000.  Clini- 
cally, however,  application  of  this  substance  to 
the  cervix  has  been  disappointing.44  There  is 
some  indication  that  it  may  be  used  eventually 
for  a test  of  epididymal  and  vas  patency  in 
azoospermia.26  Where  it  has  been  demonstrated 


Fig.  8.  Photomicrograph  of  a testicular  biopsy 
of  a patient  who  had  azospermia  demonstrating 
normal  spermatogenesis.  Vaso-epididymal  anasto- 
mosis indicated. 
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beyond  doubt  that  the  male  partner  is  sterile 
and  the  wife  appears  normal,  artificial  insemina- 
tion has  in  many  instances  been  utilized  with 
success.  The  medicolegal  aspects  as  well  as  other 
points  have  been  brought  out  by  Weisman53  and 
Hainan.17 

Many  problems  remain  unsolved  or  only  par- 
tially unraveled  in  this  field  of  sterility.  This 
brief  resume  has  failed  to  touch  on  numerous 
studies  that  are  now  in  the  experimental  stage 
but  from  which  we  all  hope  that  a clearer  un- 
derstanding and  a more  rational  approach  will 
lie  made  in  our  treatment  of  the  barren  marriage. 
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RHEUMATOID  ARTHRITIS 

S.  KENT  CONNER,  M.  D. 

Phoenix,  Arizona 


T>  HEUMATOID  arthritis  is  a systemic  disease 
of  unknown  origin  with  many  generalized 
manifestations.  It  is  characterized  by  inflamma- 
tion of  articular  and  periarticular  tissues  which 
lead  to  muscular  spasm  with  atrophy,  ankylosis 
and  deformity.  Hence,  it-  derives  the  name 
“arthritis  deformans”  from  the  deformity  pro- 
duced and  the  name  “atrophic  arthritis”  be- 
cause of  the  atrophy  ultimately  evidenced  even 
early  in  the  disease,  “infectious  arthritis”  from 
its  possible  relationship  to  infections. 

From  medical  history  we  find  that  arthritis  is 
by  no  means  a new  disease,  but  probably  the  old- 
est disease  of  which  we  have  evidence.16  Pember- 
ton and  Osgood22  have  collected  references  of 
chronic  arthritis  in  fossils  dating  back  600.000,- 
000  years.  Atlases  of  plates  covering  mummies 
of  all  periods  from  the  Pre-dynastic  to  the  By- 
zantine, show  that  syphilis,  cancer  and  rickets 
were  unknown,  but  that  rheumatoid  arthritis 
was  known,  in  spite  of  the  fact  that  it  was 
thought  to  be  essentially  an  environmental  and 
not  a racial  affliction.12’  23 

Probably  no  other  disease  presents  a more  dif- 
ficult problem  from  the  standpoint  of  etiology, 
ehronicity,  deformity  and  treatment.  Rheumatic 
disorders  lead  all  other  chronic  and  incapacitat- 
ing diseases  in  invalidism  with  the  exception  of 
mental  diseases.26  The  prevalence  of  rheumatic 
disorders  is  almost  twice  that  of  heart  disease.26, 1 

ETIOLOGY 

The  cause  of  rheumatoid  arthritis  is  un- 
known, however,  some  methods  of  classifi- 
cation attribute  it  to  probable  infections.  The 
etiological  factors  in  the  production  of  atrophic 
arthritis  may  be  considered  under  five  main 
headings. 

1.  Constitutional  Predisposition.  Undernour- 
ished, nervous,  ptosed  females  usually  in  the 
third  to  fifth  decade  with  a family  history  of 
rheumatism  are  more  likely  to  be  affected.  These 
patients  are  generally  of  the  asthenic  body  type. 
Hereditary  factors  have  not  been  definitely  es- 
tablished, but  there  appears  to  be  a familial  ten- 
dency. Females  are  affected  approximately  two 
or  three  times  to  one  male,  except  in  rheumatoid 
spondylitis  where  the  male  is  affected  in  a larg- 
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er  majority  of  the  cases,  the  ratio  being  about 
nine  to  one. 

2.  Precipitating  Factors A 5 Exposure  to 
changes  in  climate  such  as  variable  barometric 
pressure,  coldness,  and  dampness  have  a definite 
aggravating  influence.  Rheumatoid  arthritis  is 
more  prevalent  in  occurrence  and  in  exacerba- 
tions during  the  changeable  weather  of  the  spring 
and  fall.  The  incidence  is  probably  lower  in  the 
tropical  climates.  Excess  fatigue  from  overwork 
or  from  lack  of  rest,  as  well  as  chronic  infec- 
tions8 of  teeth,  tonsils,  gallbladder,  appendix  and 
other  foci  of  infections  have  been  incriminated 
as  precipitating  factors.  Too  frequently  the  foci 
of  infections  have  been  removed  with  results 
that  were  not  too  encouraging.  Trauma  may  ag- 
gravate already  existing  postural  defects,  caus- 
ing lowered  resistance  where  this  affliction  may 
later  settle. 

3.  Dietary  Deficiencies.  No  one  food  has 
been  proved  as  the  cause  of  a specific  etiological 
disturbance.  However,  lack  of  a well  balanced 
diet  and  deficiency  of  minerals  and  vitamins  as 
well  as  mal-intestinal  absorption  must  be  con- 
sidered as  influencing  the  disease.  Vitamin  de- 
ficiency is  regarded  more  as  a result  than  as 
a cause  for  arthritis. 

4.  Endocrine  Disorders."  All  of  the  endocrine 
glands  have  been  considered,  but,  again,  no 
proved  specific  disturbance  can  be  found  as  a 
cause  for  rheumatoid  arthritis. 

5.  Psychiatric  Factors A5-21  These  factors 
are  gradually  and  rightfully  gaining  more  prom- 
inence and  they  may  be  approached  from  two 
angles.  The  first  is  the  personality  type  of  indi- 
vidual ; this  may  vary,  yet  the  majority  of  the 
patients  are  over-active,  tense,  and  of  a worrying 
nature.  The  second  approach  is  by  way  of  pre- 
cipitating emotional  factors.  These  are  precipi- 
tated by  worry,  emotional  strain,  family  disturb- 
ances and  social  failings.  Maladjustments  to 
surrounding  conditions  may  intensify  the  re- 
activeness of  a person  and  precipitate  arthritic 
symptoms. 

PATHOLOGY  OF  JOINTS8'  9 

The  outstanding  pathological  changes  are 
found  in  the  joints,  but  the  systemic  nature  of 
rheumatoid  arthritis  is  manifested  by  a wide 
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range  of  pathology  found  throughout  the  body. 
The  degree  of  pathology  depends  on  the  stage 
of  the  disease  present  at  the  time  of  examination. 

The  earliest  local  findings  are  peri-articular 
swelling  and  edema.  Later  there  is  hyperemia 
and  lymphocytic  infiltration  with  formation  of 
lymph  follicles  in  the  sub-synovial  tissues.  This 
produces  a thickening  and  a roughening  of  the 
synovial  membrane  and  its  villi.  The  hypertro- 
phied membrane  becomes  covered  with  granula- 
tion tissues  which  forms  a pannus.  This  spreads 
from  the  joint  margin  inward,  gradually  cover- 
ing the  joint  cartilage.  As  this  process  slowly 
proceeds,  the  inflammation  spreads  to  the  sur- 
rounding cartilage,  which  the  pannus  invades. 
At  this  stage  the  fibrous  tissue  formation  causes 
adhesions  between  joint  surfaces  and  between 
the  joint  and  the  capsule.  As  a rule,  effusion 
into  the  joint  space  occurs  from  time  to  time 
after  the  inflammatory  process  has  begun.  There 
is  cartilage  erosion  from  the  joint  surface.  The 
bone  cortex  adjoining  the  cartilage  becomes  atro- 
phied and  may  show  marked  osteophorosis.  -In 
severe  or  advanced  cases  the  fibrous  ankylosis 
formed  by  the  adhesions  and  the  pannus  fre- 
quently becomes  ossified,  producing  bony  anky- 
losis with  occasional  dislocation. 

Spinal  involvement  by  inflammation  and  anky- 
losis of  the  sacroiliac  and  costal  vertebral  articu- 
lations is  frequent.  Spondylitis  is  gradually 
produced  by  bone  fusion  of  the  vertebrae.  Cal- 
cification slowly  progresses  in  the  interspinous 
and  paravertebral  ligaments.  This  may  produce 
irritation  around  the  nerve  trunks  entering  and 
leaving  the  spinal  canal  and,  as  a result,  the  irri- 
tation restricts  spinal  movements  and  causes 
spinal  nerve  neuritis.  Softening  of  the  vertebra 
by  rarefaction  usually  accompanies  this  process. 
Pathological  conditions  involving  the  skin,  skele- 
tal muscles,  nerves,  arteries  and  lymphoid  tis- 
sues will  not  be  discussed,  however,  these  path- 
ological findings  are  further  evidence  of  the 
generalized  nature  of  rheumatoid  arthritis. 
CLINICAL  SYMPTOMS  AND  DIAGNOSIS 

The  onset27  of  rheumatoid  arthritis  may  be 
abrupt  with  elevated  temperature  and  inflam- 
matory polyarthritis  in  approximately  10',  of 
the  cases.  It  may  be  of  short  duration  and  end 
with  little  or  no  residual  damage,  or,  it  may  as- 
sume a sub-acute  or  chronic  course.  However,  in 
about  90%,  the  onset  is  more  commonly  of  an 
insidious  nature  and  assumes  a febrile  or  low- 
grade,  sub-acute,  chronic  course.  Rheumatoid 


arthritis  is  characterized  by  remissions  and  ex- 
acerbations, although  it  may  be  continuous  and 
progressive  in  a few  cases. 

The  severity  cannot  be  classified  on  the  length 
of  the  time  the  disease  has  been  in  existence,  but 
more  on  the  intensity  of  progress.  Far  advanced 
stages  may  be  reached  in  six  months  to  six  years 
or  more.  Early  or  moderately  advanced  cases 
may  remain  so  for  years  with  remissions  at  any 
time.  Rheumatoid  arthritis  may  be  divided  into 
four  stages  as  follows:  1.  Prodromal;  2.  Early; 
3.  Advanced;  4.  Terminal. 

1.  Prodromal?’21  The  patient  with  rheuma- 
toid arthritis  frequently  complains  for  weeks  be- 
fore clinical  evidence  becomes  apparent.  The 
complaints  are  of  general  malaise,  tiredness,  lack 
of  stamina,  ease  of  fatigue,  exhaustion,  tachy- 
cardia, loss  of  weight,  chilliness  and  nervous 
symptoms  such  as  anxiety  and  tension. 

2.  Ear\\)  Symptoms.  The  above  subjective 
and  objective  complaints  become  progressively 
more  severe.5  Probably  anorexia,  loss  of  weight 
and  general  debility  are  the  most  pronounced. 
Vasomotor  symptoms  of  cold,  sweating,  tingling 
and  numbness  in  the  fingers  and  toes  or  even  the 
entire  extremity  may  be  present.  This  stage  is 
usually  insidious  and  slight  swelling  of  one  or 
more  joints  occurs.  The  tendency  is  for  progres- 
sion from  the  peripheral  joints  centrally. 

3.  Advanced  Symptoms.  It  is  convenient  to 
divide  this  state  into  three  subdivisions:  early 
advanced,  moderately  advanced,  far  advanced. 

There  is  a gradual,  insidious  transition  from 
the  early  to  the  advanced  stage.  The  local  joint 
manifestations  become  more  pronounced,  as  do 
the  systemic  complaints.  The  joint  involvement 
is  more  often  symmetrical,  and  consists  of  swell- 
ing, tenderness,  stiffness  and  limitation  of  mo- 
tion from  slight  to  severe  degree.  The  frequency 
of  the  joints  involved9,  27  in  rheumatoid  arthri- 
tis are  fingers,  wrist,  knee,  elbows,  ankles,  shoul- 
ders, hips,  temporomandibular,  toes,  spine  and 
sterno-clavicular.  Although,  any  combination  of 
joint  involvement  or  generalized  affliction  may 
occur.  The  periarticular  swelling  of  the  proximal 
inter-phalangeal  joints  with  atrophy  of  the  inter- 
osseus  muscles  produces  the  typical  spindle  or 
fusiform  appearance  when  the  fingers  are  in- 
volved. When  the  hands  are  involved,  atrophy 
of  the  thenar  eminence  is  frequently  present 
Severe  damage  to  the  metacarpophalangeal  joints 
produces  the  often  seen  ulnar  deviation  of  the 
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fingers.  Muscular  atrophy  and  spasm  is  always 
present  during  the  early  and  late  stages,  depend- 
ing upon  the  joints  involved.  There  is  frequent 
collection  of  fluid  in  the  joint  bursa ; this  comes 
and  goes.  It  is  usually  worse  during  stormy 
weather,  current  infections,  and  nervous  tension. 
This  also  holds  true  for  intensity  of  pain  and 
for  stiffness.  Weight  loss  is  a persistent  factor, 
and  nutritional  deficiencies  may  appear.  Severe 
night  sweating  may  be  present  during  the  acute 
phases. 

Subcutaneous  nodules  are  present  in  about 
five  to  twenty-five  per  cent  of  the  cases.9’  27  Skin 
lesions  are  to  be  considered  more  or  less  inci- 
dental, except  for  atrophy  of  the  skin  over  the 
phalanges.  Psoriasis  occurs  in  about  three  per’ 
cent9  of  arthritic  cases,  however,  the  full  under- 
standing of  this  relationship  is  not  clear.  Lymph- 
adenopathy,  generalized  or  localized,  is  frequent, 
depending  mostly  on  the  joints  affected. 

Still’s  disease  is  a varient  of  rheumatoid 
arthritis  found  in  childhood,  with  which  is  associ- 
ated generalized  lymphadenopathy  and  splen- 
omegaly.27 This  is  closely  related  to  Felty’s 
syndrome  in  the  adult  where  rheumatoid  arthri- 
tis, leukopenia,  lymphadenopathy,  splenomegaly, 
secondary  anemia  and  occasional  yellow-brown 
pigmentation  of  the  skin  is  present.  Marie- 
Strumpell’s  disease  may  develop  at  any  stage, 
and  is  more  common  in  men  than  in  women,  the 
ratio  being  approximately  nine  to  one.  This  lat- 
ter disease  may  become  arrested,  but  as  it  be- 
comes more  advanced,  the  likelihood  of  this  be- 
comes less.  A general  statement9  may  be  made 
that  approximately  25%  of  all  rheumatoid  arth- 
ritic patients  will  get  well  without  any  particu- 
lar treatment.  Twenty-five  per  cent  more  will 
improve,  and  another  25%  will  remain  about  the 
same,  while  an  approximate  five  to  ten  per  cent 
of  these  patients  will  become  progressively  worse, 
in  spite  of  any  therapy  or  lack  of  therapy. 

4.  Terminal  Symptoms.27  Here  the  disease 
has  been  arrested  or  worn  itself  out,  having 
evoked  the  damage.  This  may  vary  from  mild 
joint  deformity  with  practically  no  disability  to 
most  extreme  flexion  deformity  by  ankylosis, 
muscular  atrophy  or  spasm,  which  prevents  ade- 
quate joint  articulation.  General  weakness,  anky- 
losis and  emaciation  may  keep  the  patient  bed- 
ridden or  confined  to  the  wheel  chair  for  the 
rest  of  his  life.  It  may  be  stated  that  few  arthri- 
tic patients  die  from  arthritis. 


LABORATORY  DIAGNOSIS 

If  the  onset  is  acute,  mild  or  moderate,  leuko- 
cytosis may  be  present,  but  the  total  white  blood 
count  usually  falls  within  the  normal  limits. 
However,  over  90%  of  all  cases  with  activity 
have  an  increase  in  the  immature  polymorphonu- 
clear leukocytes.  In  chronic  or  Felty’s  syndrome, 
the  total  leukocyte  count  may  be  low.  Most  of 
these  cases  exhibit  a hypochromic  secondary 
anemia.4 

Sedimentation  Rate.  This  is  elevated  in  over 
90%  of  all  active  cases  of  rheumatoid  arthritis; 
although  it  may  remain  elevated  when  all  clini- 
cal evidence  of  activity  has  disappeared.  The 
sedimentation  rate4  becomes  elevated  early  and 
may  range  from  moderate  to  marked  elevation. 

Synovial  Fluid.  The  fluid  in  joints  with  activ- 
ity may  show  average  leukocytosis  of  10,000  to 
37,000  per  cu.  mm.  with  polymorphonuclear 
leukocytes  predominating.18  Cultures  are  not 
helpful,  except  to  exclude  other  diseases. 

Agglutination  Test.  About  45-76%  of  the 
serum  of  all  patients  with  rheumatoid  arthritis 
gives  a positive  agglutination  of  streptococci  in 
a high  titer  if  the  disease  has  been  present  for 
several  months.6  This  titer  may  fall  as  improve- 
ment occurs.  Antistreptolysins  and  antifibrin- 
olysins  are  not  noticed,  as  a rule,  in  rheumatoid 
arthritis,  but  are  usually  present  in  rheumatic 
fever.  This  is  important  as  a differential  diag- 
nostic- procedure. 

Blood  Cultures.  These  have  not  proved  of 
any  help,  except  for  the  purpose  of  differential 
diagnosis. 

Castro-Intestinal  Studies:  In  rheumatoid 

arthritis  the  incidence  of  achlorhydria  tendency 
is  increased.  Damaged  liver  function  or  gall- 
bladder disease  has  been  reported  to  be  present 
in  approximately  72%  of  the  cases. 

X-Ray}’  27’  2 In  the  early  stages  of  the  dis- 
ease there  may  be  no  particular  roentgen  evi- 
dence, except  for  manifestations  of  soft  tissue 
swelling.  As  the  disease  progresses,  various  stag- 
es of  ankylosis  may  be  found.  Bone  atrophy  ad- 
joining the  inflamed  joints  is  evident.  The  joint 
spaces  become  narrowed,  and  occasionally  are 
obliterated. 

DIFFERENTIAL  DIAGNOSIS 

A diagnosis  of  “rheumatism”  or  “arthritis” 
without  specifying  its  type  is  not  justifiable. 
Rheumatoid  arthritis  may  or  may  not  present  a 
clearcut  picture.  The  most  commonly  confused 
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diseases  are  rheumatic  fever,  gout,  gonorrhea- 
arthritis,  osteo-arthritis,  fibrositis,  and  undulant 
fever  with  joint  manifestations.  However,  in- 
numerable other  diseases  may  give  arthritic 
symptoms  which  may  be  confused  with  rheuma- 
toid arthritis.  If  the  nature  of  these  diseases  is 
considered  and  the  various  laboratory  examina- 
tions are  studied,  the  differential  diagnosis  is 
greatly  enhanced. 

TREATMENT 

There  is  nothing  startling  about  the  treatment 
of  rheumatoid  arthritis.  On  the  other  hand, 
treatment  is  most  discouraging,  since  there  are 
innumerable  and  unsound  therapies.  Because 
there  are  so  many  different  therapies  for  tins 
disease,  it  may  be  said  without  reservation  that 
none  of  them  accomplish  the  desired  result.  Most 
of  these  suggested  treatments  are  conspicuous 
for  what  they  do  not  accomplish.  Improvement 
from  any  form  of  treatment  is  studied  in  periods 
of  months  or  years,  instead  of  days,  as  in  other 
diseases  where  there  are  more  specific  drugs. 
Probably  the  number  one  stumbling  block  to- 
ward successful  treatment  of  this  malady  is  the 
lack  of  knowledge  of  the  etiology.  In  treating 
one  with  rheumatoid  arthritis  the  physician 
should  explain  to  the  patient  that  a miracle  is 
not  to  be  expected,  but,  that  with  cooperation 
and  with  a carefully  planned  routine,  which  may 
need  changing  at  times,  the  prognosis  over  a 
period  of  months  is  good  in  about  76%  of  the 
cases.  Probably  the  first  important  therapeutic 
step  is  to  establish  confidence  in  the  patient  and 
to  continually  encourage  him.  These  patients 
have  many  rightful  questions,  and  it  is  helpful 
to  them  and  to  the  physician  if  time  is  taken  to 
answer  the  questions  and  to  understand  the  pa- 
tient. The  individual  needs  treatment  as  much 
as  the  disease.  Much  helpful  information  has 
been  accumulated  in  the  past  that  should  en- 
hance the  treatment  of  rheumatoid  arthritis. 
The  treatment  for  rheumatoid  arthritis  may  be 
divided  into  the  following  groups : 

1.  General  Therapy 

a.  Physical  and  mental  rest 

b.  Physical  therapy 

c.  Analgesic  therapy 

d.  Constitutional  therapy 

e.  Orthopedic  therapy 

II.  Supplementary  Therapy 

a.  Foci  of  infection 

b.  Chrysotherapv 

c.  Climatotherapy 

d.  Roentgentherapy 


e.  Nicotinic  acid  therapy 

f.  Fever  therapy 

g.  Foreign  protein  therapy 

h.  Endocrine  therapy 

111.  Doubtful  Therapy 

a.  Vitamin  I).  therapy 

b.  Vaccine  therapy 

c.  Iodides  and  arsenicals  and 
sulfa  preparations 

d.  Dietary  fads 

e.  Venom  therapy 

f.  Prostigmine  therapy 

I.  GENERAL  THERAPY— 

a.  Physical  and  Mental  Rest.  The  import- 
ance of  bed  rest  in  the  acute  stages  of  rheuma- 
toid arthritis  cannot  be  overestimated,  but  pas- 
sive and  active  joint  motion  should  not  be  dis- 
couraged. It  is  important  that  these  diseased 
joints  be  exercised  through  the  fullest  range  of 
motion  short  of  causing  an  aggravation  of  pain 
or  producing  trauma.  These  inflamed  joints 
need  rest  and  should  be  used  as  little  as  possible, 
except  as  indicated  above.  This  is  particularly 
true  in  weight-bearing  joints.  The  mild  exer- 
cise is  to  maintain  as  much  joint  motion  as  pos- 
sible, as  well  as  maintain  muscular  tone.  It 
should  be  carried  out  as  long  as  clinical  and  lab- 
oratory evidence  of  acute  activity  is  present. 
However,  in  the  majority  of  cases  in  office 
practice,  this  is  impractical.  The  graduated 
activity  should  be  allowed  as  soon  as  reasonable 
evidence  of  quiescence  of  the  disease  is  present. 

Mental  rest  from  worries,  responsibilities,  and 
emotional  disturbances  should  be  eliminated 
whenever  possible.  Economic  and  social  handi- 
caps may  be  a very  important  barrier  to  somatic 
improvement.  A certain  amount  of  psychother- 
apy is  essential  in  handling  these  patients  be- 
cause they  usually  develop  such  nervous  com- 
plaints as  self-pity,  lack  of  confidence,  irritabil- 
ity and  a pessimistic  attitude.  It  is  important 
that  the  patient  be  told  of  any  improvement, 
whether  clinical  or  laboratory,  when  it  occurs. 
They  should  not  have  the  feeling,  if  present 
treatment  fails,  that  there  is  no  other  therapy 
to  fall  back  on.  They  should  be  questioned  close- 
ly regarding  relationship  with  their  family, 
friends  and  associates.  They  should  be  made 
aware  of  any  existing  conflicts,  resentments  or 
any  other  maladjustments,  and  these  should  be 
corrected  whenever  possible. 

b.  Physical  Therapy.  This  is  a very  import- 
ant aid  when  used  with  care  and  regularity.  In 
the  acute  stages  only,  heat  should  be  employed, 
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probably  most  relief  coming  from  the  application 
of  hot  fomentations.  In  the  sub-acute,  and  chronic 
stage  light  massage  and  graded  exercises  are 
added.  Hydrotherapy  is  a very  important  ad- 
jutant. The  physical  agents  used  to  the  great- 
est advantage  in  many  cases  are  heat,  hydro- 
therapy, massage,  muscular  exercises,  rest,  short 
wave  and  light  wave. 

c.  Analgesic  Therapy.  Because  of  the  pain 
produced  by  rheumatoid  arthritis,  it  is  frequent- 
ly necessary  to  give  some  drug  for  its  relief. 
Pain  interferes  with  the  rest  and  relaxation  of 
the  patient.  Sodium  salicylates  are  used  a great 
deal,  but,  usually  more  effective  results  can  be 
reached  by  the  combination  of  aspirin  grains  10, 
phenacetine  grains  3 and  caffein  grains  *4  given 
q.  i.  d.  or  every  four  hours  as  needed.  If  the 
patient  is  restless  and  nervous,  phenobarbital 
may  be  added  or  given  separately.  Occasionally, 
for  short  periods,  a stronger  drug  for  pain  may 
be  needed. 

d.  Constitutional  Therapy.  The  patient 
should  be  impressed  with  the  importance  of  diet, 
and  it  is  for  this  reason  that  it  should  be  a well 
balanced  one  containing  an  adequate  number  of 
calories,  vitamins  and  minerals.  A good  multiple 
vitamin  concentrate  given  daily  is  advisable.  In 
cases  of  anemia,  ferrous  sulphate  or  frequently, 
remissions  can  be  hastened  by  whole  blood  trans- 
fusions. At  least  considerable  improvement  is 
more  often  noted  than  not. 

Recent  publicity  concerning  transfusions  of 
blood  from  pregnant  women  into  arthritic  pa- 
tients is  probably  unfortunate.15  There  is  no 
definite  basis  as  yet  that  this  type  of  blood  is 
more  valuable  than  blood  of  non-pregnant 
donors.  It  is  well  known  that  remissions  are 
characteristic  of  this  disease,  regardless  of  treat- 
ment, and  again  that  rheumatoid  arthritics  occa- 
sionally become  worse,  or  have  their  first  attack 
during  pregnancy.  More  often  than  not,  there 
is  some  subjective  and  frequently  objective  im- 
provement during  pregnancy.  On  the  average, 
this  improvement  usually  lasts  approximately 
nine  months  from  the  onset,  which  usually  oc- 
curs about  the  first  to  third  month  of  preg- 
nancy.15 Otherwise,  more  often  than  not,  ex- 
acerbations of  the  rheumatoid  arthritis  occur 
within  a matter  of  a few  weeks  following  deliv- 
ery. In  patients  who  have  achlorhydria  gastric 
distress,  relief  may  be  obtained  by  giving  dilute 
hydrochloric  acid  in  doses  of  /2  to  1 dram  in  a 
glass  of  water  with  meals.  The  maintenance  of 


a normal  functioning  bowel  is  important.  Fre- 
quently, various  kinds  of  tonic  therapy  is  of 
help.  In  some  cases  of  anorexia,  daily  injections 
of  liver  and  B complex,  as  well  as  injections  of 
thiamine,  may  aid  in  stimulating  the  appetite. 

e.  Orthopedic  Therapy.  The  treatment  of 
rheumatoid  arthritis  is  basically  a medical  prob- 
lem, but  the  aid  and  cooperation  of  an  ortho- 
pedist is  important  in  preventing  and  correcting 
ankylosis  and  deformity.  Here  the  aim  is  to  pre- 
serve or  restore  the  joint  function.  Properly 
applied  plaster  splints  are  invaluable  in  some 
cases.  Forcible  joint  manipulation  should  never 
be  used  in  the  acute  cases.  In  some  cases  of 
chronic  arthritis  with  certain  deformities,  ortho- 
pedic surgery  may  mean  the  difference  between 
a non-functioning  or  a functioning  joint.  Most 
deformities  are  caused  by  improper  protection 
of  the  joint,  muscular  spasm  and  atrophy.  The 
patient  should  be  instructed  never  to  use  pil- 
lows under  the  knees  as  this  produces  a common 
flexion  deformity. 

II.  SUPPLEMENTARY  THERAPY. 

a.  Foci  of  Infection.  The  present  day  rheu- 
matologist is  getting  away  from  the  idea  of  in- 
discriminately removing  possible  foci  of  infec- 
tioss  ;7,  21  although  it  is  generally  believed  that 
any  evident  foci  should  be  removed.  It  is  ad- 
visable to  do  this  after  the  acute  stage  of  the 
arthritic  process  has  somewhat  subsided.9  A pa- 
tient in  a weakened  condition  should  be  treated 
for  this  before  an  operation  is  undertaken.  It 
should  be  made  clear  to  the  patient  that  removal 
of  such  foci  of  infection  is  not  a cure  for  the 
arthritis,  but  serves  to  lighten  the  burden  on  the 
system  so  that  more  resistance  can  be  directed 
toward  the  arthritis  itself.  A very  small  number 
of  patients  with  rheumatoid  arthritis  show  im- 
provement which  can  be  attributed  to  such  op- 
erations. A conservative  attitude,  without  ne- 
glect of  possible  foci  of  infection,  is  advisoble. 
The  most  important  foci  of  infection  are  tonsils, 
teeth,  paranasal  sinuses,  the  gingiva,  prostate, 
cervix,  appendix,  gallbladder,  respiratory  and 
gastro-intestinal  tract.  However,  it  is  question- 
able as  to  the  significance  of  some  of  these  foci 
of  infection  to  rheumatoid  arthritis. 

b.  Chrysotherapy.  The  best  results  from  gold 
treatments  are  obtained  in  the  early  stages  of 
rheumatoid  arthritis.  A period  of  conservative 
treatment  should  be  tried  first.  Before  begin- 
ning gold  therapy,  the  patient  should  be  instruct- 
ed regarding  its  dangers  and  told  of  its  limita- 
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tions.  Some  enthusiastic  observers  have  reported 
70-80%  of  their  patients  receiving  improve- 
ment.11' 14  However,  other  statistics  have  not 
been  so  encouraging.  If  given  conservatively, 
and  the  patient  checked  as  well  as  questioned 
before  each  injection,  the  toxic  reaction  can  be 
kept  at  a minimum.  Weekly  blood  counts  and 
urine  examination  is  ideal  procedure;  however, 
in  private  practice  this  is  often  difficult. 

Contraindications4  to  treatment  by  chrysother- 
apy  are  blood  dyscrasia,  liver  damage,  kidney 
damage,  pregnancy,  gastro-intestinal  diseases 
(colitis),  uncontrollable  diabetes,  active  syphilis, 
skin  eruptions  (except  psoriasis),  cardio-vascu- 
lar  diseases,  and  severe  hypertension.  On  the 
other  hand,  arteriosclerosis,  psoriasis,  old  age 
and  moderate  hypertension  are  not  contraindi- 
cations.4 

Toxic  signs  should  be  looked  for  carefully  and, 
when  found,  there  should  be  an  immediate  with- 
drawal of  gold  therapy.3, 10  It  depends  on  the 
severity  and  the  nature  of  the  toxicity  whether 
the  treatment  can  be  instituted  later.  The  most 
common  untoward  reactions  are:1"  1.  skin  disor- 
ders, such  as  exfoliative  dermatitis,  erythematous 
and  papular  eruptions;  2.  gastro-intestinal  symp- 
toms as  stomatitis,  nausea,  vomiting,  diarrhea 
and  ulcerative  colitis;  3.  genito-urinary  symp- 
toms, as  albuminuria,  casts  and  red  blood  cells; 
4.  blood  symptoms,  as  anemia,  granulocytosis, 
purpura  and  eosinophilia.  Relatively  recently 
toxic  manifestations  have  been  greatly  reduced 
by  the  administration  of  British  Anti-Lewsite 
(BAL).  Gold  salts  are  administered  parenteral- 
ly  and  the  three  types  most  commonly  used  are 
(a)  Myochrysine  (Sodium  Aurothiomalate)  giv- 
en subcutaneously  or  intramuscularly,  and  it  is 
50%  gold;  (b)  Solgonal  B Oleosum  (Aurothio- 
glucose)  given  intramuscularly  and  it  is  50% 
gold;  (c)  Gold  Sodium  Thiosulfate  (Sanocrysim) 
given  intravenously,  and  it  is  37%  gold.  Less 
frequently  used  are  Gold  Calcium  Thiomalate 
(Calcium  Aurothiomalate),  and  Gold  Thiogly- 
colanilide  (Lauron).  The  safest  regime  is  to  be- 
gin with  5 mg.  of  the  salt  solution  and  increase 
it  5 mgs.  weekly  to  an  average  dose  of  25-50  mg. 
per  week,  the  total  dosage  being  about  1 gm.  of 
gold  salt  per  course.  Following  a rest  period  of 
about  two  to  six  months  this  should  be  repeated, 
or  a maintenance  dose  of  approximately  one-half 
the  weekly  dosage  given  every  two  to  three 
weeks  will  avoid  relapses,  which  is  common  on 
discontinuance  of  gold  therapy.  On  the  average, 


three  to  four  courses  of  gold  therapy  should  be 
tried.  Gold  salts  are  not  of  any  benefit  in  any 
other  form  of  arthritis,  other  than  rheumatoid 
arthritis.  The  first  improvement  noted  is  relief 
of  the  joint  stiffness,  swelling,  pain  and  later 
motion  is  considerably  increased,  but  it  must  be 
remembered  that  this  treatment  does  not  correct 
deformity. 

c.  Climatotherapy.  There  is  evidence  that 
climate  is  an  important  factor  in  arthritic  con- 
ditions, and  the  patients  complain  of  a definite 
increase  in  existing  symptoms  during  stormy, 
cold  and  damp  weather.  Many  patients  notice 
considerable  relief  of  the  symptoms  after  a 
change  to  a warm,  dry  climate;  however,  there 
are  many  to  whom  climate  seems  to  make  no 
great  deal  of  difference.  A hot  climate  with 
low  humidity  is  definitely  desirable. 

d.  Eoentgenothera py . The  value  of  roentgen- 
otherapy as  a form  of  treatment  is  unsettled, 
but  relief  has  been  reported  in  some  cases  and 
this  is  encouraging.  Frequently  some  cases  of 
dorsal  spondylitis  are  relieved  by  this  treatment 
where  other  treatments  have  failed.8, 13 

e.  Nicotinic  Acid  Therapy.  The  principal 
use  of  this  treatment  is  that  it  causes  dilatation 
of  the  blood  vessels  and  it  increases  circulation 
to  the  affected  joints.  The  technic  has  been  de- 
scribed by  Kurtz  and  others.19  According  to  the 
investigators  favoring  nicotinic  acid  therapy, 
subjective  and  objective  improvement  was  ob- 
tained in  25  and  26  cases  respectively  of  a group 
of  35  patients. 

f.  Fever  Therapy.20  This  type  of  treatment 
should  not  be  used  in  elderly  or  weak  patients. 
Lasting  improvement  is  noted  in  about  10-20% 
of  patients  so  treated,8  but  the  relief  obtained  is 
usually  temporary. 

g.  Foreign  Protein  Therapy.  To  provide 
fever  and  shock,  typhoid  vaccine  often  alleviates 
symptoms  when  given  intravenously.  A chill  and 
fever  occur  within  45  minutes  after  the  vaccine 
is  given.  It  is  so  given  to  produce  a fever  reac- 
tion of  102-104  F.  and  relief  is  frequently  experi- 
enced within  24  hours.  A small  amount  of  the 
patient’s  own  blood  may  be  removed  from  a vein 
and  reinjected  into  a muscle  to  give  the  same 
type  of  reaction.  Whole  milk  has  been  used  for 
the  same  purpose,  also. 

h.  Endocrine  Therapy.  Testostrone  propinate 
aids  in  decreasing  tiredness  and  lassitude  of 
some  male  patients.  Estrogenic  substances  do 
not  seem  to  have  any  particular  effect  on  rheu- 
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matoid  arthritis  in  the  female.  Curiously  enough, 
it  is  noted  that  considerable  relief  from  arthritic 
symptoms  often  occurs  during  pregnancy,  but 
frequently  exacerbations  are  noted  soon  after 
delivery,  and  occasionally  an  arthritic  becomes 
worse  during  pregnancy.  Again,  the  occurrence 
of  jaundice  in  many  arthritis  patients  seems  to 
bring  considerable  relief.  The  explanation  of 
these  facts  is  not  yet  understood. 

III.  DOUBTFUL  THERAPY. 

a.  Vitamin  D Therapy.  It  is  generally  agreed 
that  a high  multiple  vitamin  intake  is  important, 
but  this  is  not  true  of  massive  doses  of  Vitamin 
D.  A few  investigators  have  reported  that  mas- 
sive doses  of  Vitamin  D are  of  great  value  in 
the  treatment  of  rheumatoid  arthritis.24, 23,  11 
However,  other  investigators  have  not  been  able 
to  confirm  this.8,  15, 17  In  large  doses,  Vitamin  D 
frequently  acts  as  a strong  tonic  and  temporary 
relief  may  be  experienced,  however,  the  rate  of 
relapse  is  high  when  treatment  is  discontinued. 
The  toxic  reactions  from  such  therapy  are  fre- 
quent and  occasionally  dangerous ; the  most 
commonly  noted  are  anorexia,  polyuria,  lassi- 
tude, dizziness,  nausea,  vomiting,  diarrhea,  weak- 
ness, headaches,  and  depression.  Extensive  met- 
astatic calcifications  of  the  blood  vessels  and 
other  tissues  have  been  reported.  These  reac- 
tions are  said  to  be  less  common  with  parenteral 
injections  of  Vitamin  D. 

b.  Vaccine  Therapy.  This  form  of  therapy  is 
used  purely  on  an  empirical  basis  and  few  en- 
couraging results  have  been  obtained.  Stock  and 
autogenous  vaccines  have  been  advocated. 

c.  Iodides,  Arsenicals  and  Antibiotics.  These 
are  mentioned  simply  to  state  that  their  use  has 
not  been  found  worthwhile  in  the  treatment  of 
rheumatoid  arthritis,  per  se. 

d.  Dietary  Fads.  Probably  no  other  treat- 
ment has  been  so  extensively  exploited  as  fads 
in  diet.  It  may  be  generally  stated  that  a well- 
balanced  diet  of  calories,  vitamins  and  minerals 
is  imperative,  but  no  one  particular  food  or  group 
of  foods  have  been  credited  with  any  outstand- 
ing results. 

e.  Venom  Therapy.  Here  the  most  important 
of  any  venom  employed  is  probably  the  onefrom 
the  honey  bee.  This  received  its  standing  from 
the  absence  of  arthritis  in  the  general  run  of 
bee  tenders  who  received  innumerable  bee  stings. 


The  technic  and  dosage  has  been  described  by 
various  authors,1  but  the  actual  results  in  gen- 
eral practice  are  not  too  remarkable. 

f.  Prostigmine  Therapy.  Treatment  with 
prostigmine  has  been  advocated  for  the  relief  of 
muscle  spasm  produced  in  rheumatoid  arthritis. 
Some  observers  have  reported  considerable  relief 
of  pain  and  increase  of  joint  motion,  but  at  the 
present  time,  the  trend  is  that  prostigmine  is 
contraindicated  in  rheumatoid  arthritis. 

PROGNOSIS 

For  all  practical  purposes,  it  is  almost  impos- 
sible to  predict  the  course  of  any  one  patient 
with  rheumatoid  arthritis.  However,  it  is  not 
as  hopeless  as  is  generally  thought  by  the  aver- 
age practitioner.  About  10-25%  of  the  cases  of 
rheumatoid  arthritis  will  have  a progressive 
downhill  course,  in  spite  of  all  therapy  or  lack 
of  therapy.  With  a small  amount  of  optimism, 
it  may  be  stated  that  50%  will  show  moderate 
to  marked  improvement,  while  20-30%  will  show 
improvement  with  some  kind  of  therapy.  This 
gives  an  approximate  total  of  70-80%  of  cases 
which  will  show  improvement.  On  the  other 
hand,  remissions  can  frequently  be  hastened  by 
medical  treatments. 

The  word  “cure”  should  not  be  applied  to 
rheumatoid  arthritis,  but  rather  the  word  “ar- 
rested ' ’ or  the  words  a ‘ ‘ remission  has  occurred.  ’ ’ 
There  may  be  permanent  remissions  or  tem- 
porary remissions.  Exacerbations  or  relapses  are 
frequently  high  in  number,  or  they  may  be  of 
short  or  long  duration,  as  well  as  few  in  number. 

The  most  favorable  outlook  is  found  in  those 
patients  with  an  acute  onset.  The  prognosis  may 
be  considered  unfavorable  when  the  onset  is  in- 
sidious and  new  joints  are  involved  from  time 
to  time  with  the  production  of  marked  muscular 
atrophy  and  weight  loss.  In  these  cases,  sub- 
cutaneous nodules  are  frequently  present,  and 
the  sedementation  rate  remains  high,  and  the 
tachycardia  persists. 

It  must  be  remembered  that  some  patients 
with  rheumatoid  arthritis  will  be  crippled  and 
will  be  invalids  with  marked  cachexia  in  spite 
of  all  known  forms  of  therapy.  Rheumatoid 
arthritis  is  not  a fatal  disease  in  itself,  however 
it  is  a debilitating  disease.  Most  of  the  cases  die 
from  intercurrent  infection  due  to  a weakened 
system.  Pneumonia,  probably,  or  some  visceral 
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dysfunction  is  the  most  common  terminator.  The 
deformity  produced  by  this  disease  can  he  im- 
proved frequently  by  orthopedic  care  or  by  sur- 
gery. However,  prevention  of  deformity  is  much 
more  satisfactory  than  correction  of  deformity. 

SUMMARY 

1.  Arthritis  is  probably  the  oldest  disease  of 
which  we  have  conclusive  evidence  of  its  exist- 
ence. This  evidence  dates  hack  to  some  six  hun- 
dred million  years. 

2.  The  etiology  of  rheumatoid  arthritis  is 
unknown,  however,  a few  etiological  factors  have 
been  considered;  among  them  are  (a)  the  consti- 
tutional predisposition  towards  rheumatoid  ar- 
thritis, (b)  the  precipitating  factors,  (c)  dietary 
deficiencies  as  a factor,  (d)  endocrine  factors, 
and  (e)  psychiatric  factors. 

3.  The  diagnosis  of  rheumatoid  arthritis  in 
patients  with  the  characteristic  deformities  is 
not  a problem,  hut  many  cases  must  be  followed 
for  weeks  and  months  by  clinical  and  laboratory 
observation  before  a diagnosis  can  be  derived. 

4.  Treatment  of  rheumatoid  arthritis  may  be 
divided  into  three  categories:  (a)  general  ther- 
apy, (b)  supplementary  therapy,  (c)  doubtful 
therapy. 

5.  Gold  salts  are  still  considered  the  drug  of 
choice  by  many  and  its  use  should  be  continued 
until  a superior  substitute  is  found.  Patients 
for  this  treatment  are  carefully  selected  and 
closely  observed  during  the  course.  The  large 
doses  formerly  used  have  been  found  unneces- 
sary and  are  more  toxic  than  the  smaller  doses, 
which  give  results  comparable  to  the  larger  ones. 

6.  Other  forms  of  treatment  have  been  dis- 
cussed. 

7.  Prognosis  of  rheumatoid  arthritis  is  not 
hopeless.  Approximately  70-80%  can  expect  im- 
provement from  medical  care.  However,  10-20% 
do  not  improve.  Rheumatoid  arthritis  is  not  a 
fatal  disease,  but  it  is  a debilitating  disease. 

8.  The  word  “cure”  is  not  applicable  to 
rheumatoid  arthritis. 
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MASSIVE  HEMORRHAGE  FROM  A MECKEL’S  DIVERTICU- 
LUM OCCURRING  IN  AN  INFANT  OF  THREE  MONTHS 

B.  P.  STOKTS,  Jr.,  M.  D.  and 
■J.  B.  LITTLEFIELD,  M.  1). 

Tucson,  Arizona 


' I fHE  Meckel ’s  diverticulum  lias  been  encoun- 
tered frequently  in  abdominal  surgery.  The 
condition  is  said  to  be  present  in  about  2 per 
cent  of  individuals  coming  to  autopsy.  Disease 
of  the  diverticulum  may  occur  at  any  age  but 
most  commonly  in  early  life. 

Embryologically  the  diverticulum  represents 
a failure  of  the  usual  involution  of  the  omphalo- 
mesenteric duct.  In  the  first  four  weeks  of  fetal 
life  the  communication  between  the  embryo  and 
the  yolk  sac  is  very  wide.  By  the  fourth  week 
the  communication  contracts  down  to  a narrow 
structure  known  as  the  omphalomesenteric  or 
vitelline  duct.  It  attaches  to  the  midgut  and  is 
accompanied  by  a continuation  of  the  superior 
mesenteric  artery.  The  yolk  sac  atrophies  and 
by  the  tenth  week  after  the  bowel  has  herniated 
out  into  the  umbilicus  and  has  returned  to  the 
abdomen,  the  umbilicus  begins  to  close.  From 
this  time  on  the  duct  becomes  a fibrous  cord 
between  the  umbilicus  and  the  bowel,  it  finally 
breaks  and  atrophies.  The  characteristics  of 
the  presenting  Meckel’s  diverticulum  will  de- 
pend at  the  stage  at  which  the  normal  involu- 
tional process  has  been  arrested.  The  clinical 
findings  may  correspond  to  the  anatomical  or 
histological  variation  that  exists.  The  lining  of 
the  diverticulum  may  be  ileal,  gastric,  duodenal, 
colonic,  pancreatic  or  combinations  of  these. 

The  pathologic  complications  arising  from  a 
Meckel’s  diverticulum  as  given  by  Ladd  and 


Gross  in  a review  of  73  cases  were : 

1.  Hemorrhage  in 26 

2.  The  leading  point  of  intussusception 

in  17 

3.  Abdominal  pain  in  12 

4.  Inflammation  with  or  without  per- 
foration in  10 

5.  Obstruction  from  a persistent  band  to 

the  umbilicus  6 

6.  Umbilical  fistula  in  1 

7.  Volvulus  and  infarction  of  diver- 
ticulum in  1 


This  case  is  presented  as  an  example  of  the 
type  showing  massive  hemorrhage  from  an  ulcer 
in  the  diverticulum. 

CASE  BE  PORT 

Baby,  R.  T.,  admitted  to  Saint  Mary’s  Hos- 
pital December  2,  1947.  The  baby  was  delivered 


by  Cesarean  section  August  30,  1947,  with  a 
weight  of  7 pounds.  The  nursery  period  was 
normal  except  for  a rather  severe  physiological 
jaundice.  He  was  breast  fed  and  had  been  well 
until  the  night  of  December  1,  1947,  when  he 
cried  out  unusually  and  the  mother  observed 
that  the  stools  were  black.  He  continued  to 
nurse,  did  not  vomit,  but  a second  stool  occurred 
that  was  black  and  contained  dark  blood. 

Examination  revealed  a well  developed  baby 
weighing  12  pounds.  He  was  very  pale  but  did 
not  seem  in  acute  pain.  The  anterior  fontanel 
was  open  two  fingers  and  was  not  bulging. 
The  ears,  nose,  throat  and  mouth  were  normal 
except  for  the  pallor  of  the  mucous  membranes. 
The  chest  and  heart  were  normal.  The  abdmen 
was  distended,  there  was  no  apparent  tenderness 
and  the  liver  was  palpable  two  fingers  below  the 
right  costal  margin.  The  abdominal  wall  was 
soft  but  a soft  mass  could  be  made  out  in  the 
left  umbilical  quadrant.  Rec  al  examination  re- 
vealed a soft  doughy  mass  by  pressure  being 
made  from  above.  The  withdrawn  examining 
finger  released  considerable  dark  blood. 

The  urine  was  normal.  The  blood  examination 
gave  Hemoglobin  8.1  grams  per  cent.  The  red 
blood  cells  were  2,970,000  per  cubic  mm.  The 
white  blood  cells,  16,550  per  cubic  mm.,  with 
neutropliiles  23%,  easinophils  3%,  lymphocytes 
72%  and  monocytes  2%.  Blond  platelets  were 
386,000  per  cubic  mm.  The  bleeding  time  was 
4 minutes  and  coagulation  time  was  3 minutes. 
X-ray  of  the  abdomen  in  the  supine  and  erect 
positions  revealed  considerable  distension  of  the 
small  bowel  but  no  other  significant  findings. 

In  view  of  these  findings  operation  was  deem- 
ed urgent.  The  pre-operative  diagnosis  was 
bleeding  ulcer,  however  the  mass  in  the  left 
quadraiit  raised  the  possibility  of  an  intussuscep- 
tion. The  baby  .was  given  10.0  C.  C.  ci  rated 
blood  and  the  abdomen  opened  by  right  rectus 
incision.  The  colon  and  small  bowel  were  found 
distended  and  containing  considerable  dark 
blood.  The  blood-filled  bowel  was  traced  up  the 
ileum  to  a Meckel’s  diverticulum.  The  diverticu- 
lum was  removed.  The  appendix  was  removed 
though  it  revealed  no  pathology. 

The  diverticulum  was  2 inches  long  and  /2 
inch  in  diameter  at  its  attachment.  There  was 
a trailing  fibrous  band  from  its  tip  that  was 
unattached  to  the  umbilicus.  A small  rounded 
punched  out  ulcer  was  found  near  the  tip  of  the 
diverticulum.  Sections  disclosed  a small  necrotic 
ulcer  with  rather  heavy  leucocytic  infiltration 
in  the  layers  surrounding  the  ulcer.  There  was 
no  typical  gastric  mucosa  found. 
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The  baby  was  given  100  C.  C.  citrated  blood 
post-operatively.  ITe  was  allowed  to  nurse  the 
breast  in  eight  hours  and  the  further  course 
was  uneventful. 

SUMMARY 

A case  report  is  made  of  a bleeding  ulcer  of  a 
Meckel’s  diverticulum  occurring  in  an  infant  of 
three  months.  Surgical  removal  was  accomplish- 


ed with  pre-  and  post-operative  transfusions  and 
complete  recovery. 

Attention  is  again  directed  to  the  urgent  sur- 
gical need  for  correction  of  the  condition  and 
emergency  diagnostic  problem  arising  when 
blood  is  found  in  the  stools  of  an  infant. 
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REACTION  FOLLOWING  THE  USE  OF  TR.  MERTHIOLATE 

H.  I).  COGSWELL,  M.  D. 

ALEX  SHOUN,  M.  D. 

Tucson,  Arizona 


ENERAL  practitioners  and  surgeons  use 
antiseptics  more  frequently  and  in  larger 
amounts  than  any  other  practitioners  of  medi- 
cine. It  thus  seems  unusual  that  so  few  reports 
to  the  various  antiseptics  have  appeared  in  the 
general  medical  or  surgical  literature.  Most  of 
the  articles  on  this  subject  have  appeared  in  the 
dermatology  journals  which  are  not  read  regu- 
larly by  the  doctors  who  would  be  most  likely  to 
see  the  major  proportion  of  these  reactions. 

We  have  had  recently  the  occasion  to  observe 
a patient  with  a severe  reaction  to  tincture  of 
merthiolate.  Since  the  symptoms  were  confus- 
ing and  the  diagnosis  uncertain  in  the  early 
stages  of  the  reaction,  it  was  thought  that  a re- 
view of  the  case  was  worth  reporting. 

CASE  REPORT 

The  patient,  a white  female,  age  45,  entered 
the  hospital  on  10-15-47  for  ligations  of  the 
saphenous  vein  of  the  left  leg.  In  August,  1947 
she  had  been  treated  for  an  ulcer  above  the 
medial  malleolus  of  the  left  leg.  This  had  been 
interpreted  as  a varicose  ulcer,  finally  healing 
with  pressure  dressings  and  bland  ointments. 
Physical  examination  was  essentially  normal 
except  for  varicosities  of  both  lower  extremities 
with  incompetence  of  the  saphenous  and  com- 
municating valves  in  the  left  leg.  The  blood 
count,  urine  analysis,  Wassermann  and  Kahn 
were  normal.  On  10-16-47  the  left  leg  ivas  pre- 
pared for  surgery  with  ether  and  tincture  of 
merthiolate.  Multiple  resections  and  ligations 
of  the  left  saphenous  vein  were  done  under  local 
anesthesia  of  novacain  1%.  Three  hours  post-op- 
eratively the  patient  had  a severe  chill  with  a 
temperature  elevation  of  101  F.  She  bad  chills 
intermittently  through  the  night,  and  by  the  next 
morning  her  temperature  had  increased  to  102  F. 
Examination  of  the  wounds  at  this  time  revealed 
no  evidence  of  infection,  but  small  vesicles  and 
erythema  were  noted  in  the  area  where  merthio- 


late had  been  applied.  Penicillin,  30,000  u.  every 
three  hours,  was  begun.  The  following  day 
(10-18-47)  the  temperature  had  declined  to 
100.4  F.,  and  no  chills  were  noted.  It  was  dis- 
covered at  this  time  that  the  ulcer  which  had 
made  its  appearance  the  previous  August  had 
followed  the  repeated  application  of  tincture  of 
merthiolate.  The  patient  stated  that  she  had 
applied  the  antiseptic  daily  for  itching  of  the 
skin  and  had  continued  its  application  until  the 
skin  became  too  raw  and  painful  to  continue  its 
use.  A progress  note  dated  10-21-47  states,  “Re- 
action subsiding,  but  vesicles  have  become  pustu- 
lar in  many  areas.”  On  18-24-47  the  sutures 
were  removed.  By  this  time  the  pustules  had 
become  crusted  and  dry,  the  patient  complain- 
ing of  severe  pruritis  in  the  area  of  the  reac- 
tion. She  left  the  hospital  on  10-28-47  and  was 
seen  in  the  office  on  12-2-47.  At  this  time  pru- 
ritis and  crusting  of  the  skin  of  the  leg  persisted, 
but  the  erythema  had  almost  subsided.  Patch 
tests  were  applied,  using  tr.  merthiolate,  tr.  mer- 
cresin,  tr.  metaphan,  mercurochrone  2%,  and 
ammoniated  mercury  ointment  5%.  There  was 
no  reaction  to  any  of  the  drugs  applied  except 
the  merthiolate,  which  showed  erythema  and 
vesiculation,  reaching  its  maximum  reaction  in 
48  hours.  Redness  and  pruritis  in  the  area  of 
the  patch  test  remained  for  two  weeks  following 
its  application.  The  patient  was  warned  never 
again  to  use  merthiolate  solutions. 

COMMENT 

Many  severe  reactions  have  been  reported  fol- 
lowing the  use  of  mercurial  ointments1,  2’ :1  and  a 
lesser  number  due  to  antiseptics  containing  mer- 
curials.4, 5 Tt  is  known  that  individuals  may  be 
sensitive  to  one  mercurial  compound  and  in- 
sensitive to  others.  Ellis  and  Robinson6  investi- 
gated five  patients  with  dermatitis  due  to  mer- 
thiolate and  found  that  four  were  sensitive  to 
merthiolate  and  not  to  other  organic  or  inorganic 
mercury  compounds  with  which  they  were  tested. 
Lipson7  reviewed  a case  of  sensitivity  to  Merthi- 
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olate  and  could  not  demonstrate  a sensitivity  to 
other  mercurials  tested.  Such  a variance  in  sen- 
sitivity has  been  explained  as  being-  due  to  pa- 
tients’ having-  a sensitivity  to  complex  organic 
compounds  without  reacting  to  the  simple  inor- 
ganic or  to  other  complex  organic  mercurials.”6 
This  seems  like  a less  acceptable  explanation 
than  assuming  that  the  sensitivity  in  such  cases 
was  not  due  to  a mercury  compound  (which  was 
present  in  each  substance  tested)  but  was  due  to 
some  substance  contained  in  merthiolate  not  pres- 
ent in  the  other  substances  tested.  Tr.  of  merthi- 
olate is  a 1 :1()00  alcohol  acetone  aqueous  solution 
of  sodium  ethyl  merculi  thiosalicylate.  The  thio 
compound  contained  in  its  structure  is  a sub- 
stance not  contained  in  the  other  mercurials 
tested.  In  a pamphlet  printed  by  the  manufac- 
turers of  merthiolate,  the  reaction  due  to  hyper- 
sensitivity to  the  thio  compounds  is  described.8 
This  reaction  is  similar  to  those  in  most  reported 
reactions.  It  seems  more  logical,  therefore,  to 
ascribe  most  of  the  reactions  of  merthiolate  to 
the  thiosalicylate  rather  than  the  mercuric  com- 
pound it  contains.  From  the  reports  in  the  lit- 
erature it  would  seem  that  merthiolate  sensitiv- 
ity is  rare  but  is  more  common  than  reported. 
Mitchell9  has  stated  that  he  had  observed  a num- 
ber of  cases  of  severe  dermatitis  following  the 
treatment  of  clermophytosis  with  preparations 
of  merthiolate.  When  a reaction  does  result,  it 
is  important  that  it  be  recognized  and  the  appli- 
cation of  the  drug  ceased.  Many  of  the  reported 
cases  are  similar  in  that  in  spite  of  a reaction 
to  merthiolate,  its  use  was  being  continued  as  a 
means  of  therapy  to  alleviate  the  result  of  its 
application.  Hollander10  reported  a nurse  Avho 
had  a severe  dermatitis  venenata  for  over  two 
years  due  to  continuous  self  medication  with 
tincture  of  merthiolate.  Improvement  was  noted 
on  discontinuing  its  use. 

The  usual  reaction  resulting  from  such  a sen- 
sitivity is  an  erythemato-vesiculoustular  derma- 
titis. Regional  lymph  glands  may  be  tender  or 
enlarged.  The  vesicles  vary  in  size  and  often 
become  covered  with  sero  pustular  crusts.  Fis- 
suring  and  thickening  of  the  skin  have  occurred 
after  long  continued  use  of  the  drug. 

No  reactions  have  been  found  in  the  literature 
where  a generalized  reaction  with  chills  and  fe- 
ver have  resulted  following  the  application  of  a 
merthiolate  to  a sensitive  patient,  such  as  oc- 
curred iu  the  above  case. 

It  is  not  the  purpose  of  this  paper  to  condemn 


the  use  of  merthiolate.  It  is  hoped  rather_  to 
further  acquaint  physicians  with  the  potential 
reactions  that  can  occur  after  its  use  in  sensitive 
individuals  and  to  recognize  its  appearance  when 
such  a condition  becomes  manifest.  Obtaining 
a history  from  a patient  that  a ‘ ‘ rash  or  pim- 
ples” have  resulted  on  previous  occasions  fol- 
lowing the  application  of  a “red”  antiseptic 
should  make  one  cautious  and  reluctant  to  apply 
merthiolate  substances.  Ellis11  has  cautioned 
against  the  use  of  merthiolate  in  eye  ointments 
unless  a patch  test  is  negative  because  of  the 
potential  damage  to  the  mucous  membranes. 
Merthiolate  solutions  are  so  commonly  used  that 
the  ratio  of  reactions  must  be  very  small  and 
the  physician’s  mistake  is  not  in  producing  a re- 
action but  in  continuing  the  illness  by  further 
applications  of  the  antiseptic. 

It  would  be  of  interest  and  value  to  know  if 
those  individuals  who  show  a skin  sensitivity  to 
merthiolate  also  have  a systemic  sensitivity. 
Merthiolate  is  such  a commonly  used  preserva- 
tive for  biologicals,  plasma,  cartilage,  etc.,  that 
it  would  seem  important  to  determine  whether 
harm  would  result  following  its  subcutaneous  or 
intravenous  injection  in  skin  sensitive  indi- 
viduals. 

SUMMARY 

A ease  has  been  presented  which  manifested  a 
local  and  general  reaction  following  the  appli- 
cation of  merthiolate.  Recovery  was  complete 
and  the  treatment  was  entirely  symptomatic  with 
the  exception  of  the  use  of  Penicillin,  which  was 
possibly  of  value  due  to  the  pustular  character 
of  the  skin  lesions.  Such  reactions  should  be  rec- 
ognized to  prevent  further  applications  of  the 
drug  which  would  exacerbate  or  accentuate  the 
illness. 
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UROLOGIC  MANIFESTATIONS  OF  ENDOMETRIOSIS 
With  Report  of  Two  Cases* 

WILLIAM  G.  SHULTZ  and 
EDWIN  C.  GRAF 
Tucson,  Arizona 


T^NEOME  TRIOS  IS  is  the  name  given  to  endo- 
metrium existing  in  abnormal  locations.  En- 
dometrioma is  a tumor  consisting  of  endometrial 
tissue. 

This  subject  was  first  described  in  1896  by 
von  Recklinghausen  and  Cullen.  Endometriosis 
of  the  bladder  was  described  twenty-five  years 
later  in  1921  by  Judd.  Since  then  there  have 
been  isolated  reports  of  endometriosis  of  the 
bladder,  ureter  and  kidney.  Moore  et  al  summar- 
ized the  forty-six  cases  of  vesical  endometriosis 
reported  up  to  1943.  Kretschmer  reported  sixty- 
four  cases  of  vesical  endometriosis  in  1945.  Re- 
view of  the  literature  now  reveals  a total  of 
seventy-two  reported  cases.  The  recent  greater 
number  of  reports  on  endometriosis  of  the  urin- 
ary tract  implies  that  this  condition  is  now 
sought  and  recognized  more  often. 

Moore's  fine  review  includes  a discussion  of 
the  theories  of  the  etiology  and  predisposing 
causes.  lie  states  that  forty-two  of  the  forty-six 
cases  he  reported  had  either  previous  pelvic  sur- 
gery or  had  concurrent  pelvic  disease. 

Endometriosis  in  urology  will  be  reviewed  by 
systems : 

BLADDER  : Endometriosis  of  the  bladder  is 
difficult  to  diagnose  because  the  symptoms  are 
not  specific  except  that  they  tend  to  be  cyclic, 
synchronous  with  the  menstrual  cycle.  .Spon- 
taneous relief  during  pregnancy  or  at  menopause 
is  highly  suggestive.  Cystoscopically  an  endo- 
metrioma  is  generally  camouflaged  by  edema 
and  inflammatory  polyps  although  the  character- 
istic smooth  bluish  cystic  appearance  is  occasion- 
ally seen.  The  appearance  varies  directly  with 
the  titre  of  estrogen  during  the  menstrual  cycle. 
Ockuly  has  described  the  changing  morphology 
of  an  endometrioma  following  x-ray  castration. 
Positive  diagnosis  depends  upon  biopsy  includ- 
ing endometrial  tissue. 

URETER:  Endometriosis  of  the  ureter  may 
occlude  the  ureter  extrinsically  by  compression 
or  intrinsically  by  invasion  of  the  ureteral  wall. 

1 Read  at  St.  Mary's  Staff  Clinic  on  Auugst  17,  1948  by  Doc- 
tor Graf. 


Reports  of  nine  cases  have  been  found  in  the  lit- 
erature, four  by  Goodall,  and  one  each  by  Ran- 
dall, O’Conon,  Levinthal,  Hirst,  and  Muller. 
The  two  cases  herein  reported  are  now  added  to 
cases  of  ureteral  occlusion  by  endometriosis. 

URETHRA  : Goodall  describes  three  cases  of 
endometriosis  of  the  urethra. 

KIDNEY:  Endometrial  tissue  in  the  kidney 

must  be  considered  as  congenitally  aberrant 
tissue  and  not  1 hue  endometriosis.  A case  of 
this  type  was  described  by  Marshall. 

Surgery:  The  difficult  dissections  encountered 
during  excision  of  pelvic  endometriosis  have  oc- 
casioned injury  to  the  urinary  tract.  Repair  of 
these  injuries  is  a difficult  urological  problem. 
Our  second  case  is  one  of  this  category. 

Treatment  of  endometriosis  of  the  urinary 


Fig.  1.  Retrograde  pyeloureterograms  taken 
February  25,  1948,  showing  occlusion  of  lower 
right  ureter  by  endometrioma  and  resulting  hy- 
droureteronephrosis. 
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tract  as  well  as  the  treatment  of  endometriosis 
in  general  depends  upon  the  age  of  the  patient 
since  the  menopause  usually  causes  resolution  of 
the  disease.  Conversely  in  a younger  individual 
preserving  functional  ovarian  tissue  is  highly 
desirable,  and  conservative  excision  of  the  en- 
dometrioma  is  most  desirable.  Castration  by 
surgery  or  x-ray  is  the  treatment  of  choice  in  an 
older  individual  approaching  the  menopause.  Al- 
though the  disease  generally  resolves  when  estro- 
genic stimulation  is  denied,  exceptions  have  oc- 
curred according  to  O’Conor.  “Occasionally,  re- 
moval of  the  ovaries  does  not  arrest  the  disease. 
Such  occasional  cases  have  been  reported  which 
suggest  that  the  tendency  to  infiltrate  had  gone 
beyond,  and  became  independent  of  the  primary 
agency  that  initiated  their  abnormal  reproduc- 
tion. ’ ’ 

‘ ‘ In  some  instances  the  urinary  tract  lesion  has 
persisted,  and  even  progressed,  after  all  demon- 
strable evidence  of  remaining  ovarian  tissue  lias 
been  lacking. 

This  seeming  incongruity  has  been  explained 
by  Goodall.  He  states  that  in  one  type  of  endo- 
metriosis histopathological  study  reveals  only 
stroma.  This  type  is  not  appreciably  responsive 
to  the  withdrawal  of  estrogen  and  its  growth 
characteristics  resemble  sarcoma.  He  calls  it 


Fig.  2.  Retrograde  pyeloureterograms  taken 
March  25,  1948,  demonstrating  return  to  normal 
morphology. 


Fig.  3.  Intravenous  pyelograms  3%  months 
after  acute  episode  of  right  renal  pain.  There  is 
no  evidence  of  ureteral  obstruction. 


stromatous  endometriosis.  Endometriomatous 
tissue  containing  glands  and  stroma,  which  is 
the  common  type,  resolves  on  denying  estrogen. 

Faulkner  has  observed  that  “In  certain  in- 
stances growth  characteristics  of  the  lesion  ap- 
parently become  irreversible  before  operation  is 
performed.  ’ ’ 

Hirst  described  his  experiences  with  testos- 
terone in  advanced  cases  of  endometriosis.  He 
gave  150  to  225  mgm.  of  testosterone  propionate 
in  oil  intramuscularly  over  a period  of  two  to 
three  weeks,  followed  by  10  mgm.  daily  of 
methyl-testosterone  orally  for  variable  periods 
up  to  four  years.  He  concludes  from  his  cases 
that  testosterone  is  useful  in  endometriosis.  Side 
affects  that  he  mentions  are  : Hirsutism,  virilism, 
acne,  urticaria,  slight  voice  changes,  increased 
libido,  vulvar  hypertrophy.  Two  women  became 
pregnant  while  under  testosterone  therapy. 

Estrogenic  substances  should  not  be  used  to 
relieve  the  symptoms  of  artificial  menopause  in 
the  presence  of  endometriosis.  However,  Muller 
was  able  to  give  small  doses  of  estrogen  which 
largely  relieved  both  menopausal  and  bladder 
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Fig.  4.  Intravenous  pyelograms  2V2  months 
after  repair  of  ureter.  Non-constriction  noted  in 
right  ureter. 


symptoms  while  larger  doses  caused  reactivation 
of  the  vesical  endometrioma.  In  the  first  case  to 
he  described  estrogen  seemed  to  precipitate  the 
urological  disease  secondary  to  the  stimulated 
juxta  ureteral  endometrioma. 

CASE  REPORT 

The  twenty-six  year  old  patient  was  seen  for 
the  first  time  February,  1948  with  severe  right 
renal  colic  of  six  hours  duration.  The  urine  was 
normal  in  all  respects  and  a urine  culture  was 
reported  subsequently  as  negative.  K.  IT.  B.  dem- 
onstrated no  calculus.  An  intravenous  pyelo- 
gram  two  days  later  marked  right  hydrouretor 
associated  with  hydronephrosis  and  a normal 
left  renal  pelvis  and  ureter.  A retrograde  pyelo- 
gram  on  three  days  after  onset  of  symptoms 
showed  marked  constriction  of  the  lower  right 
ureter.  (See  Figure  1) 

The  past  history  was  pertinent  and  established 
the  diagnosis.  An  appendectomy  had  been  per- 
formed in  1940.  A curettement  was  done  in  1941. 
In  1946  a bilateral  salpingectomy  and  bilateral 
partial  oophorectomy  was  performed  because  of 
chronic  interstitial  salpingitis  and  hemorrhagic 
corpus  luteum  cysts  of  the  ovaries.  In  Novem- 
ber of  1947  a supra-cervical  hysterectomy  and 
bilateral  oophorectomy  was  performed  because 
of  extensive  endometriosis.  During  the  ensuing 
thrfee  post  operative  months  before  the  present 
admission  she  had  enjoyed  good  health,  but  pre- 
marin  had  been  given  to  alleviate  symptoms  of 


artificial  menopause.  The  diagnosis  was  ureteral 
occlusion  secondary  to  extrinsic  ureteral  pressure 
by  pelvic  endometriosis.  The  right  ureter  was 
dilated  with  one  indwelling  F-5  ureteral  cathe- 
ter a week  after  onset  of  symptoms  and  by  two 
F-5  ureteral  catheters  three  days  subsequently. 
Catheters  were  removed  seventy-two  hours  later 
and  androgenic  therapy  was  started.  The  dosage 
of  androgen  to  effect  the  involution  of  the  endo- 
metriosis was  25  mgm.  Neo-Hombreol  twice 
weekly.  Retrograde  pyelograms  late  in  March, 
'48  showed  return  to  normal  morphology.  (See 
Figure  2)  Intravenous  pyelograms  of  May  '48 
were  normal.  (See  Figure  3) 

At  the  present  time  contact  with  the  patient 
has  been  lost. 

CASE  REPORT 

The  second  case  to  illustrate  the  relation  of 
endometriosis  to  urology  is  one  of  surgical  injury 
to  the  ureter  during  difficult  dissection  of  endo- 
metrial tissue  in  the  pelvis. 

On  March  19th,  1948  a hysterectomy  and  bi- 
lateral salpingo-oophorectomy  was  performed. 
The  surgeon  also  attempted  to  remove  remnants 
of  endometriosis  which  extended  deep  into  the 
right  broad  1 gament  enveloping  the  ureter.  In 
removing  the  tumor  the  ureter  was  divided.  The 
light  ureter  was  repaired  by  end  to  end  anasto- 
mosis over  an  indwelling  ureteral  catheter  which 
was  then  left  in  situ  for  five  days.  Because  the 


Fig.  5.  Retrograde  pyeloureterograms  taken 
five  months  post  operatively  demonstrate  normal 
morphology.  Site  of  anastomosis  is  of  good  cali- 
ber and  well  delineated. 
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ui  inary  fistula  persisted,  the  ureteral  catheter 
was  re-inserted.  There  was  no  obstruction  on 
passing'  the  catlieter.  The  wound  became  dry 
and  remained  dry  afier  removing-  the  catheter 
four  days  later. 

Intravenous  pyelograms  two  and  one-half 
months  after  surgical  repair  demonstrate  a rela- 
tively normal  functioning  right  kidney  without 
remarkable  constriction  or  dilatation  proximal 
to  anastomosis.  (See  Figure  4)  Retrograde  pye- 
lograms taken  five  months  after  ureteral  repair 
were  also  normal.  (See  Figure  5) 

SUMMARY 

Endometriosis  has  become  a prominent  disease 
in  gynecology.  Urinary  problems  caused  by  en- 
dometriosis have  increased  in  numbers.  This  fact 
is  borne  out  by  the  recent  increase  in  reports  in 
the  literature.  Seventy-two  cases  have  now  been 
reported. 

Any  recurring  urologic  complaint  associated 
with  and  shortly  following  the  menstrual  cycle, 
should  suggest  endometriosis  involving  the  urin- 
ary system. 

Hormone  therapy  has  proved  useful  in  the 


treatment  of  some  urologic  manifestations  of  en- 
dometriosis. 


EDITORIAL  NOTE:  Under  review  of  systems  heading  “ureter,” 
what  proof  is  there  that  Case  Two  had  any  ureteral  occlusion 
by  endometriosis? 
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FIBROCYSTIC  DISEASE  OF  THE  PANCREAS 

HAROLD  W.  KOHL,  M.  D. 

Tucson,  Arizona 


■plBROCYSTIC  disease  of  the  pancreas  has 
"L  probably  been  confused  with  idiopathic 
coeliac  disease  for  many  years.  It  was  not  until 
1935  that  the  former  was  described  as  an  entity, 
separate  and  apart  from  coeliac  disease,  and  yet 
falling  within  the  broad  definition  of  coeliac 
syndrome.  It  was  Parmelee1,  who,  in  reporting 
two  cases  of  pancreatic  disease,  suggested  that 
there  was  a difference  between  what  he  chose 
to  call  “congenital  steatorrhea,”  and  the  usual 
coeliac  disease ; and  that  the  distinguishing  fea- 
tures of  fibrocystic  pancreatic  disease  were  (1) 
early  onset,  (2)  excessive  neutral  fats  in  the 
stools,  and  (3)  uniformly  fatal  outcome.  The 
fatal  outcome  always  is  associated  with  pul- 
monary disease  which  can  be  variously  described 
as  bronchiectasis,  bronchiolectasis,  multiple  sub- 
acute pulmonary  abscesses  of  varying  size  and 
subacute  purulent  bronchitis. 

There  has  been  a relative  lack  of  reports  corre- 
lating clinical  and  postmortem  findings.  In 
1938,  Anderson2  reported  49  cases  of  pancreatic 
fibrosis,  which  included  20  from  the  necropsy 
files  of  Babies  Hospital,  New  York  City.  In  the 


same  year  Blackfan  and  May3  reported  35  cases 
gleaned  from  a survey  of  2800  necropsy  reports 
in  Children’s  Hospital.  In  1943,  S.  Farber4 
published  an  excellent  article  in  the  New  Eng- 
land Journal  of  Medicine  on  Fibrocystic  Disease 
of  the  Pancreas.  He  set  up  a classification  of  this 
disease  dividing  the  cases  into  three  groups. 
Group  T — Those  dying  in  the  first  few  weeks  of 
life;  Group  II — those  dying  usually  in  the  first 
year  of  life  with  a clinical  history  of  nutritional 
disturbance  often  obscured  by  respiratory  dis- 
ease ; Group  II' — those  dying  of  respiratory  dis- 
ease with  symptoms  suggesting  the  coeliac  syn- 
drome. Into  this  third  group  fell  about  50%  of 
Anderson’s  cases.  Bergenstoss  and  Kennedy5  re- 
ported 14  cases  to  have  been  seen  in  18  years  of 
necropsies  at  the  Mayo  Clinic.  It  is  interesting 
that  all  of  the  cases  falling  into  the  third  classi- 
fication die  of  pulmonary  infection,  and  that 
all  cases  so  far  reported  dying  of  respiratory 
infection  have  ranged  in  age  from  6 months  to 
14 1/2  years. 

It  will  be  noted  that  practically  all  biblio- 
graphical references  are  to  articles  by  Pediatri- 
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--Dr.  Edward  M.  Hayden,  Roentgenologist.  Tucson. 

Fig.  1 


— Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 

Fig.  2 


cians,  and  rightfully  so.  This  entity  is  an  afflic- 
tion of  infancy  and  childhood  by  and  large,  but 
we  feel  justified  in  discussing  the  problem  both 
because  of  the  pulmonary  aspects  and  because 
this  short  paper  will  report  a case  dying  at  the 
most  advanced  age  yet  reported,  17  years,  while 
the  oldest  previously  reported  case  was  by  An- 
derson, and  her  case  died  at  the  age  14JY  years. 
A summary  of  the  literature  gives  us  the  follow- 
ing large  view  of  the  disease  called  Fibrocystic 
Disease  of  the  Pancreas  as  it  is  known  up  to  the 
moment. 

THE  ETIOLOGY  has  been  variously  ascribed 
to  vitamin  A deficiency;  the  action  of  a filter- 
able virus;  a fundamental  alteration  in  the  char- 
acter of  acinar  secretions;  a familial  tendency. 


Fig.  1.  Film  in  early  infancy  is  not  diagnostic 
but  suggests  some  congestive  change  in  the  inner 
zone  around  each  hilum  and  distension  of  the 
small  and  large  bowel. — Dr.  Edward  M.  Hayden, 
Roentgenologist,  Tucson. 

Fig.  2.  1-19-33.  Barium  enema  study  demon- 

strates a somewhat  distended  colon  and  there  is 
a small  amount  of  nodular  infiltration  and  some 
fibrosis  in  the  inner  zone  around  each  hilum. 

Fig.  3.  A 1935  film  shows  a diffuse  nodular 
infiltration  distributed  along  semi-fibrotic  bron- 
chovascular  structures  in  each  lung,  much  more 
extensive  on  the  right,  and  bilateral  heavy  hilar 
structures. 


— Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 

Fig.  3 
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THE  SYMPTOM  COMPLEX:  Retarded 

growth,  abdominal  distention,  bulky  foul  stools 
with  an  excess  of  fat,  cough  in  the  cases  living 
to  fall  into  Farber’s  Group  III,  wasting  of  the 
limbs. 

According  to  Kiskaddon6  the  most  important 
diagnostic  procedure  is  the  examination  of  the 
duodenal  contents  and  the  findings  of  pancreatic 
achylia.  GI  x-rays  show  clumping  of  barium  in 
the  small  intestine.  The  Glucose  Tolerance  Curve 
is  flat.  X-rays  of  the  chest  show  fibrotic  changes 
suggestive  of  fungus  disease  of  the  lungs,  and 
also  of  widely  disseminated  bronchiectasis.  Stool 
examinations  show  an  enormous  amount  of  neii- 
tral  fats. 


Fig.  4.  A 1936  film  shows  a slight  further  im- 
provement in  each  lung  with  persistence  of  no- 
dulations  along  the  bronchovascular  structures 
in  both  lungs. 

Fig.  5.  8-23-38.  A heavy  soft  broncho-pneu- 
motic  infiltration  has  developed  in  the  upper  half 
of  the  right  lung  and  the  process  in  the  left  lung 
has  become  a little  more  extensive. 

Fig.  6.  3-1-39.  The  upper  half  of  the  right  lung 
has  improved  a little,  but  a more  diffuse  fibrosis 
and  chronic  broncho-pneumonia  is  present  bilat- 
erally. The  right  leaf  of  the  diaphragm  has  been 
paralyzed. 


— Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 


— Dr.  Edward  M.  Hayden,  Roentgenologist.  Tucson, 

Fig.  6 


—Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 
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--Dr.  Edward  M.  Hayden,  Roentgenologist.  Tucson. 

Fig.  7 


—Dr  Edward  M.  Hayden,  Roentgenologist.  Tucson. 

Fig.  8 


CASE  REPORT 

J.  M.,  age  17,  Female,  White. 

This  young  lady’s  medical  history  dates  back 
to  May,  1929,  shortly  after  birth.  At  that  time 
x-ray  studies  of  the  intestinal  tract  were  done 
which  showed  a tremendously  enlarged  colon, 
(Fig.  1)  and  the  diagnosis  of  megacolon, 
“Hirschsprung’s  Disease”  was  made.  In  1933 
and  1934,  when  the  child  was  4 and  5 years  of 
age  respectively,  further  (Fig.  2)  gastrointes- 
tinal barium  studies  were  made. 

When  the  child  was  2 years  of  age  cough  be- 
came a prominent  symptom  and  persisted  for 
15  years  until  death.  Presumably  x-ray  studies 
of  the  chest  were  made  in.  1931  at  the  onset  of 
the  pulmonary  symptoms,  but  the  films  cannot 
be  located.  However,  the  GI  studies  done  in 
1933,  when  the  child  was  4 years  of  age,  indicate 
pulmonary  changes.  From  1935  to  1940  (Figs. 

Fig.  7.  4-14-39.  The  right  lung  has  shown  ap- 
preciable improvement,  and  the  left  lung  is  much 
improved. 

Fig.  8.  5-12-39.  Both  lungs  are  further  improv- 

ed, the  left  being  almost  restored  to  normalcy, 
whereas  on  the  right  there  is  a rather  diffuse  fine 
fibrosis  with  minimal  infiltration  along  the  bron- 
chovascular  structures. 

Fig.  9.  11-25-40.  The  diffuse  chronic  broncho- 

pneumonia on  both  sides  has  recurred,  being 
more  marked  on  the  right,  and  the  right  leaf  of 
the  diaphragm  is  no  longer  paralyzed. 


Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 

Fig.  9 
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3-9)  there  is  an  unbroken  series  of  chest  films 
showing  the  progression  of  the  pulmonary  dis- 
ease. 

Then  the  continuity  of  x-ray  studies  is 
again  broken  for  three  years,  however  the  films 
of  1944  and  1945  (Figs.  10-12)  show  the  pul- 
monary roentgen  findings  when  the  patient  was 
15  and  16  years  of  age  respectively. 

This  patient  was  brought  into  the  office  by 
her  parents  in  March,  1946,  just  prior  to  her 
17th  birthday.  The  chief  complaints  at  that  time 
were  cough,  abundant  tenacious  sputum,  inabil- 
ity to  gain  weight,  and  lack  of  energy  and  en- 
durance. About  three  years  prior  to  admission 
the  diagnosis  of  fungus  disease  of  the  lungs 
(Monilia  Albicans)  had  been  made  and  the  pa- 
tient was  receiving  enormous  doses  of  iodides. 
It  might  be  pointed  out  here  that  oral  medica- 
tion was  extremely  well  tolerated  by  the  patient, 
and  it  was  established  that  very  little  absorption 
from  the  intestinal  tract  occurred.  For  example 
4 cc  or  1 teaspoonful  of  saturated  solution  of 
potassium  iodide  four  times  daily  (i.  e.)  /2  oz., 
had  no  beneficial  effect  on  the  bronchial  secre- 
tions, nor  did  it  produce  any  skin  rash,  or  other 


Fig.  10.  11-28-44.  Increased  infiltration  has  de- 

veloped at  the  right  base  and  the  appearance  of 
a diffuse  chronic  bilateral  pneumonia  persists. 

Fig.  11A  and  11B.  6-19-45.  Bronchograms  dem- 
onstrate a severe  saccular  and  cylindrical  bron- 
chiectasis bilaterally. 


— Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 

Fig.  10 


— Dr.  Edward  M.  Hayden,  Roentgenologist,  Tucson. 

Fig.  11A 


— Dr.  Edward  M.  Hayden,  Roentgenologist.  Tucson, 

Fig.  11B 
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— Dr  Edward  M.  Hayden,  Roentgenologist,  Tucson. 


Fig,  12.  4-13-45.  The  fibrosis  has  increased  and 

spontaneous  pneumothorax  has  developed  on  the 
left,  producing  about  20'  , compression. 

symptoms  of  iodism,  even  though  it  was  admin- 
istered in  that  dosage  over  a long-  period  of  time 
(3  years).  Sulfathi azole  in  dosage  of  2 gins, 
every  4 hours  over  a prolonged  period  of  time, 
6 days,  failed  to  raise  the  sulfathiazole  blood 
level  over  1.0  mg-.  '/  , and,  though  the  child  had 
a voracious  appetite,  she  reached  a maximum 
weight  of  only  88  lbs.  during-  her  17  years  of 
life.  We  were  unable  to  confirm  the  diagnosis 
of  a mold  infection  in  spite  of  numerous  sputum 
cultures  on  Sabouraud’s  medium. 

On  physical  examination  the  (‘best  was  sur- 
prisingly quiet.  Scattered  medium  rales  were 
heard  only  before  cough  over  both  lung  fields. 
The  abdomen  was  distended,  and  the  child  pot- 
bellied in  the  erect  position.  The  blood  pressure 
was  90/50,  the  pulse  92.  Surprisingly  enough 
there  was  no  clubbing  of  the  fingers,  however 
the  thumbnails  were  of  the  watch  glass  type. 
The  skin  was  soft  and  moist,  the  temperature 
99.4°  at  4 P.  M.  Special  laboratory  studies 
showed  a Basal  Metabolic  Rate  or  +20%.  It 
will  be  recalled  that  iodides  in  massive  dosage 
had  been  administered  during  the  three  years 
prior  to  the  BMR  test.  The  blood  cholesterol  was 
not  done.  The  blood  counts  during  the  last  six 
months  of  life  ranged  as  follows:  Hemoglobin 
929?  — 95%,  RBC  4.4  million  to  4.0  million, 


WBC  11,350 — 15,950.  The  differential  count 
was  within  normal  limits  on  all  occasions. 

STOOL  EXAMINATION  was  negative  except 
for  the  presence  of  large  amounts  of  neutral  fats. 
An  examination  of  the  duodenal  contents  was 
not  done.  Urinalysis  was  within  normal  limits 
on  all  specimens  examined. 

The  young  lady  was  taken  by  her  family  to 
the  California  beaches  during  the  summer 
months,  and  shortly  after  returning  to  Tucson, 
about  September  7,  1946,  she  developed  chills, 
high  fever  (104°),  severe  cough  and  dyspnoea. 
Penicillin  was  not  employed  because  of  the  his- 
tory of  a severe  asthmatic  attack  following  its 
use  on  another  occasion.  Sulfathiazole  in  large 
dosage  both  orally  and  intravenously  was  used 
with  no  effect  on  the  progress  of  the  episode.  O2 
was  used  to  relieve  the  dyspnoea  and  cyanosis, 
which  were  severe.  She  was  removed  to  St. 
Mary’s  Hospital  on  September  9th,  1946.  An 
x-ray  of  the  chest  (Fig.  13)  was  done  on  admis- 
sion, and  this  showed  extensive  peribronchitis 
with  fibrosis,  a recent  pneumonitis  of  the  left 
lung,  and  a small  amount  of  pneumothorax  sur- 


— Dr.  Edward  M.  Hayden.  Roentgenologist.  Tucson. 


Fig  13.  8-5-46.  Spontaneous  pneumothorax  has 
developed  on  the  right,  producing  about  20'/  com- 
pression in  the  upper  lobe,  some  atelectasis  has 
developed  in  the  upper  third  of  the  left  lung,  and 
the  periphery  of  the  middle  third  of  the  left  lung 
has  become  emphysematous.  The  descending 
truncal  structures  are  more  accentuated. 
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Fig.  14.  Shows  widely  di- 
lated pancreatic  gland  al- 
veoli forming  cystic  cavi- 
ties filled  with  inspissated 
secretion.  — Dr.  Geo.  Hart- 
man, pathologist,  Tucson. 


Fig.  15.  Extensive  fibro- 
sis replacing  acinic  tissue, 
leaving  isolated  islands  of 
Langerhans. 


rounding  the  right  upper  lobe.  This  apparent 
pneumothorax  was  not  confirmed  at  necropsy. 

Oxygen  was  administered,  and  circulatory  sup- 
portive measures  were  employed,  but  the  patient 
went  steadily  down  hill  and  expired  at  3 :35  P.M. 
on  September  11th,  1946,  48  hours  after  admis- 
sion. The  antemortem  diagnosis  was  extensive 
bronchiectasis  bilateral  (probably  part  of  a cys- 
tic pancreatic  fibrosis  syndrome),  and  pneu- 
monitis. 


SUMMARY 

(1)  A case  report  of  fibrocystic  disease  of 
the  pancreas  is  presented,  with  the  classical  pul- 
monary findings  of  extensive  bronchiectasis. 

(2)  X-ray  studies  in  serial  during  the  life 
of  the  individual  are  presented. 

(3)  The  age  of  17  years  reached  by  this  pa- 
tient is  the  oldest  reported  up  to  this  time. 


Permission  was  granted  for  a necropsy,  which 
Dr.  George  Hartman  of  Tucson  performed.  The 
postmortem  diagnoses  were : 

(1)  Fibrocystic  disease  of  the  pancreas. 

(2)  Bronchopneumonia  and  pulmonary  ed- 

ema. 

(3)  Bronchiectasis. 

/ (4)  Multiple  pulmonary  abscesses. 
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“DESPOTISM  BY  CONSENT  OF  THE  GOVERNED” 

i)R.  JOSEPH  H.  HOWARD,  President-Elect 
Bridgeport,  Connecticut 


T TNRESTRAINED  power,  whether  in  the 
hands  of  an  individual,  a group  of  ambi- 
tious but  selfish  men,  or  in  a political  party,  is 
a peril  to  freedom.  It  is  this  inherent  thirst 
for  power  which  exists  in  man  that  is  more  dan- 
gerous to  the  welfare  of  the  people  than  is  the 
desire  for  riches.  It  is  the  duty  of  Government 
to  protect  its  citizens  and  not  to  support  them. 
Moreover,  indifference  on  the  part  of  the  people 
may  result  in  encroachment  on  their  freedom 
with  regimentation,  dictation,  and  domination 
of  the  very  lives  and  free  will  which  we  hold 
so  dear. 

Throughout  t lie  ages  there  are  many  examples 
of  authority  interfering  with  normal  unity  and 
mutual  cooperation,  bringing  down  from  above 
ruthless  rules  and  regulations  which  tend  to  en- 
courage distrust  and  fear.  Authority  is  always 
necessary,  but  only  by  the  will  of  the  people 
who  recognize  its  abuses  and  remove  that  auth- 
ority when  it  abuses  its  function,  which  is  to 
maintain  the  general  welfare  of  the  citizen. 

For  thousands  of  years  we  have  seen  the  coun- 
tries of  the  old  world  reach  the  heights  of  great 
prosperity,  only  to  have  them  collapse  after  Gov- 
ernment control.  Augustus  Caesar,  by  his  Roman 
Peace,  placed  a large  part  of  the  population  on 
the  dole  with  the  expected  results  that  he  public 
payroll  reached  a point  where  taxes  were  pro- 
hibitive and  the  Empire  collapsed.  The  people 
of  the  “Old  World"  have  always  lived  in  a sys- 
tem of  “planned  economy  " in  which  production 
and  distribution  were  controlled  by  authority 
and  regulated  by  their  will.  Although  rebellions 
were  common,  due  to  unrest  of  the  populace  and 
their  desire  for  more  of  the  things  of  life,  change 
in  rulers  seldom  had  much  effect  upon  the  sys- 
tem of  planning. 

Diocletian,  ruler  of  Rome,  when  confronted 
with  the  loss  of  most  of  the  farming  class  and 
middle  class  business  men,  enacted  laws  to  pre- 
vent farmers  forsaking  their  land.  Wages  and 
price  of  goods  were  fixed.  Police  constantly  in- 
vestigated activities  of  all  citizens,  and  the  heavy 
hand  of  government  regulation  was  felt  by  men 
in  all  walks  of  life.  The  yoke  of  ever  increasing 

Presented  before  the  Conference  of  Presidents  of  State  Medi- 
cal Societies  in  Chicago.  Illinois.  Sunday,  June  20  1948. 


taxes  bore  heavily  on  even  the  lowliest  until 
collapse  was  inevitable. 

Pericles,  professing  to  be  a protector  of  the 
interests  of  the  Greeks,  continued  his  dictator- 
ship on  a program  of  increased  Government 
spending,  and  when  disaster  approached  he 
sought  safety  as  he  thought,  in  a war  against 
Sparta.  The  result  is  well-known. 

More  recent  advocates  of  the  State’s  su- 
premacy are  Hegel,  the  dreamer;  Marx,  the  para- 
site; Bismarck,  Hitler,  and  Mussolini,  each  with 
selfish  ambitions  of  self-aggrandizement.  Bis- 
marck socialized  Germany.  The  Germans  never 
questioned  authority.  They  accepted  the  regi- 
mentation, regulations,  and  discipline  under  the 
new  order.  They  believed  in  a paternalistic  Gov- 
ernment that  offered  security  through  taxation 
by  presenting  a plan  whereby  money  taken  from 
the  taxpayers  was  returned  in  part,  as  the  cen- 
tral Government  believed  it  was  essential.  It 
was  a rather  common  remark,  some  years  ago  by 
many  Americans,  that  Germany  was  many  years 
ahead  of  us  in  social  legislation. 

The  revolutionary  spirit  existed  in  America 
long  before  the  war  of  1776  brought  the  birth  of 
our  Republic.  It  had  been  a continuous  revolt 
started  soon  after  the  landing  of  the  Pilgrims  in 
a determined  effort  against  an  authority  at- 
tempting a planned  economy.  With  the  success 
of  revolution,  the  Founding  Fathers  established 
a Government  entirely  new  and  different  than 
any  which  had  existed  previously.  Recognizing 
the  weaknesses  of  Old  World  systems,  they  pro- 
posed a limitation  of  power  by  creating  three 
branches  of  Government.  The  policy  was  that 
Government  should  derive  its  authority  from 
the  consent  of  the  governed,  an  idea  first  writ- 
ten into  a.  constitution  in  the  Fundamental  Or- 
ders of  Connecticut  in  1639.  The  Federal  Con- 
stitution also  recognized  that  State  and  Fed- 
eral Governments  must  have  some  check  upon 
each  other.  Americans  are  fortunate  to  have 
State  and  local  Government  to  aid  in  control 
of  Federal  Government  to  prevent  monarchy. 
The  Constitution  could  have  been  ratified  in 
1789  only  by  specifically  safeguarding  the 
rights  of  the  states. 

At  no  time  previously  have  we  seen  a group 
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of  legislators  proposing  methods  for  limiting 
their  own  authority.  The  makers  of  the  Consti- 
grants  of  power.  The  Constitution  restricted 
tution  acted  wisely  in  limiting  the  power  of 
the  President  so  that  he  could  not  become  an 
autocrat.  The  powers  of  the  Senate  and  House 
were  definitely  outlined  and  a Supreme  Court 
established  to  interpret  the  laws  of  our  Republic 
and  to  protect  the  rights  of  all  citizens. 

The  Founding  Fathers  made  no  a. tempt  to 
make  this  the  most  powerful  nation  in  the  world. 
They  strove  to  make  a weak  central  Government, 
giving  the  States  great  authority  through  the 
action  of  the  individual  citizen. 

More  specific  prohibitions  against  the  Federal 
Government  exist  in  the  Constitution  than 
grants  of  power.  The  constitution  restricted 
taxation  by  providing  in  Article  8 that  “all 
duties,  imposts,  and  excises  shall  be  uniform 
throughout  the  United  States.’’  An  effort  to 
levy  an  income  tax  was  ruled  unconstitutional, 
and  in  1913  an  amendment  to  the  Constitution 
was  ratified,  the  sixteenth  Amendment,  specifi- 
cally authorizing  the  taxing  of  incomes  without 
apportioning  among  the  several  states.  Incident- 
ally, Connecticut  never  ratified  this  amendment. 

Because  of  our  Constitution  and  Bill  of  Rights, 
with  our  freedom  of  worship  ; freedom  of  choice  ; 
freedom  to  select  our  government ; freedom  to 
say  what  we  wish,  America  has  become  the  great- 
est nation  in  the  world.  There  is  an  ever  in- 
creasing expansion  of  desire  for  freedom — free- 
dom from  want,  freedom  from  fear,  freedom 
from  discrimination — the  desire  for  opportuni- 
ties for  useful  employment,  adequate  education, 
decent  housing,  improved  health  facilities,  and 
services  and  opportunities  for  more  leisure. 
There  is  an  increasing  belief  that  these  are  only 
possible  by  financing  and  direction  of  the  Fed- 
eral Government. 

When  the  citizens  lose  interest  and  faith  in 
their  local  Government  and  become  convinced 
that  only  the  Federal  Government  can  direct 
their  activities  and  lives,  they  are  heading  closer 
and  closer  to  a colleetivistic  state.  Frontiers  are 
gone,  but  in  the  age  of  fast  motion  we  Americans 
still  must  keep  our  community  life  and  spirit 
foremost  in  our  endeavors.  Regulations  from  a 
far  distant  bureaucracy  can  never  give  us  the 
comfort  and  self-assurance  of  local  self-govern- 
ment. So  it  was  even  in  the  days  of  the  vast  em- 
pire of  Rome. 

We  abhor  a planned  economy  in  America. 


Here  we  live  in  an  economy  that  individuals 
plan  and  control.  We  do  as  we  please  unless  it 
violates  the  law  of  our  land  or  interferes  with 
the  progress  and  comfort  of  our  neighbors. 

Our  success  comes  from  individual  effort. 
When  Government  becomes  all-powerful  it  is  a 
monopoly  and  will  restrict  and  hinder  progress. 
No  competitor  will  be  tolerated  by  Government 
in  a particular  sphere. 

Individual  rights  and  self-government  are 
basic  in  the  American  philosophy.  The  Declara- 
tion of  Independence  states  that  government  de- 
rives its  just  powers  from  the  consent  of  the 
governed.  The  State  is,  therefore,  the  creature, 
of  man  and  not  man  a creature  of  the  State. 

John  W.  Davis  once  said,  “If  experience 
teaches  anything,  it  is  that  of  all  me;  hods  of 
government,  bureaucracy  is  the  least  responsible, 
the  least  intelligent,  and  the  most  arrogant  and 
tyrannical.  ’’ 

In  bureaucracy  action  is  slow,  responsibility 
diffused,  decisions  uncertain  and  shifting.  Once 
a bureaucracy  takes  over  there  is  a gradual  but 
certain  deterioration  of  constructive  progress 
with  ultimate  cessation  of  all  individual  contri- 
butions to  the ‘welfare  of  the  State. 

In  all  history  there  is  not  a single  instance  of 
a despotic  government  that  did  not  fall  into 
decay  intellectually  and  morally. 

Frederick  Bastiat,  born  in  France  in  1801,  al- 
though a leftist  in  his  early  life  turned  farther 
to  the  right  as  he  delved  more  and  more  into 
Socialism.  Even  then  he  foresaw  something  of 
the  future  when  he  prophesied,  “Minds  will  be 
an  anarhcy ; morale  will  be  shipwrecked;  there 
will  be  violence;  inextinguishable  hates;  politi- 
cal convulsions,  revolution  without  end,  ruins 
over  which  all  forms  of  Socialism  and  Commun- 
ism attempt  to  establish  themselves.” 

The  great  difference  between  the  ideologies 
of  the  Old  World  and  those  of  this  Republic  is 
that  ours  are  guided  by  principles  of  liberty  and 
order.  There  is  the  desire  of  the  individual  to 
control  and  regulate  his  own  affairs  for  bis  own 
good,  and  the  attempt  of  society  to  curtail  the 
activities  of  the  individual  for  what  is  believed 
to  be  for  the  common  good.  It  is  the  difference 
between  liberty  and  authority,  the  former  of 
which  can  result  in  anarchy,  and  the  latter  in 
despotism.  We  see  every  day  the  abuse  of  the 
term,  liberty. 

Those  who  would  destroy  our  government  hide 
behind  a smoke  screen  proclaiming  in  a loud 
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voice  that  their  liberty  is  being’  violated.  The 
ever  increasing  legislation  to  control  the  con- 
duct of  people  is  far  from  the  liberty  known  to 
our  Founding  Fathers.  There  has  developed  a 
mania  for  regulating  people,  most  of  which  is 
beyond  the  ordinary  necessity  to  protect  indi- 
viduals’ rights  and  safeguard  society. 

We  have  no  fear  of  an  autocrat  governing  our 
country  under  a despotic  system,  but  we  must 
ever  be  alert  to  prevent  the  despotism  of  a bu- 
reaucracy. President  George  Washington  in  his 
Farewell  Address  said,  “The  spirit  of  encroach- 
ment tends  to  consolidate  the  powers  of  all  the 
departments  in  one,  and  thus  to  create,  whatever 
the  form  of  government,  real  despotism.” 

Edmund  A.  Walsh,  8.  .J .,  Dean  of  the  School 
of  Foreign  Service,  Georgetown  University,  says 
in  his  recent  book,  “Total  Power,”  “We,  who 
have  lived  long  in  Washington  observe  the  arro- 
gance and  illiberality  of  some  of  these  Mandarins 
when  transplanted  to  bureaucratic  positions  in 
government  and  clothed  with  brief  authority. 
We  saw  them  rushing  from  department  to  depart- 
ment, from  conference  to  conference,  each  with 
a dictator’s  baton  hidden  in  his  brief  case,  hop- 
ing and  planning  and  scheming  for  enlarged  but 
centralized  power.” 

There  is  a tendency  for  Federal  Government  to 
encroach  more  and  more  upon  the  powers  of  the 
States.  It  is  largely  the  fault  of  the  states  them- 
selves. Should  such  a process  persist  and  the 
States  continue  to  shirk  their  responsibilities, 
they  may  eventually  become  mere  geographical 
sub-divisions  of  the  Federal  Government,  which, 
unfortunately,  in  some  respects,  they  are  already. 

We  can  he  justly  proud  of  the  accomplishments 
of  our  great  country.  With  less  than  7%  of  the 
earth’s  population,  we  have  created  more  new 
wealth  than  all  the  other  peoples  of  the  earth. 
We  have  more  churches,  schools,  libraries  and 
hospitals  than  any  other  country.  With  shorter 
working  hours,  there  is  greater  opportunity  for 
recreation  and  personal  advancement.  Our  citi- 
zens have,  by  voluntary  contributions,  given  mil- 
lion to  less  fortunate  in  other  lands  during 
periods  of  disaster  and  distress. 

Since  the  foundation  of  this  country,  we  have 
conquered  many  obstacles  raised  by  soil,  floods, 
droughts,  and  other  seemingly  insurmountable 
problems.  The  aggressive  people  of  many  lands 
came  to  this  country  in  large  numbers  to  par- 
ticipate in  a pioneering  struggle.  It  has  not 
been  easy.  There  are  risks  and  many  setbacks 


in  an  effort  based  on  freedom.  All  men  are 
created  equal,  but  there  are  great  differences  in 
health,  physical  strength,  intelligence,  aggres- 
siveness, and  the  will  to  succeed,  which  cannot 
be  avoided.  Opportunities  should  and  must  be 
offered  to  those  capable  of  improvement,  but 
constitutional  types  cannot  be  changed  and  there 
will  always  be  some  distinction  between  various 
groups  of  individuals. 

The  history  of  “benefits”  granted  to  people 
is  too  well-known  through  the  ages.  It  only  in- 
creases the  desire  for  more  benefits,  arouses  with- 
in them  a spirit  of  competition  for  equality  be- 
tween individuals  and  nations,  which  is  not 
practical  and  can  never  exist  in  this  world  of 
varying  physical  and  mental  capabilities. 

The  proletariat  would  do  away  with  the  rul- 
ing class;  the  little  politicians  want  a higher 
office;  nations  look  to  their  borders  for  more 
living  room  or  protection  against  a phantom  ag- 
gressor. The  individual  thinks  of  achievement 
through  personal  effort  or  of  being  sheltered 
by  a system  of  security.  The  personal  satisfac- 
tion of  reward  for  effort  is  not  considered  by 
those  who  seek  only  enjoyment  and  security. 

Through  clever  manipulation  and  infiltration, 
despotic  rule  is  being  imposed  on  many  nations 
at  the  present  time  and  is  even  threatening  the 
very  political  institutions  of  our  great  Repub- 
lic. In  the  new  type  of  despotism,  people  are 
demanding  something  — anything  different  to 
escape  from  the  present  system.  The  manner 
of  approach  is  by  indirect  methods,  by  breaking 
down  public  trust  and  discrediting  the  exist- 
ing form  of  Government.  Fortunately,  we  have 
a strong  bulwark  against  rapid  inroads  by  for- 
eign ideologies.  Based  on  a plan  of  a constitu- 
tional democracy,  we  avoid  the  pitfalls  of  a 
democracy  by  which  the  people  rule  themselves 
either  directly  as  an  uncontrolled  mob,  or  by 
unrestrained  representatives  in  which  the  ma- 
jority alone  governs.  The  Declaration  of  Inde- 
pendence placed  in  tin1  hands  of  the  people  the 
source  of  sovereign  power.  It  specifically  states 
that  the  government  must  derive  its  power  from 
the  people.  This  limits  the  power  to  that  grant- 
ed by  the  people,  and  elevates  man  to  a level 
which  makes  him  the  force  that  controls  the 
state  and  not  a creature  of  the  state. 

Any  usurpation  by  the  governmen'  of  pow- 
ers not  granted  to  it  is  an  act  of  tyranny.  The 
people  soon  lose  their  sovereignty  when  they 
acknowledge  that  the  state  has  certain  inherent 
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prerogatives  because  it  is  a state.  The  expansion 
of  authority  in  the  executive  department  of  a 
government  under  the  guise  of  emergency,  even 
when  such  emergencies  have  passed,  is  a danger 
in  the  ever-increasing  centralization  of  authority 
in  the  hands  of  one  or  a few. 

Fascism,  Nazism,  and  Stalinism  all  followed 
this  pattern.  It  is  all  based  on  the  principle 
that  one  or  a few  men  know  best  how  to  gov- 
ern the  people,  offering  great  social  and  eco- 
nomic benefits  which  appeal  to  the  masses  not 
familiar  with  political  techniques. 

Bureaucracy  in  Europe  has  spread  like  wild 
fire  at  the  expense  of  the  citizens,  with  great 
increases  in  taxation  to  finance  a system  of 
social  security  which  makes  each  a dependent 
of  the  State,  and  a political  slave.  Huge  num- 
bers are  now  on  the  Government  payroll  to  help 
perpetuate  the  existing  government,  which  can 
only  continue  in  office  by  force.  Recent  figures 
from  abroad  indicate  that  in  England  ten  per 
cent  of  the  population  are  on  public  payrolls, 
and  in  France  the  number  reaches  twenty  per 
cent. 

For  several  years  past  we  have  seen  those  in 
our  own  country  who  would  supplant  our  sys- 
tem of  free  enterprise  with  a new  economic  or- 
der based  on  socialistic  ideas  imported  from 
many  of  the  now  destitute  countries.  Always 
foremost  in  the  minds  of  these  so-called  bene- 
factors has  been  the  theory  of  increased  economic 
benefits  based  on  the  philosophy  of  taking  from 
the  rich  to  give  to  the  poor.  It  was  Benjamin 
Franklin  who  said,  “Those  who  would  give  up 
essential  liberty  to  purchase  a little  temporary 
safety  deserve  neither  liberty  nor  safety.” 

The  German  people  allowed  Hitler  to  control 
their  economy  and  rule  their  very  lives  undei 
the  subterfuge  of  philanthropy.  No  planned 
economy  can  exist  long  without  some  type'  of 
emergency  technique,  and  in  Germany  Hitler 
was  compelled  to  initiate  a war  to  save  his  face. 
He  was  able  to  convince  the  intelligentsia,  ideal- 
ists, social  reformers,  and  industrial  unionists 
that  his  government  alone  was  capable  of  giving- 
mankind  inexhaustible  blessings. 

The  ancient  Greeks  had  great  faith  in  the 
ability  of  the  government  to  take  care  of  their 
needs  and  had  no  conception  of  the  responsibil- 
ity of  the  individual  nor  of  his  self  control.  Had 
they  realized  that  majority  rule  would  destroy 
freedom  and  put  the  minority  at  the  mercy  of 
the  mob,  they  might  well  have  prevented  disas- 


ter and  “the  glory  that  was  Greece”  might  well 
have  endured  to  this  day.  It  is  only  by  indi- 
vidual initiative  that  the  great  inventions  in 
American  industry  have  been  achieved.  No  one 
directed  the  pioneers  of  American  science  and 
industry  in  their  efforts.  The  restraint  of  regi- 
mentation or  prohibitive  taxation  would  have 
cost  this  country  many  of  the  worthwhile  contri- 
butions to  the  world  at  large. 

All  was  not  smooth  sailing  in  this  great  coun- 
try, for  from  the  beginning  dissention  existed 
which  at  times  threatened  our  very  existence. 
Alexander  Hamilton  and  the  Federalists  leaned 
towards  Britain  for  salvation  from  the  terrors 
of  continental  Europe,  whose  rulers  looked  with 
greed  upon  a young  country  The  Federalists 
were  opposed  by  Jefferson,  who  had  no  fear  of 
Napoleonic  Imperialism.  In  1795,  because  of 
Washington’s  approval  of  John  Jay’s  Treaty 
with  England,  The  Father  of  our  Country  was 
criticized  by  Jefferson  who  cried,  “Curse  on  his 
virtues,  they  have  undone  the  country.” 

It  was  not  until  after  the  War  of  1812  and 
the  signing  of  the  Treaty  of  Ghent  in  1815  that 
America,  free  of  its  eon.inental  ties  and  desirous 
of  non-intervention  in  Europe,  went  forward  to 
become  in  our  own  way  the  greatest  nation  of  all. 
Setbacks  have  occurred  since  then,  but  always 
to  solve  these  problems  we  have  never  hesitated 
in  the  forward  progress  to  greater  achievements. 

It  is  not  the  will  of  our  people  that  a single 
political  party  should  control  not  only  the  gov- 
ernment but  the  methods  of  production  and  dis- 
tribution, and  all  other  activities  of  the  citizens. 
The  failure  of  the  socialistic  government  in  Eng- 
land to  attain  their  goal  is  evidence  that  a 
planned  economy  falls  down  on  the  job  of  pro- 
duction, until  its  very  existence  depends  upon 
the  loans  and  gifts  of  capitalistic  countries. 

Rather  recently  we  heard  much  of  a plea  for 
government  control  of  our  railroads.  One  has 
but  to  travel  by  rail  in  any  European  country 
to  be  convinced  that  there  is  no  comparison  be- 
tween those  countries  and  the  efficiency,  com- 
fort, speed  and  safety  of  privately  owned  roads 
of  this  land. 

Freedom  is  one  of  the  greatest  gifts  that  God 
has  bestowed  upon  men.  His  own  conscience  tells 
him  whether  he  shall  contribute  to  the  well  being 
of  himself  and  his  fellow  man,  and  at  the  same 
time  makes  him  realize  that  freedom  is  not 
synonymous  with  security.  Even  in  freedom  one 
often  passes  through  periods  of  privation  and 
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want.  This  is  the  particular  affair  of  each  in- 
dividual. Unless  man  recognizes  the  import- 
ance of  this,  he  becomes  easy  prey  to  control  by 
a despot  or  a crowd  who  shall  then  difgct  his 
activities  to  the  detriment  of  the  individual. 

The  threat  of  despotic  rule  throughout  the 
world  is  increasing  daily.  The  technque  has 
been  changed  from  the  immediate  overthrow  of 
capitalistic  countries  by  force,  as  advocated  by 
Lenin,  to  the  more  subtle  process  first  proposed 
by  Marx  and  amplified  and  improved  by  Stalin. 
This  is  the  system  of  infiltration,  intrigue,  dis- 
sension, labor  unrest  resulting  in  repeated 
strikes,  class  hatred  and  the  promotion  of  col- 
lectivistic  measures  in  existing  government  agen- 
cies. 

Lenin  in  1920  wrote,  “We  have  to  use  any 
ruse,  dodges,  tricks,  cunning,  unlawful  methods, 
concealment  and  veiling  of  the  truth  in  dealing 
with  capitalistic  countries.” 

When  a country  loses  its  moral  sense  and  de- 
nies the  existence  of  a Supreme  Being,  it  is  well 
down  the  road  to  self-destruction.  The  atheistic 
philosophy  of  Lenin  is  well  exemplified  in  his 
own  words  when  he  states,  “We  must  never 
forget  that  we  repudiate  all  forms  of  morality 
which  has  for  its  source  any  inspiration  foreign 
to  the  social  classes  and  which  is  not  inspired  by 
the  interest  of  the  class  struggle  of  the  prole- 
tariat. For  us  morality  drawn  from  outside 
human  society  does  not  exist;  it  is  a lie.  Our 
morality  must  be,  and  is,  subordinated  to  the 
class  war  of  the  proletariat.” 

The  theory  of  Communism  is  that  everything 
is  run  by  the  masses.  However,  there  must  be  a 
strong  individual  at  the  head  of  such  a govern- 
ment to  filter  out  those  things  which  he  and  his 
subordinates  feel  are  detrimental  to  the  success 
of  the  program.  The  explanation  of  the  direct- 
ors of  this  philosophy  is  that  when  the  desired 
result  is  accomplished,  the  dictator,  despot  or 
director  will  then  retire  to  allow  the  further  de- 
velopment by  the  action  of  the  proletariat. 

When  in  history  has  any  dictator  retired  wil- 
lingly to  allow  control  by  the  people?  The  same 
type  of  propaganda  was  used  in  other  countries 
before  complete  submission  to  the  dictates  of  the 
central  authority. 

Russia  is  not  anxious  for  war  with  us.  Infil- 
tration by  Communists  is  less  costly,  and  In- 
experience in  European  countries  now  under  the 
domination  of  the  Soviets,  more  effective  than 
the  bloody  revolution  as  advocated  by  Lenin. 


In  our  desire  for  world  peace,  we  have  given 
so  much  and  received  so  little.  This  was  evident 
at  Yalta,  Teheran,  and  Potsdam  when  the  Presi- 
dent spoke  of  a “family  circle,”  a phrase  which 
did  not  arouse  enthusiastic  response  in  Stalin, 
the  man  of  steel  who  had  been  educated  in  the 
field  of  revolution  and  accustomed  to  extermina- 
tion of  his  enemies.  Lenin  once  said,  “We  shall 
oblige  America  to  spend  herself  into  destruc- 
tion." Are  we  to  regard  this  as  prophetic? 

Despotism  thrives  on  excessive  taxation  of  the 
people.  In  Russia  it  is  estimated  that  70fJ  of 
the  income  of  all  individuals  is  taken  by  the 
state.  Hitler  appropriated  one  half,  and  Musso- 
lini 40%  of  the  entire  income  of  the  people. 
Total  investment  in  new  capital  issues  for  busi- 
iness  expansion  in  the  U.  IS.  in  1947  was  less 
than  the  total  for  twen.y  years  ago.  Because  of 
the  drain  of  individual  and  corporate  income 
through  taxation,  people  have  less  money  to  in- 
vest in  corporations,  and  yet  this  type  of  invest 
ment  is  indispensible  in  an  economy  such  as  ours. 
The  reflection  of  decreased  net  income  in  spite 
of  a greatly  expanded  gross  national  income,  is 
already  evident  in  the  support  of  our  hospitals, 
Community  Chests,  private  schools,  colleges,  and 
philanthropic  organizations.  Due  to  insufficient 
income  for  these  and  other  needs  the  tendency  is 
to  appeal  to  the  Federal  government  for  aid, 
and  as  years  pass  the  ultimate  must  occur — the 
control  of  all  of  these  organizations  in  the  cen- 
tral authority. 

In  a recent  issue  of  the  McGraw-Hill  publica- 
tions, James  H.  McGraw  Jr.,  in  an  editorial 
headed  “Why  You  Cannot  Get  Ahead  as  Your 
Father  Did,”  pointed  out  that  “A  tax  revolu- 
tion which  is  jeopardizing  our  chances  of  getting 
ahead,  our  very  jobs,  is  gripping  America  to- 
day,” and  he  said  that  “The  United  States  is 
being  forced  towards  socialism  by  a tax  revolu- 
tion of  far-reaching  consequences.” 

Not  only  has  the  tax  rate  that  our  nation  can 
safely  carry  passed  the  danger  point,  Mr.  Mc- 
Graw said,  but  he  pointed  out  that  the  heavy 
taxation  of  large  incomes,  blocks  and  frustrates 
the  investment  of  private  wealth  in  new  busi- 
ness ventures. 

In  one  of  his  columns  in  Newsweek  magazine, 
Henry  Hazlitt  called  attention  to  the  “striking 
similarity"  between  one  of  the  statements  in 
the  Communist  Manifesto,  which  was  published 
a century  ago,  and  a sentence  from  the  second 
annual  report  of  the  President  ’s  Council  of  Eco- 
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nomic  Advisors.  The  Manifesto  argues  that  ac- 
cumulations of  capital  increase  “in  the  burden 
of  labor”  and  “force  wages  down  almost  every- 
where. ’ ' The  Economic  Advisors,  writing  a hun- 
dred years  later,  say  ‘ ‘ The  accumulations  of  cap- 
ital over  the  years  have  in  fact  involved  depriva- 
tions of  the  rank-and-file  worker.  ’ ’ 

Further  quotations  from  the  report  also  indi- 
cate that  the  Economic  Advisors  are  definitely 
distrustful  of  the  free  enterprise  system.  They 
state  that  the  cream  of  American  industrial  pro- 
duction has  “in  large  measure  gone  to  the  rela- 
tively few,”  and  that  the  rest  of  us  have  been 
“subsisting  on  skimmed  milk.”  And  they  also 
observe  that  “the  small  number  of  well-to-do  will 
not  be  able  to  absorb  the  possible  output  of  con- 
sumers’ goods.” 

If  all  that  is  true,  it  is  obvious  that  the  great 
masses  of  Americans  are  being  cruelly  exploited, 
but  substantiating  the  doctrine  with  facts  would 
prove  to  be  an  extremely  difficult  undertaking. 
As  a number  of  objective  surveys  have  shown, 
the  percentage  of  our  national  income  received 
by  people  of  modest  means — that  is,  in  the  under 
$5,000  a year  bracket — has  been  steadily  increas- 
ing, while  the  percentage  going  to  people  of  large 
means — $25,000  and  up — Fas  been  steadily  de- 
creasing. Equally  important,  the  expenditure  of 
American  business  for  the  services  of  labor,  for 
the  people  who  use  the  tools,  has  tremendously 
increased.  At  the  same  time,  the  expenditure  for 
dividends,  to  the  people  who  own  the  tools,  has 
actually  decreased.  As  Mr.  Hazlitt  puts  it,  the 
effect  of  invested  capital  “has  been  enormously 
to  increase  the  quantity  and  improve  the  quality 
of  the  tools  at  the  disposal  of  the  worker,  enor- 
mously to  increase  his  wages  and  the  goods  avail- 
able for  all  of  us  as  consumers.” 

How  do  workers  fare  in  nations  where  accumu- 
lations of  capital  are  not  permitted,  save  in  the 
name  of  the  state?  The  Soviet  Union,  of  course, 
is  the  principal  example  of  that  kind  of  economic 
system.  It  has  vast  resources,  but  the  standard 
of  living  of  its  people  is  one  of  the  lowest  in  the 
world.  No  other  nation  has  carried  ruthless  ex- 
ploitation of  the  masses  to  greater  lengths.  Capi- 
talism, on  the  other  hand,  has  given  the  average 
American  a standard  of  living  unapproached  on 
earth,  and  it  has  given  him  maximum  freedom 
with  it. 

Taxation  — Federal,  State  and  local  — takes 
thirty-one  cents  of  every  dollar  received  by  ev- 
ery man,  woman  and  child.  Taxes  have  increas- 


ed eight  hundred  per  cent  since  1941,  the  result 
being  that  nineteen  minutes  out  of  every  hour  of 
work  is  contributed  to  the  government,  or  two 
and  one-half  hours  out  of  every  eight-hour  day. 
Many  of  these  taxes  are  hidden,  and  only  become 
evident  when  we  realize  that  a year  ago  the  aver- 
age working  man  and  woman  in  the  United  States 
paid  in  taxes  directly  or  indirectly  $888  to  sup- 
port government.  It  is  not  contended  that,  all  of 
this  is  wasted.  Vast  sums  are  needed  to  support 
the  Army,  Navy,  Post  Office  Department,  and 
other  branches  of  the  Federal  Government.  It 
is  also  necessary  to  pay  the  interest  on  our  debt, 
which  amounts  to  three  per  cent  of  our  entire 
national  income.  The  average  wage  earner  pays 
$100.00  per  year  in  taxes  to  pay  the  interest 
without  reducing  the  debt. 

Socialistic  governments  abroad  are  a terrific 
strain  on  our  economy.  It  is  ironical  that  Social- 
ism cannot  pay  its  own  way,  and  capitalistic 
America  must  finance  these  failures.  Our  dole 
to  Germany  amounts  to  a billion  dollars  a year, 
and  to  the  Southern  half  of  Korea  a quarter  of 
that  amount.  Since  European  countries  depend 
upon  Germany  for  their  existence,  and  the  dis- 
mantling of  industry  in  that,  country  has  crip- 
pled trade  to  neighboring  states,  we  must  of  ne 
cessity  aid  these  countries  unable  to  obtain  goods 
from  their  former  source. 

Russia  is  to  collect.  $100, 000, 000.00  from  Italy, 
where  no  Russian  soldier  ever  fought,  and  we 
Americans  give  dollars  to  Italy  which  eventual- 
ly wind  up  in  the  treasury  at  Moscow.  Trade 
agreements  now  exist  between  many  countries 
of  Europe,  Great  Britain,  and  South  America, 
but  we  alone  give  goods  and  money  and  receive 
nothing  in  return.  The  result  is  that  the  Amer- 
ican taxpayer  pays  more  in  hidden  and  indi- 
rect Federal  taxes  than  he  does  for  food. 

One  hears  so  often  of  Federal  aid.  The  gov- 
ernment cannot  produce  wealth.  It  is  only  by 
taxing  the  citizens  that  the  Federal  treasury 
can  accumulate  funds.  Where  subsidies  are 
given  to  any  State  for  any  purpose,  it  is  the 
people’s  own  money  that  is  being  returned, 
minus  a considerable  proportion  used  for  main- 
taining an  ever-expanding  Federal  payroll. 

So  often  stated  it  is  now  an  accepted  fact  in 
the  minds  of  many  Americans,  that  a few  peo- 
ple control  the  wealth  of  this  country.  A re- 
cent study  at  Notre  Dame  University  shows  that 
over  a thirty  year  period,  88%  of  the  total 
national  income  was  paid  to  persons  receiving 
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less  than  $5,000  a year,  8%  to  those  in  the  $5,000 
to  $25,000  bracket,  and  4%  to  those  receiving 
more  than  $25,000. 

America  has  one-sixteentli  of  the  earth's  pop- 
ulation, yet  she  produces  seven-sixteenths  of 
the  world’s  goods. 

Capitalism  has  made  great  contributions  to 
the  world  by  its  generous  support  of  all  the 
arts  and  sciences.  It  has  accepted  risks  in  fi- 
nancing industrial  ventures’  research,  and  in 
promoting  better  working  conditions  and  high- 
er wages  than  in  any  other  country  in  the 
world.  More  can  be  done  and  will  be  done  to 
improve  labor-management  relationship,  but 
only  by  a system  of  give  and  take  by  both  par- 
ties concerned.  When  mutual  understanding 
brings  capital  and  labor  to  the  conference  table 
for  sound,  constructive  and  peaceful  discus- 
sions, the  threat  of  foreign  ideologies  will  have 
been  considerably  lessened. 

It  is  often  said  that  those  who  preach  the 
doctrine  of  preparedness  and  attempt  to  arouse 
the  citizens  to  an  impending  danger  are  alarm- 
ists. Is  there  a threat  to  our  form  of  govern- 
ment? I quote  from  Part  I,  Section  II  of  the 
present  “Subversive  Activities  Control  Act  of 
1948:”  “The  recent  success  of  Communistic 
methods  in  our  countries  . . . present  a clear 
and  present  danger  to  the  security  of  the  United 
States  . . . and  make  it  necessary  that  Congress 
enact  appropriate  legislation.” 

It  is  difficult  for  those  of  other  lands  to  real- 
ize that  the  success  of  our  Republic  is  due  to 
voluntary  cooperation.  This  frequently  seems 
the  long,  tortuous  way,  clumsy  and  halting  at 
times,  compared  with  the  swift,  direct  action 
of  the  totalitarian  methods.  We  are  not  solely 
interested  in  mechanization  of  the  democratic 
processes.  We  like  to  deal  more  intimately  with 
affairs  that  safeguard  the  individual,  offer  op- 
portunity for  self-advancement,  and  promote 
social  welfare. 

The  poor  man  is  better  off  here  than  any- 
where in  the  world.  What  is  considered  luxury 
in  other  lands  is  common  among  those  of  our 
citizens  in  the  lowest  income  group.  Wages  are 
high  enough  for  the  people  of  this  country  to 
provide  90%  of  the  relief  for  the  entire  world. 
Neither  Communism  nor  Socialism  produce 
wealth,  but  competitive  enterprise  does  pro- 
duce wealth,  and  has  made  America  the  great- 
est producer  in  the  history  of  mankind. 

We  cannot  and  should  not  be  content  to  boast 


of  our  achievements  when  others  are  working 
feverishly  to  destroy  the  foundation  of  our 
government.  In  many  countries  the  people, 
through  indifference,  have  lost  their  liberties 
within  the  past  ten  years.  Eternal  vigilance  is 
the  price  of  liberty,  and  apathy  is  freedom’s 
greatest  peril. 

The  indifference  of  voters  on  election  day  is 
appalling.  The  technique  of  discouraging  peo- 
ple to  vote  for  candidates  for  public  office  or 
in  trade  unions  has  become  one  of  the  most 
potent  weapons  of  the  radical  element. 

In  the  National  election  of  November,  1946, 
it  is  estimated  that  91,634,472  Americans  were 
of  voting  age,  yet  only  35,000,000  were  inter- 
ested enough  to  cast  a vote.  When  Hitler.  came 
into  power  in  1933,  88.5  per  cent  of  qualified 
voters  went  to  the  polls,  and  although  he  did 
not  receive  the  majority  of  votes,  by  clever 
splitting  of  the  opposition  into  many  parties, 
he  polled  the  largest  number  of  votes.  The 
formation  of  many  parties  in  any  organization 
also  follows  the  policy  of  those  who  would 
destroy. 

Perhaps  the  greatest  menace  to  our  govern- 
ment is  the  indoctrination  of  our  youth  with 
the  philosophy  of  Marx,  Lenin  arid  Stalin.  Un- 
hampered for  many  years,  a group  of  “progres- 
sive” educators  have  filled  our  elementary 
schools  with  textbooks  which  openly  discredit 
the  heroes  of  our  great  land  and  scoff  at  our 
democratic  ideals. 

Professor  Harold  Rugg  of  Columbia  Uni- 
versity, who  is  the  author  of  textbooks  which 
are  used  in  over  3,000  school  systems,  writes  of 
“the  unthinkable  salute  to  the  flag  and  the 
mumbling  of  an  oath  of  allegiance.”  Is  it  sur- 
prising, therefore,  that  a survey  of  a few  years 
ago  showed  that  a lack  of  knowledge  of  Ameri- 
can History  is  common  among  our  students? 
Thousands  of  college  freshmen,  when  interview- 
ed, thought  that  Thomas  Jefferson  founded  the 
Saturday  Evening  Post,  that  Alexander  Ham- 
ilton invented  the  telephone,  and  that  Walt 
Whitman  was  a jazz  band  leader.  Twenty-five 
per  cent  did  not  know  that  Abraham  Lincoln 
was  President  during  the  Civil  War.  More  than 
thirty  per  cent  did  not  know  who  was  Presi- 
dent during  World  War  T.  Some  thought  Alf 
Landon  was. 

In  this  country  we  need  a revival  of  funda- 
mental teaching  with  respect  to  the  Declara- 
tion of  Independence,  the  Constitution,  and  the 
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Bill  of  Rights.  Regarding  the  latter  document, 
a survey  about  a year  ago,  conducted  through- 
out the  United  States,  demonstrated  that  thirty- 
one  per  cent  of  the  people  had  never  heard  of 
the  Bill  of  Rights;  thirty-six  per  cent  had  heard 
of  it  but  did  not  know  what  it  was ; twelve  per 
cent  gave  confused  answers,  and  only  twenty- 
one  per  cent  had  a reasonable  idea  regarding  it. 

It  was  Lenin  who  said,  ‘ ‘ Give  me  four  years 
of  a child’s  life,  and  the  seeds  that  I sow  shall 
never  be  uprooted.”  Hitler  first  started  his 
program  in  the  schools.  So  often  we  hear  in 
our  own  country,  ‘‘After  all,  there  must  be  aca- 
demic freedom.”  We  must  not  confuse  freedom 
with  license.  Because  one  is  free  to  spread 
health,  he  should  not  also  be  free  to  spread 
disease. 

To  combat  the  insidious  encroachment  of  God- 
less and  destructive  ideologies  into  our  land, 
there  must  be  a reawakening  of  Christian  faith. 
A people  without  belief  in  a Supreme  Being  can- 
not long  endure.  Marx  in  ‘‘Das  Kapital”  wrote, 
‘‘The  democratic  concept  of  man  is  false  be- 
cause it  is  Christian.  The  democratic  concept 
holds  that  . . . each  man  is  a sovereign  being. 
This  is  the  illusion,  dream  and  postulate  of 
Christianity.”  Over  250  years  ago  William  Penn 
said,  ‘‘Those  people  who  are  not  governed  by 
God  will  be  ruled  by  Tyrants.” 

The  preservation  of  freedom  in  our  country 
is  everybody’s  job.  It  is  not  unusual  to  hear 
physicians  say,  ‘‘Well,  what  can  I do?”  There 


•61 

is  no  distinction  between  John  Smith,  M.  D.  and 
John  Smith,  citizen.  The  unfortunate  tendency 
of  members  of  our  profession  to  become  self- 
centered,  isolating  themselves  from  community 
activities,  has  deprived  their  neighbors  of  wise 
counsel  and  allowed  do-gooders  and  social  re- 
formers to  carry  on  programs  which,  distasteful 
to  our  profession,  are  mere  stepping-stones  to 
a complete  surrender  to  foreign  ideologies  which 
will  ultimately  result  in  destruction  of  freedom. 

It  requires  more  than  lip  service.  Grea  de- 
mands will  be  made  upon  your  time  and  energy. 
Is  it  worth  it?  If  you  believe  that  you  can 
influence  and  help  your  fellow  Americans  in 
the  field  of  education,  government,  labor-man- 
agement, newspapers,  books  and  radio,  and 
strengthen  those  principles  which  we,  as  Amer- 
icans, hold  dear  and  which  mean  so  much  to 
you  now,  and  which  should  guide  your  children 
in  a happy,  prosperous  and  God-loving  world 
in  the  future,  it  is  your  privilege  and  duty  to 
act  now.  Should  you  be  lax  in  your  duty  or 
indifferent  to  the  challenge,  it  might  be  well  to 
recall  the  words  of  President  William  McKinley 
when  he  said:  ‘‘Our  strength  rests  in  our  pa- 
triotism. Peace  and  order  and  security  and 
liberty  are  safe  so  long  as  love  of  country  burns 
in  the  hearts  of  the  people  . . . liberty,  my  fel- 
low citizens,  is  responsibility,  and  responsibility 
N duty,  and  that  duty  is  to  preserve  the  excep- 
tional liberty  we  enjoy  within  the  law  and  for 
the  law  and  by  the  law.” 
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CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially -chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  blit  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consul  ant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  Consultant  for  the  current  case  is  I)r. 
John  C.  Jones,  thoracic  surgeon  of  Los  Angeles. 
Dr.  Jones  was  trained  on  the  famous  Thoracic 


Service  at  the  University  of  Michigan,  and  has 
gone  on  to  a notable  success  in  collapse  therapy 
for  tuberculosis,  in  surgery  of  the  lung  and 
mediastinum,  and  in  the  newer  cardio-vascular 
surgery. 

Dr.  Jones  is  surgical  consultant  for  Barlow 
Sanatorium,  Associate  Professor  of  Surgery  at 
the  University  of  Southern  California,  Chief  of 
Thoracic  Surgery  at  the  Los  Angeles  Children's 
Hospital  and  the  County  General  Hospital.  He 
is  the  author  of  numerous  publications  on  his 
several  specialties. 

Among  his  memberships  are  those  in  the 
American  Surgical  Association,  the  American 
Association  for  Thoracic  Surgery,  the  American 
College  of  Surgeons,  the  Society  for  Vascular 
Surgery,  and  he  is  a diplomate  of  the  American 
Board  of  Surgery.  He  is  personally  well-known 
to  many  Arizona  physicians  and  surgeons. 
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CASE  NUMBER  X 

The  patient  is  a white  male  rancher,  34  years 
of  age. 

All  his  life  he  has  noted  pain  in  the  hands, 
elbows  and  shoulders  after  using  his  arms.  The 
pain  begins  at  once,  and  is  present  during  the 
following  night,  and  for  several  subsequent 
nights  after  severe  exertion.  It  is  bilateral,  sym- 
metrical, and  equal.  The  hands  swell  slightly 
when  the  pain  is  severe,  but  there  has  been  no 
change  in  color  or  temperature,  and  no  pain  else- 
where in  the  body. 

During  a spell  of  pain  he  also  wakes  at  night 
with  the  feeling  that  his  arms  are  asleep,  and 
he  is  forced  to  move  them  or  “hang  them  down” 
for  relief.  There  has  been  occasional  pain  in  the 
shoulders  with  elevation  of  the  arms,  but  none 
in  the  neck.  The  symptoms  are  worst  in  the 
mornings. 

The  patient  is  very  active  and  uses  his  arms  a 
great  deal  in  his  ranch  work.  He  modified  the 
stated  duration,  “all  his  life,”  by  saying  that  the 
pain  was  first  noted  when  he  be'gan  to  milk  cows 
at  the  age  of  eight  years.  He  stated  that  his 
mother  has  had  a similar  syndrome,  but  now 
notices  it  less,  since  she  does  less  manual  work. 

There  were  few  other  complaints.  He  has  a 
deafness  in  the  right  ear,  with  a perforation  of 
the  drum.  He  has  always  had  a fast,  regular 
heart-beat. 

He  had  his  tonsils  out  as  a child;  a mastoid 
and  ear  operation  several  years  ago;  a sub-mucous 
resection;  an  appendectomy;  and  an  injury  to  the 
left  collar-bone  two  years  ago.  His  weight  is 
constant  at  180.  He  smokes  10  cigars  and  30 
cigarettes  per  day. 

There  were  few  abnormalities  on  physical  ex- 
amination. He  was  well-muscled;  the  fundal 
vessels  were  normal;  there  was  a slight  discharge 
in  the  right  external  auditory  canal;  the  maxil- 
lary sinuses  were  slightly  cloudy  on  transillumin- 
ation; the  chest  and  neck  were  normal  in  con- 
tour; the  heart,  lungs,  and  diaphragm  were  nor- 
mal by  fluoroscopy,  and  no  cervical  ribs  could  be 
seen.  The  hands  were  normal  in  color,  tempera- 
ture, and  function,  and  the  palms  were  sweaty. 
All  reflexes  were  normal  as  was  the  mobility  of 
the  neck  and  extremities. 

The  pulse  rate  was  84  per  minute  bilaterally 
and  the  rhythm  regular.  The  mitral  sounds  were 
accentuated,  as  was  the  pulmonic  second  sound. 
The  blood  pressure  (on  two  examinations)  was 
118-120/100-105  in  the  right  arm,  120-122/100-105 
in  the  left  arm;  160/110  in  both  legs. 

X-rays  of  the  cervical  spine,  chest,  and  both 
shoulders  showed  no  unusual  changes,  and  no 
cervical  ribs. 

QUESTIONS— 

1.  Wliat  is  the  probable  diagnosis  of  this 
condition  ? 

2.  Is  there  anything  else  which  needs  to  be 
done  diagm  sticallv  ? 

3.  Can  the  condition  be  corrected?  How? 
What  is  the  chance  of  cure? 

4.  Is  the  familial  relationship  possible 

— M.  I).,  Tucson. 

CASE-ANALYSIS  AND  ANSWERS— 

My  initial  impression  in  this  very  in'eresting 
case-report  is:  Bilateial  scalenus  anticus  syn- 
drome. 

This  disease  entity  must  be  suspected  in  all 
patients  who  give  a history  of  cervicobrachial 
pain  in  one  or  both  arms  where  there  has  been 


no  history  of  previous  injury,  and.  where  no 
cervical  rib  can  be  demonstrated  by  roemgen 
study.  The  pain  is  characteristic,  radiating  from 
the  shoulder  down  the  arms  and  usually  follows 
exertion  or  positional  change  where  the  arms 
are  held  forward  or  in  abduction. 

In  the  clinical  description  there  is  no  mention 
as  to  whether  or  not  the  radial  pulse  can  be  shut 
off  by  hyperabduction  of  the  arm  or  on  deep 
inspiration  with  the  arms  in  abduction.  In  a 
scalenus  anticus  syndrome  or  cervical  rib  syn- 
drome, this  finding  is  always  present  and  repre- 
sents occlusion  of  the  brachial  artery  by  com- 
pression of  that  vessel  over  'the  cervical  rib  or 
over  the  anterior  scalenus  muscle. 

Differential  diagnosis  in  this  case  must  in- 
clude : 

1.  Cervical  rib  syndrome,  which  can  be  ruled 
out  by  the  roentgen  studies. 

2.  Scalenus  Anticus  Syndrome. 

3.  Cervical  Nucleus  Pulposus. 

4.  Posture. 

5.  Cervical  Arthritis. 

6.  Scoliosis. 

7.  The  hyperabduction  syndrome,  in  which 
the  brachial  artery  and  a portion  of  the 
brachial  plexus  are  compressed  by  tendon 
of  the  pectoralis  minor  muscle. 

Of  these  entities  which  are  listed  here,  the  ma- 
jority can  easily  be  ruled  out  by  the  evidence  at 
hand.  Certainly  there  should  be  roentgen  evi- 
dence of  a cervical  rib  if  such  were  present 
*uid  causing  these  symptoms.  The  presence  of 
a cervical  intervertebral  disc  could  be  ruled  in 
or  out  by  myelograms.  There  is  no  description 
of  the  patient's  posture  but  it 'is  well  recognized 
that  patients  with  drooping  shoulders  and  poor 
muscle  tonus  may  have  postural  changes  caus- 
ing traction  on  the  brachial  artery  and  brachial 
plexus  where  these  structures  are  dragging  over 
the  first  thoracic  rib.  Degenerative  arthritis 
would  probably  not  appear  at  the  early  age  at 
which  this  patient's  symptoms  began,  and  cer- 
tainly should  produce  roentgen  evidence  as  well 
as  clinical  featuies  such  as  limitation  of  motion 
and  rigidity  of  the  involved  spine. 

Tt  is  most  important  that  a pulse  test  be  per- 
formed on  this  patient  by  palpation  of  the  radial 
pulse  with  the  arms  in  extreme  hyperabduction. 
If  compression  is  present,  such  as  is  found  in 
scalenus  anticus  syndrome,  the  radial  pulse  will 
be  shut  off  or  markedly  diminished  in  volume. 
This  same  test  can  be  demonstrated  by  having 
the  patient  take  a deep  breath  with  the  arm  in 
abduction  and  the  head  turned  toward  the  op- 
posite side  ; if  a compression  syndrome  is  preseiU, 
there  will  be  marked  diminution  or  total  absence 
of  the  radial  pulse  during  this  maneuver.  If 
no  sign  of  artery  compression  can  be  detected, 
then  the  diagnosis  of  herniated  nucleus  pulpo- 
sus of  the  cervical  spine  must  be  considered  and 
a very  careful  neurological  examination  be  per- 
formed, and  myelograms  may  also  be  necessary. 


Vol.  5,  No.  6 


Arizona  Medicine: 


63 


The  treatment  for  scalenus  anticus  syndrome 
is  usually  surgical.  Such  lesions  are  usually 
amenable  to  simple  division  of  the  anterior 
scalene  muscle.  If  a cervical  rib  is  present,  the 
rib  must  be  resected.  Division  of  the  scalene  mus- 
cle relieves  the  compression  syndrome  on  both 
the  brachial  artery  and  brachial  plexus. 

It  has  been  the  opinion  of  Wright  that  most 
cervicobraehial  pain  is  probably  on  the  basis  of 
posture.  He  cites  the  fact  that  in  embryologieal 
development  the  nerve  roots  take  off  at  right 
angles  to  the  spinal  column  in  the  manner  found 
in  the  quadruped.  Embryologically  also,  the 
greatest  diameter  of  the  upper  thorax  is  in  the 
anteroposterior  planes.  In  the  young  adult  the 
diameter  is  radically  changed  so  that  the  longest 
diameter  is  now  in  the  transverse  plane  and 
since  the  individual  is  now  a biped,  the  weight 
of  the  shoulder  girdle  and  direction  of  the  upper 
extremities  from  necessity  has  changed  the  angle 
of  the  nerve  roots  to  an  acute  angle.  In  this 
manner,  the  brachial  plexus  is  drawn  downward 
over  the  upper  rib  of  the  thoracic  inlet.  Any 
abnormalities  of  the  first  thoracic  rib,  or  the 
presence  of  a cervical  rib,  would  greatly  exag- 


gerate the  tension  on  the  vascular  and  nerve 
structures. 

Even  in  the  absence  of  any  such  abnormali- 
ties, where  there  is  a very  poor  posture  and 
drooping  of  shoulders  and  poor  muscle  tonus, 
there  may  be  a considerable  drag  of  the  struc- 
tures over  a perfectly  normal  first  rib.  In  cases 
where  the  scalenus  anticus  syndrome  is  not 
present,  where  there  is  no  explanation  of  the 
pain  on  the  basis  of  a cervical  rib  or  ruptured 
nucleus  pulposus  of  the  cervical  spine  or  other 
obvious  pathology,  and  where  poor  posture  is 
obviously  present,  the  treatment  then  is  purely 
conservative.  This  involves  physiotherapy, 
improved  posture,  and  careful  attention  to  the 
sleeping  position  so  that  the  arms  are  not  al- 
lowed to  assiime  the  position  of  abduction.  A 
worthwhile  bibliography  on  this  subject  is  in- 
cluded in  two  articles:  J.A.M.A.  Vol.  137  : No.  6, 
June  5,  1948,  page  508 — Author : G.  E.  Haggart ; 
and  Surge,  Gvn.,  & Obst.,  Vol.  85,  December 
1 947 — Author : Adson. 

JOHN  C.  JONES,  M.  D., 
1136  West  6th  Street, 

Los  Angeles,  Calif. 


MISCELLANEOUS  SECTION 


The  Arthritis  and  Rheumatism  Foundation 


A new  organization,  The  Arthritis  and  Rheu- 
matism Foundation,  h as  been  organized  to  pro- 
mote a united  nation-wide  attack  on  arthritis 
and  other  rheumatic  diseases,  W.  Paul  Holbrook, 
M.  D.,  Tucson,  Arizona,  president  of  the  Foun- 
dation, has  announced. 

The  new  Foundation  is  sponsored  by  the 
American  Rheumatism  Association  in  coopera- 
tion with  the  National  Arthritis  Research  Foun- 
dation, The  Detroit  Fund  for  Crippling  Dis- 
eases, and  others  interested  in  bringing  about  a 
unity  of  effort  in  combatting  one  of  the  big- 
gest problems  confronting  the  medical  profes- 
sion— the  seven  and  one-half  million  persons  in 
the  United  States  afflicted  with  arthritis  or  re- 
lated disorders.  Representatives  of  the  three  or- 
ganizations are  included  in  the  seventeen  promi- 
nent physicians  and  business  men  on  the  board 
of  directors  of  the  new  Foundation,  which  has 
been  incorporated  in  the  state  of  New  York. 

The  medical  policies  and  activities  of  the  -new 
Foundation  will  be  under  the  direction  of  a 
Medical  and  Scientific  Committee  now  being 
organized. 

The  chairman  of  the  board  of  directors  is 


Floyd  B.  Odium,  Indio,  California,  president  of 
the  Atlas  Corporation. 

“The  organization,”  Dr.  Holbrook  said  in  his 
announcement,  “has  been  created  to  unite  the 
efforts  of  lay  and  medical  leaders  in  developing 
a new  voluntary  health  agency,  comparable,  in 
the  field  of  rheumatism,  to  such  agencies  as  the 
National  Tuberculosis  Association,  The  National 
Foundation  for  Infantile  Paralysis,  and  the 
American  Cancer  Society.  ’ ’ 

The  main  objectives  of  the  new  Foundation 
include  the  making  of  a nation-wide  survey  of 
what  can  and  should  be  done  to  combat  the  prob- 
lem of  arthritis;  arousing  the  public  and  the  med- 
ical profession  to  the  need  for  action  in  this 
field ; and  the  financing  of  a program  designed 
to  accomplish  the  following : 

Development,  with  the  aid  of  National  Re- 
search Council,  of  a nation-wide  research  pro- 
gram designed  to  mobilize  facilities  both  of  the 
nation’s  medical  schools  and  of  the  basic  sci- 
ences, in  the  search  to  discover  the  cause  and 
better  methods  for  the  prevention  and  cure  of 
arthritis  and  other  rheumatic  diseases. 

Establishment  of  fellowships,  designed  to 
increase  the  number  of  able  men  qualified  to 
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conduct  research  and  to  specialize  in  the  treat- 
ment of  these  diseases. 

Development  of  key  centers  throughout  the 
country  devoted  to  research,  teaching  and 
treatment,  coordinated  with  medical  schools. 

Promoting  a program  of  medical  education 
to  increase  the  appreciation  of  the  profession 
as  a whole  of  what  can  and  should  be  done  to 
bring  effective  treatment  to  rheumatism  pa- 
tients. 

Fostering  the  development  throughout  the 
nation  of  more  adequate  provision  for  rheu- 
matism patients,  particularly  in  connection 
with  the  work  of  general  hospitals. 

It  is  proposed  to  have  thirty-eight  local  chap- 
ters of  the  Foundation,  which  will  cover  the  en- 
tire nation.  The  main  objectives  of  these  state 
and  area  chapters  will  include  the  development 
of  local  programs  designed  to  provide  adequate 
diagnosis  and  treatment  for  persons  within  the 
area  of  the  chapter  who  are  suffering  with  ar- 
thritis and  other  rheumatic  diseases  and,  in  par- 
ticular, to  provide  such  aid  early  enough  to  in- 
crease the  prevention  of  chronic  crippling  con 
ditions.  The  chapters  will  work  in  close  coop- 
eration with  state  and  county  medical  societies. 

Chapters  also  will  help  integrate  programs  of 
investigation  within  their  areas  as  well  as  raise 
funds  for  the  purpose  of  financing  such  local 
programs,  and  providing  an  equitable  share  of 
the  funds  needed  to  promote  the  national  pro- 
gram of  research  as  well  as  general  educational 
and  planning  activities  designed  to  support  and 
increase  the  effectiveness  of  local  efforts. 

“Voluntary  health  agencies,”  Dr.  Holbrook 
said,  “have  been  criticized  for  not  cooperating 
with  each  other  to  avoid  duplication  and  undue 
multiplicity  of  appeals.  It  is  the  intention  from 
the  outset  that  The  Arthritis  and  Rheumatism 
Foundation  cooperate  to  the  greatest  extent  with 
other  organizations.  For  instance,  the  Founda- 
tion will  undertake  to  cooperate  closely  with  the 
Council  on  Rheumatic  Fever  of  the  American 
Heart  Association.  In  the  field  of  rehabilitation 
there  should  be  an  opportunity  to  work  out  joint 
rather  than  competing  plans  with  such  organiza- 
tions as  the  National  Society  for  Crippled  Chil- 
dren and  Adults.  The  very  important  mental 
aspects  of  rheumatism  may  be  best  investigated 
in  cooperation  with  a program  sponsored  by  the 
American  Psych i atrip  Association.” 

In  addition  to  Mr.  Odium  and  Dr.  Holbrook, 
the  board  of  directors  of  the  new  Foundation 
are : 

Cyril  II.  .Jones,  Shelburne,  Vermont,  former 


head  of  the  Milton  (Mass.)  Academy,  vice  chair- 
man and  vice  president ; 

Hayden  N.  Smith,  New  York,  New  York,  mem- 
ber of  the  firm  of  Winthrop,  Stimson,  Putnam 
and  Roberts,  secretary; 

James  G.  Blaine,  New  York,  New  York,  presi- 
dent, Marine  Midland  Trust  Company  of  New 
York,  treasurer; 

David  G.  Baird,  New  York,  New  York,  of  the 
insurance  firm  of  Marsh  and  McLennan ; • 

Walter  Bauer,  M.  D.,  Boston,  Massachusetts, 
director  of  the  Robert  M.  Lovett  Foundation  for 
Crippling  Diseases  and  associate  professor  of 
medicine,  Harvard  University ; 

Ralph  Boots,  M.  I).,  New  York,  New  York, 
director  of  the  Edward  Daniels  Falkner  Arthri- 
tis Clinic  at  Presbyterian  Hospital  and  professor 
of  clinical  medicine,  Columbia  University  College 
of  Physicians  and  Surgeons ; 

A.  B.  Frey,  St.  Louis,  Missouri,  attorney,  and 
president  of  the  National  Arthritis  Research 
Foundation ; 

Richard  II.  Freyberg,  M.  D.,  New  York,  New 
York,  associate  professor  of  clinical  medicine, 
Cornell  University  Medical  College  and  presi- 
dent of  the  American  Rheumatism  Association ; 

George  L.  Harrison,  New  York,  New  York, 
Chairman  of  the  Board  of  New  York  Life  In- 
surance Company; 

II.  J.  McLaurin,  Detroit,  Michigan,  president 
and  director  of  G.  M.  Underwriters,  Inc.,  and 
General  Agent  of  Aetna  Life  Insurance  Com- 
pany, and  trustee  of  The  Detroit  Fund  for  Crip- 
pling Diseases; 

Frank  Mandel,  Chicago,  Illinois,  Mandel  Bros. 
Department  Store; 

Richard  S.  Reynolds,  Richmond,  Virginia, 
president  of  Reynolds  Metal  Company; 

Charley  J.  Smythe,  M.  I).,  Plymouth,  Michi- 
gan, medical  director,  William  J.  Seymour  Hos- 
pital, Eloise,  Michigan; 

Robert  M.  Steelier,  M.  I).,  Cleveland,  Ohio, 
past-president  of  the  American  Rheumatism  As- 
sociation ; 

Howell  Van  Auken,  Detroit,  Michigan,  mem- 
ber of  the  law  firm  of  Lucking,  Van  Auken, 
Schumann  and  Greiner,  and  trustee  of  The  De- 
troit Fund  for  Crippling  Diseases;  and 

Charles  B.  Wrightsman,  Houston,  Texas,  pres- 
ident, The  Standard  Oil  Company  of  Kansas. 


Appointment  of  ten  nationally  known  physi- 
cians and  scientists  to  the  Medical  and  Scientific 
Committee  of  the  reecntly  organized  Arthritis 
and  Rheumatism  Foundation  has  been  announc- 
ed by  W.  Paul  Holbrook,  M.  D.,  Tucson,  Ariz., 
president  of  the  Foundation. 

The  committee  will  guide  the  medical  policies 
and  activities  of  the  Foundation  in  its  attack 
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on  one  of  the  largest  problems  facing  the  medi- 
cal profession,  the  seven  and  one-half  million 
persons  in  the  United  States  suffering  from 
arthritis  or  related  disorders. 

Functions  of  the  committee  will  include  the 
development  of  programs  which  can  be  under- 
taken by  the  Foundation’s  38  local  chapters 
which  are  being  organized  throughout  the  coun- 
try, and  advising  and  guiding  the  chapters  in 
carrying  them  out. 

It  will  establish  and  promote  medical  stand- 
ards, particularly  with  regard  to  rheumatism 
clinics,  which  will  guide  the  chapters  in  their 
work  in  their  localities  for  the  development  of 
better  clinical  facilities  for  the  care  of  rheuma- 
tism patients.  It  also  will  establish  standards 
and  goals  for  medical  education  in  the  field  of 
rheumatism  on  various  levels  such  as: 

Undergraduate  medical  education,  graduate 
education  aimed  at  proficiency  in  clinical  care, 
and  suggested  plans  for  rheumatism  educational 
programs  for  the  general  practitioner,  to  be  car- 
ried out  by  chapters  in  cooperation  with  state 
and  county  medical  societies. 

The  committee  also  will  be  charged  with  the 
responsibility  of  determining  whether  or  not 
other  chapter  activities  are  sound  from  the  med- 
ical standpoint  and  in  keeping  with  the  policies 
of  the  Foundation. 

Members  of  the  committee  are : 

Dr.  Guy  A.  Caldwell,  New  Orleans,  professor 
of  clinical  orthopedics,  Tulane  University  of 
Louisiana  Sclool  of  Medicine;  Dr.  Russell  L. 
Cecil,  New  Ydrk,  professor  of  clinical  medicine 
Cornell  University  Medical  College ; Dr.  Rob- 
ley  D.  Evans,  Boston,  professor  of  physics,  Mas- 
sachusetts Institute  of  Technology.;  Dr.  Morris 
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Fishbein,  Chicago,  editor,  The  Journal  of  the 
American  Medical  Association;  Dr.  Philip  S. 
Hench,  Rochester,  Minnesota,  professor  of  med- 
icine (Mayo  Foundation),  University  of  Minne- 
sota Medical  School ; Dr.  Andrew  C.  Ivy,  Chi- 
cago, vice-president  in  charge  of  the  Chicago 
Professional  Colleges,  University  of  Illinois;  Dr. 
Karl  F.  Meyer,  San  Francisco,  director,  the 
Hooper  Foundation,  University  of  California ; 
Dr.  Currier  McEwen,  dean,  New  York  Univer- 
sity College  of  Medicine,  New  York;  Dr.  Walter 
W.  Palmer,  New  York,  director,  William  ITal- 
loek  Park  Laboratories,  Public  Health  Research 
Institute  of  the  City  of  New  York,  Inc. ; and 
Dr.  Howard  A.  Rusk,  New  York,  professor  of 
rehabilitation,  New  York  University  College  of 
Medicine. 

Dr.  Holbrook  stated  that  “A  meeting  of  the 
committee  is  expected  to  be  held  after  the  fall 
campaign  in  November,  at  which  time  a chair- 
man will  be  elected  and  possibly  two  or  three 
additional  members  selected. 

“Among  the  main  objectives  of  the  Founda- 
tion, which  has  been  incorporated  under  the  laws 
of  the  State  of  New  York,  and  which  has  its  na- 
tional headquarters  in  New  York  City,’’  Dr. 
Holbrook  explained,  “are  the  making  of  a nation- 
wide survey  of  what  can  and  should  be  done 
to  combat  the  problem  of  arthritis ; arousing  the 
public  and  the  medical  profession  to  the  need 
for  action  in  this  field,  and  the  financing  of  a 
program  which  will  include  the  development, 
with  the  aid  of  the  National  Research  Council, 
of  a nation-wide  research  program. 

“It  is  also  planned  to  establish  fellowships 
designed  to  increase  the  number  of  able  men 
qualified  to  conduct  research  and  specialize  in 
the  treatment  of  arthritis  and  other  rheumatic 
diseases,  and  to  develop  key  centers  throughout 
the  country  devoted  to  research,  teaching  and 
treatment,  coordinated  with  medical  schools.” 


Everybody  J 

PRESCRIPTION  DRUGGISTS 

The  REX  ALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


66 


Arizona  Medicine 


November.  1948 


Skeleton  In  The  Lock  Box 

EUGENE  F.  TOMPANE 


(Any  resemblance  between  the  characters  in 
this  tale  and  real  persons  living  or  dead  is  de- 
liberate and  with  malice  aforethought.  The  in- 
cidents are  true  and  but  thinly  disguised.) 

“Personal  call  for  you,  Doctor.” 

As  Dr.  Smith  reached  for  the  phone  his  elbow 
struck  a novelty  plastic  skeleton  hanging  on  the 
wall,  causing  it  to  rattle  realistically. 

“This  is  Henry  -Jones.  I am  acting  as  admin- 
istrator for  my  father’s  estate  and  I find  500 
shares  of  ‘Contaminated  Finance  Corporation’ 
among  his  papers.  I see  that  your  signature  is 
on  the  certificate  as  vice-president.  Can  you 
tell  me  if  it  has  any  current  value  ? ’ ’ 

Dr.  Smith  explained  patiently  that  the  com- 
pany was  no  longer  in  existence,  that  there  had 
been  nothing  left  for  stockholders,  and  that  he 
himself  had  lost  heavily  in  the  collapse  of  the 
company  after  the  promoter  of  it  had  absconded 
with  part  of  the  funds. 

As  he  hung  up,  he  glared  at  the  toy. 

“You're  not  the  only  skeleton  around  here,” 
he  mused  ruefully.  “1  have  a few  financial  ones 
in  my  lock  box  that  seem  to  rattle  every  once 
in  a while.” 

“After  completing  my  study  and  internship 
•and  establishing  a practice,  1 can  plan  on  20 
good  years  of  earning  power  at  most  to  justify 
and  compensate  me  for  that  time,  effort  and 
money  spent  in  preparation.  During  that  period 
I am  so  busy  and  preoccupied  that  I lose  a fair 
portion  of  my  earnings  through  well-meant,  but 
ill-advised  financial  ventures.” 

# # # # 

“Oh,  John,  a most  charming  man  was  in  to 
see  you  today  while  you  were  at  the  hospital. 
He’s  very  smart,  too.  He  knows  all  about  doc- 
tor’s investment  problems,  bow  you're  so  pre- 
occupied with  your  professional  duties  that  you 
don’t  have  time  to  properly  supervise  your  in- 
vestments, and  all.  His  company  has  a wonder- 
ful new  plan  just  especially  designed  for  profes- 
sional men  so  that  they  don’t  have  to  worry  any 
more.  You  just  pay  so  much  a month  and  when 
you’re  ready  to  retire,  you  get  ever  so  much 
money  each  week. 

Doctor  Brown  gazed  sadly  at  his  loving  and 
well-meaning  wife. 

“You  haven’t  forgotten  what  your  brother 
told  you  about  those  things,  have  you?  Select- 


ing the  good  from  the  phoney  is  as  difficult  for 
us  as  it  is  for  a layman  to  select  a doctor.  Hear- 
say and  fanciful  claims  are  about  all  the  in- 
formation available  on  that  subject.  If  financial 
management  were  so  simple,  everyone  would  be 
living  on  his  income  from  investments.” 

# 

Doctors  Schmidt  and  McGill,  very  good  friends 
of  Harry  Boyd,  were  invited  to  partake  of  re- 
freshments at  Harry’s  very  comfortable  home 
and  during  the  evening  Harry  told  them  about 
a company  he  was  forming,  the  Red  Bird  Cement 
Corporation.  Naturally,  Harry  would  let  his 
friends  in  on  the  deal  on  the  same  basis  he  him- 
self was  going  in — (common  stock.)  [Unfortu- 
nately for  the  medical  men,  Harry’s  father  was 
rather  realistic  and  would  not  put  any  money 
in  (on  the  grounds  that  he  was  retired),  but 
would  guarantee  a mortgage  loan.] 

Two  hours  and  three  Manhattans  later,  Harry 
has  $5,000  of  hard-earned  cash  from  both  Dr. 
Schmidt  and  Dr.  McGill  and  they  are  stock- 
holders in  a new  venture  of  doubtful  financial 
soundness. 

Three  years  and  two  advances  later,  the  doc- 
tors are  out  of  the  business  and  $25,000.  Harry 
was  more  optimistic  than  conditions  warranted 
and  a reorganization  was  required,  naturally  at 
the  expense  of  the  common  stockholders.  Father 
Boyd  now  owns  the  plant  and  son  Harry  oper- 
ates it  profitably  on  the  basis  of  the  reduced 
plant  cost  (due  to  receivership). 

The  beautiful  cardinal  etched  on  the  face  of 
the  now  worthless  certificate  looks  more  like  a 
mocking  gargoyle  to  Doctors  Schmidt  and 
McGill.  

The  experiences  quoted  above  are  not  uni- 
versal, but  interviews  indicate  that  such  inci- 
dents are  more  common  among  medical  men 
than  is  good  for  their  financial  health. 

Several  other  impressions  obtained  in  talk- 
ing with  doctors  help  to  explain  some  of  the  fi- 
nancial indiscretions  which  send  them  scurrying 
for  the  benzidrene. 

Many  doctors  have  a real  flair  for  business 
and  gather  experience  and  profits  along  the 
way,  but  they  necessarily  devote  time  to  business 
at  the  expense  of  their  practice. 

Many  doctors  shy  away  from  salesmen,  self- 
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styled  financial  experts,  or  advisors ; and  prop- 
erly so,  since  establishing  the  capacity  or  in- 
tegrity of  these  would-be  counsellors  is  not  al- 
ways easy. 

Such  avoidance  does  not  solve  his  problem, 
however,  for  he  can  lose  his  money  just  as 
quickly  on  some  small,  obscure  venture  about 
which  he  knows  all  there  is  to  know  except  how 
to  make  it  profitable. 

One's  friends  are  often,  unintentionally,  the 
worst  offenders,  inducing  financial  indiscretions 
a stranger  could  never  hope  to  promote.  A good 
sportsman,  fine  golf  or  bridge  player,  enter- 
taining dinner  or  drinking  companion  is  not 
necessarily  a sound  financial  analyst  and  ad- 
visor even  though  he  makes  his  own  living  in 
the  “INVESTMENT  BUSINESS.'’ 

Neither  is  free  spending  nor  apparent  wealth 
surely  indicative  of  financial  acumen.  The  mon- 
ey might  be  inherited,  or  more  probably,  the 
earnings  of  a good  salesman. 

Most  doctors  believe,  quite  rightly,  that  the 
“sucker  lists”  are  culled  from  telephone  direc- 
tories with  emphasis  on  doctors,  along  with 
teachers,  widows,  etc.,  who  have  limited  time 
available  for  study  of  the  subject.  They  feel 
obligated  to  place  in  file  “X”  all  literature  and 
material,  some  of  it  quite  competent  and  de- 
signed to  be  helpful.  Hence,  they  rarely  get  any 
benefit  via  the  correspondence  route,  or  if  so, 
they  pay  handsomely  for  it,  especially  if  they 
are  sold  by  some  financial  publishing  organiza- 
tion on  its  ability  to  assure  the  doctor’s  financial 
future. 

Medical  men,  though  thoroughly  familiar  with 
the  trend  toward  intensive  specialization  in 
their  own  profession,  often  are  unaware  that  the 
“investment  business”  is  perhaps  even  more 
highly  specialized.  The  difference  between  sales- 
men, customer’s  representative,  customer’s  brok- 
er, and  associate  are  often  slight  and  in  essence 
the  relationship  is  usually  that  of  salesman  and 
prospect. 

Hence,  the  fact  that  a man  is  engaged  in  the 
securities  business  is  not  necessarily  sufficient 
to  qualify  him  to  advise  on  investments  any 
more  than  an  M.  D.  Degree  necessarily  qualifies 
a man  to  perform  a jugular  section. 

A professional  man  wisely  seeks  a competent 
professional  investment  firm,  whose  ethics,  sin- 
cerity and  competence  match  his  own  and  whose 
market  and  research  facilities  are  designedly 
complete  and  authoritative. 


Such  a firm  does  not  indulge  in  flambouyant 
advertising  promising  you  financial  security  on 
the  installment  plan  or  talk  glowingly  of  fabu- 
lous profits  from  romantic  sounding  business 
ventures,  but  is  very  prosaic  and  objective  in 
approach  and  will  advise  against  ten  invest- 
ments for  every  one  approved  or  recommended. 

Such  a firm  will  seek  to  provide  you  with  the 
greatest  value  for  your  investment  dollar,  keep 
you  up  to  date  on  developments  and  constantly 
endeavor  to  put  you  in  a protected  or  secured 
position.  Ask  how  this  can  be  done. 

The  intimate  knowledge  of  your  affairs  and 
the  responsibility  imposed  will  cause  such  an  in- 
vestment firm  to  become  one  of  your  closest  and 
most  dependable  friends. 


What's  An 
Old  Bill  Worth? 


• 

Not  much  . . . often  it 
isn't  even  worth  the  paper 
it's  written  on!  Just  another 
memory  of  service  perform- 
ed without  pay! 

But  not  if  you  use  our 
Professional  Loan  Service! 
It  assures  you  the  money 
that's  due.  Phone  us  at 
4-5631  today  and  we'll  send 
a representative! 

• 

Telephone:  4-5631 


First  National  Bank Arizona 

( V V»5*\  PHOENIX  • TEMPE  YUMA  • SOMERTON 
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Office  of  the  Surgeon  General 


MENINGITIS  LOSING  ITS  STING, 
ARMY  REPORTS 

Spinal  meningitis,  terror  of  World  War  1 
training  camps,  has  today  lost  much  of  its  men- 
ace, according  to  a report  by  Dr.  Worth  B.  Dan- 
iels submitted  through  the  Office  of  The  Surgeon 
General  of  the  Army,  and  published  in  the 
Archives  of  Internal  Medicine. 

The  report  points  out  that  less  than  three  per 
cent  died  of  some  14,500  soldiers  treated  during 
the  World  War  II  period  for  this  once  almost 
hopeless  infection.  The  remarkably  low  death 
rate  was  due,  Dr.  Daniels  said,  both  to  the  effi- 
cacy of  sulfadiazine  and  penicillin  in  controlling 
the  infection  and  to  quicker  diagnosis.  Early 
diagnosis  and  the  prompt  use  of  the  drugs  can 
usually  stop  the  spread  of  the  bacteria  before 


they  have  a chance  to  become  localized  in  the 
linings  of  spinal  cord  and  brain. 

Altogether  there  were  about  300  deaths  from 
meningococcic  infection  in  World  War  II.  Ap- 
proximately ten  per  cent  of  these  died  before 
the  germ  had  become  localized  in  the  nervous 
system  tissues. 

The  war  experience,  Dr.  Daniels  says,  shows 
that  sulfadiazine  is  the  best  available  drug.  It 
is  not  as  effective  as  penicillin  against  the  bac- 
teria in  the  blood  stream'  but  the  latter  drug 
proved  to  have  one  great  disadvantage.  While 
penicillin  circulates  through  the  blood  stream 
freely,  it.  does  not  get  into  the  eerebro-spinal 
fluid  in  predictable  quantities  and  lienee  cannot 
be  relied  upon  to  prevent  invasion  of  brain  and 
spinal  cord  tissues.  Sulfadiazine  enters  the 
spinal  fluid  rapidly  in  high  concentrations. 


ANNOUNCEMENT  OF  VAN  METER 
PRIZE  AWARD 

The  American  Goiter  Association  again  offers 
the  Van  Meter  Prize  Award  of  Three  Hundred 
Dollars  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work  on 
problems  related  to  the  thyroid  gland.  The 
Award  will  be  made  at  the  annual  meeting  of  the 
Association  which  will  be  held  in  Madison,  Wis- 
consin, May  ‘26th,  27th  and  28th,  1949,  provid- 
ing essays  of  sufficient  merit  are  presented  in 
competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations;  should  not  exceed 
three  thousand  words  in  length  ; must  be  present- 
ed in  English;  and  a typewritten  double  spaced 
copy  sent  to  the  Corresponding  Secretary,  Dr. 
T.  C.  Davison,  207  Doctors  Building,  Atlanta  3, 
Georgia,  not  later  than  March  15th,  1949.  The 
committee,  who  will  review  the  manuscripts  is 
composed  of  men  well  qualified  to  judge  the 
merits  of  tin*  competing  essays. 

A place  will  be  reserved  on  the  program  of 
the  annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in  the 
annual  Proceedings  of  the  Association.  This  will 
not  prevent  its  further  publication,  however,  in 
any  Journal  selected  by  the  author. 


SPECIAL  MEETING  - GASTRIC  CANCER 

“Gastric  Cancer”  is  to  be  the  subject  under 
discussion  at  a special  dinner  meeting  to  be  held 
on  December  13,  at  the  Fairmont  Hotel,  at  6:30 
p.  m.  All  members  of  the  medical  profession  are 
welcome  to  attend  this  meeting.  The  theme  of 


the  meeting  is  “New  Horizons  in  Gastric  Can- 
cer. ’ ’ The  speakers  are  : 

Dr.  John  A.  Morton,  Professor  of  Surgery, 
University  of  Rochester 
Rochester,  New  York. 

“New  Horizons  in  Gastric  Cancer. ” 

Dr.  George  W.  Papanicolaou,  Professor  of 
Clinical  Anatomy,  Cornell  University, 
New  York,  New  York. 

“Exfoliative  Cytology  as  Applied  to  Gas- 
tric Cancer.” 

Dr.  Leo  Rigler,  Professor  of  Radiology,  Uni- 
versity of  Minnesota,  Minneapolis,  Minn. 
“Radiology  in  the  Gastric  Cancer  Prob- 
lem. 

The  meeting  is  being  held  in  conjunction  with 
a conference  of  the  group  of  research  workers 
engaged  in  the  general  problem  of  gastric  cancer 
under  the  Gastric  Cancer  Committee  of  the  Na- 
tional Advisory  Cancel'  Council  (United  States 
Public  Health  Service).  The  Gastric  "Cancer 
Committee  is  holding  a two-day  session  in  San 
Francisco,  but  the  dinner  meeting  is  the  only 
one  of  general  interest  to  the  practicing  physi- 
cian. 

Reservations  for  the  dinner  can  be  made  by 
sending  a check  for  the  cost  of  the  dinner 
($5.50)  to: 

Dr.  Ralph  T.  Behling 
Cancer  Control  Officer,  District  No.  5 
United  States  Public  Health  Service 
237  Federal  Office  Building 
San  Francisco,  California. 

The  meeting  is  sponsored  by  some  of  the  coun- 
ty medical  societies  in  the  San  Francisco  Bay 
Area  in  conjunction  with  the  Gastric  Cancer 
Committee. 
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Our  Friends  Should  Not  Be  Forgotten 


Members  of  the  Maricopa  Medical  Society 
and  their  wives  were  the  guests  of  members 
of  the  Maricopa  County  Pharmaceutical  Associ- 
ation and  their  wives  at  a dinner  dance  in  the 
Fiesta  Room  of  the  Westward  Ho  Hotel,  October 
22,  1948.  Those  who  attended  will  always  re- 
member its  beauty,  the  cuisine,  and  the  music, 
but  most  of  all  the  genuine  good  fellowship.  Al- 
though merriment  abounded,  it  was  not  the 
salient  feature,  the  association  was  paramount. 

Prior  to  this  meeting  its  purpose  was  stated 
by  C.  E.  Heacock,  President  of  the  Maricopa 
County  Pharmaceutical  Association:  “We  of  the 
pharmaceutical  profession  have  often  discussed 
the  advantages  to  be  reaped  from  a closer  under- 
standing with  the  members  of  other  professional 
groups.  The  opportunity  presents  itself  now 
and  we  hope  both  the  physician  and  pharmacist 
will  take  advantage  of  this  meeting  to  better 
learn  what  the  other  fellow  is  like.  Mutual  prob- 
lems have  existed  since  time  immemorial  and 
satisfactory  solutions  are  achieved  through  mu- 
tual understanding.” 


H.  D.  Ketcherside,  M.  D.,  president  of  the 
Maricopa  County  Medical  Society  remarked : 
‘ ‘ The  increasing  progress  in  both  medicine  and 
pharmacy  make  it  not  only  desirable’  but  impera- 
tive, that  we  have  the  greatest  cooperation  be- 
tween the  pharmacists  and  physicians.  There- 
fore, we  greatly  appreciate  this  opportunity  to 
become  better  acquainted  with  the  pharmacists 
in  our  community  and  the  opportunity  to  dis- 
cuss our  mutual  problems.  ’ ’ 

The  necessity  of  cooperation  and  mutual  un- 
derstanding between  allied  groups  has  been  rec- 
ognized throughout  history,  but  it  remained  for 
our  friends,  the  Pharmacists,  to  remind  us  of 
this  fundamental  fact.  We  should  be  and  are 
duly  embarrassed. 

Our  hats  are  off  to  the  Pharmacists.  Now  with 
our  vision  widened  we  should  foster  this  associ- 
ation and  recommend  that  other  medical  societies 
take  steps  to  form  an  alliance  with  their  phar- 
macist friends. 

This  meeting  has  prompted  us  to  ask  this 
question : Have  we  of  the  medical  profession 


c ANNOUNCING 

Improved  Radium  Therapy 

By  increasing  our  supply  of  radium,  we  are  now  able  to  treat  most  ambulant 
cases  in  our  own  quarters,  and  in  shorter  time. 

• 

DIAGNOSTIC  X-RAY  CLINICAL  PATHOLOGY 

X-RAY  and  RADIUM  THERAPY 

ELECTROCARDIOGRAPHY  ELECTROENCEPHALOGRAPHY 


W.  WARNER  WATKINS,  M.  D„  Director 
R.  LEE  FOSTER,  M.  D.,  Radiologist 
DOUGLAS  D.  GAIN,  M.  D.,  Radiologist 
JAMES  G.  DAVIS,  M.  D.,  Radiologist 

Pathological  Laboratory 

507  Professional  Building  Telephone  3-4105  Phoenix,  Arizona 
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been  guilty  of  failure  to  properly  discuss  our 
problems  with  our  friends  in  the  allied  profes- 
sions and  with  other  friendly  groups?  Our  ef- 
forts to  stop  the  undesired  contemplated  social 
changes,  as  they  are  related  to  the  best  medical 
care,  should  start  with  our  neighbors,  our 
friends,  and  the  peoples  of  our  local  communi- 


ties. To  help  us  do  this  we  should  seek  a com- 
plete understanding  with  all  the  groups  which 
are  interested  in  any  phase  of  health  so  that 
we  may  be  assured  of  their  concerted  coopera- 
tion. 

OUR  FRIENDS  SHOULD  NOT  BE  FOR- 
GOTTEN. 


Cocktails 


PHYSICIAN  — PHARMACIST 


Bitutpr-IIanrr 

FIESTA  ROOM  — HOTEL  WESTWARD  HO 


OCTOBER  22,  1948 


7:00  P.  M.  in  Parlor  B 


No.  1 

NAME:  A DRUGGIST. 

DISEASE:  POOR  CIRCULATION. 


R 

Signa. 


Spiritus  Frumenti, 

(Fiat  Secundum  Artem  Accuratiasime) 
cum  Aqua  Pura  et  Carbonatus. 

Ad  Libitum  ante  Cibus. 


Et  No.  2. 

SAME  PATIENT. 

DISEASE:  MAL  NUTRITION. 


Cyath  1. 


DR.  CHEER 


R 


Canceres  Paguri  Recentes — Supremi 
Corda  Apii  Olivae  Variatae 

Pectus  Meleagridis  Supremum  Coctura 

Condimentum  Baccarum  Rubrarum 
Solana  Tuberosa  Concisa 
Cucurbita  Hubbardensis  Tosta 
Mistura  Saladis  Arizonensis 
Coctura  Waylandensis 
Placentae  Genus  Aqua  Coctum  Et 
Frigore  Concretum 
Secundum  Gustum  Westward  Ho 
Condimentum  Vanillum  Imbutum  Siscera  E 
Saccharo  Decocta  Distillatione  Facta 
Libum  Percolata  Caffea  Javensis 


Salviae 


A.  A. 
Quantum 
Libet 


SIGNA. 


Et.  No.  3. 

R 


Et  No.  4. 

R 


PARTITIS  VICIBUS. 

DR.  CHEER 

Prescription  No.  1 may  be  refilled  as  often  as  necessary,  as  is,  or 
with  changes  to  suit  taste.  Prices  upon  application. 

To  be  taken  Morning  of  October  23rd.  (This  is  written  in  plain 
English  so  that  you  will  make  NO  MISTAKES.) 

Gran.  Sodii  Phosphas  Effervescens  Oz.  I. 

Aqua  Pura  Q.S.  Ad.  Oz.  IV. 

Sig:  — Take  at  once. 
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congestiv 


heart 
failure . . . 


"Aminophyllin  may  be  given  in  the  form  of  rectal  sup- 
positories (0.25  to  0.5  Gm.)  or  intravenously  (0.24 
Gm.  in  50  cc.  of  fluid,  0.48  Gm.  in  100  cc.  of  fluid), 
both  for  its  diuretic  effect  and  for  its  bronchodilating 
action,  which  relieves  dyspnea.”1 


SEARLE  AMINOPHYLLIN 


— meets  the  various  dosage  form  requirements  for 
congestive  heart  failure,  bronchial  asthma,  paroxysmal 
dyspnea  and  Cheyne-Stokes  respiration.  It  is  supplied 
for  oral,  parenteral  and  rectal  use. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 

Research  in  the  Service  of  Medicine 


1.  Orgain,  E.  S.:  The  Treatment  of  Congestive  Heart  Failure,  North  Carolina  M.  J.  8:125 
(March)  1947. 


*Searle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophylline. 
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These  photographs  are  from  a 
newly-completed  strip  film, 
prepared  for  use  in  hospital 


Simplicity 


Disposable  intravenous  set,  already 
assembled  and  sterilized,  saves  time 
for  nurses  and  other  technicians. 


Attending  physician  makes  a final 
i examination,  to  be  certain  solution 
I checks  with  his  written  orders. 


training  programs.  For  a print, 


Dextrose 

Administration 


write  to  Cutter  Loborotories, 
Berkeley  1,  Californio. 


No  involved  procedures  with  Cutter  Solutions  in  Saftiflasks! 
From  meticulously  tested  solutions— to  ready-to-use,  disposable 
injection  equipment— the  Saftiflask  set-up  is  designed  for 
simple,  trouble-free  administration  in  your  hospital. 


CUTTER  LABORATORIES  • Berkeley  1,  California 
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National  Diabetes  Week 

National  Diabetes  Week  will  be  celebrated 
December  6 to  December  12,  1948.  The  Ameri- 
can Diabetes  Association  is  sponsoring  this  week 
in  the  United  States  and  Canada  for  the  purposes 
of  1.  finding  the  million  unknown  diabetics,  and 
2.  to  guide  these  as  well  as  the  many  forgotten 
diabetics  to  their  physicians  for  effective  treat- 
ment. It  is  estimated  that  there  are  one  million 
diabetics  walking  our  streets  who  are  totally  un- 
aware that  they  have  diabetes.  It  is  hoped  that 
through  the  co-operative  efforts  of  the  physicians 
and  lay  organizations,  during  this  National  Dia- 
betes Week,  many  of  these  unknown  diabetics 
will  be  discovered  so  that  they  may  benefit  by 
proper  treatment. 

Doctor  Charles  II.  Best,  co-discoverer  of  in- 
sulin, in  a letter  to  the  members  of  the  American 
Diabetes  Association  relative  to  the  National  Di- 
abetes Week,  states,  “Our  slogan  describes  our 
main  objective:  ‘Find  the  million  unknown  di- 
abetics in  the  United  States  and  Canada.’  We 
all  know  that  the  diabetic  is  benefited  by  early 
treatment,  and  we  can  do  a great  work  by  put- 
ting our  very  best  effort  into  this  endeavor.” 

The  American  Diabetes  Association,  although 
a relatively  young  organization,  is  doing  a grand 


work  in  fostering  the  advancement  of  knowledge 
about  diabetes,  its  detection  and  its  treatment. 
This  organization  has  recently  started  the  publi- 
cation of  a monthly  magazine  which  is  written 
for  the  lay  diabetic  which  contains  articles  and 
information  compiled  by  laymen  and  physicians 
to  aid  the  diabetic  in  the  care  of  his  disease. 
This  magazine  contains  many  articles  which 
will  be  educational  to  physicians  as  well.  In- 
formation regarding  this  journal  may  be  ob- 
tained from  the  “A  D A Forecast,”  American 
Diabetes  Association,  1 Nevins  Street,  Brooklyn 
17,  New  York,  N.  Y.  This  association  is  also 
sponsoring  the  organization  of  Diabetic  Associa- 
tions throughout  the  United  States.  The  societies 
are  composed  of  lay  and  physician  members  for 
the  purpose  of  disseminating  knowledge  about 
diabetes  which  will  improve  the  treatment  of 
this  disease. 

Diabetes  has  been  somewhat  neglected  by 
physicians  and  it  is  hoped  that  we  will  all  do 
something  to  give  this  disease,  and  those  who 
have  it,  proper  recognition.  It  is  also  hoped  that 
many  of  you  will  co-operate  in  this  first  Na- 
tional Diabetes  Week.  Specific  information  may 
be  obtained,  upon  request,  from  Howard  F.  Root, 
M.  D.,  81  Bay  State  Road,  Boston,  Massachusetts. 

There  are  as  many  diabetics  per  capita  here 
in  Arizona  as  there  are  in  any  region  in  the 
world,  however,  there  are  more  undiscovered  dia- 
betics here  whose  disease  smolders  on  untreated. 
We  should  enter  into  Diabetes  Week  and  im- 
prove the  Diabetic’s  chances  for  a longer  and 
happier  life  in  Arizona. 


The  Use  of  Streptomycin  In 
Tuberculosis 

A Report  by  the  Committee  on  Chemotherapy 
and  Antibiotics,  of  the  American  College  of 
Chest  Physicians,  September  23,  1948. 

The  Committee  on  Chemotherapy  and  Anti- 
biotics of  the  American  College  of  Chest  Physi- 
cians submits  the  following  report  of  the  use  of 
streptomycin  in  tuberculosis : 

Indications  for  Treatment : 

Nearly  all  forms  of  tuberculosis  respond  to 
treatment  with  streptomycin  in  some  degree. 
However,  the  drug  should  by  no  means  be  used 
indiscriminately. 

Pidmonary  Tuberculosis : It  is  extremely  dif- 
ficult to  lay  down  hard  and  fast  rules  for  the 
use  of  streptomycin  in  pulmonary  tuberculosis. 
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2% 

Our  Current  Rate 


On  Your  Savings  or  Investments 

FEDERALLY  INSURED  • DIVIDENDS  PAID  SEMI-ANNUALLY 


. . .Your  Surplus  Funds 


placed  in  First  Federal  Savings  will 


30  WEST  ADAMS  STREET  ....  PHOENIX 
148  EAST  SECOND  STREET YUMA 


JOSEPH  G.  RICE,  PRESIDENT 
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Especial  care  in  the  selection  of  cases  is  neces- 
sary. The  drug  has  its  greatest  usefulness  in 
cases  with  an  appreciable  amount  of  exudative 
disease.  In  some  other  cases  streptomycin  is 
responsible  for  symptomatic  improvement  and 
the  prevention  of  complications. 

1 . Definitive  treatment : This  category  in- 
cludes chiefly  progressive  lesions  of  recent  or- 
igin with  little  or  no  destruction  of  tissue,  such 
as  progressive  primary  tuberculosis  and  tuber- 
culosis due  to  hematogenic  and  bronchiogenic 
dissemination. 

2.  Preparation  for  surgical  procedures,  in- 
cluding temporary  and  permanent  collapse  and 
excisional  surgery.  In  some  cases  pneumothorax 
can  be  instituted  sooner  and  with  greater  safety 
after  a course  of  streptomycin.  Not  infrequently 
the  drug  is  of  great  value  in  preparing  patients 
as  candidates  for  thoracoplasty.  As  prophylaxis, 
streptomycin  should  be  used  routinely  in  exci- 
sional procedures. 

It  must  be  emphasized  again  and  again  that 
streptomycin  is  not  a substitute  for  sanatorium 
care  and  other  proven  procedures.  Rather  it  is 
a valuable  adjunct  to  these  other  measures. 

Ext  rap  ulm  on  ary  in  here  ulos  is : Streptomycin 
is  the  only  treatment  available  in  miliary 
tuberculosis  and  tuberculous  meningitis.  In 
such  cases  early  and  intensive  treatment  is 
imperative.  Streptomycin  is  the  treatment  of 
choice  for  tuberculous  sinuses,  tuberculosis  of 
the  oropharynx,  larynx  and  tracheobronchial 
tree,  tuberculous  enteritis  and  peritonitis,  tuber- 
culous otitis  media,  and  tuberculous  pericardi- 
tis. In  renal  tuberculosis,  symptomatic  improve- 
ment is  usually  prolonged  and  bacterial  conver- 
sion occurs  in  some  cases.  Tuberculosis  of  the 
bones  and  joints  is  often  improved  by  strepto- 
mycin but  chemotherapy  is  not  a substitute  for 
orthopedic  surgery  when  this  is  indicated. 

Streptomycin  is  valuable  as  pre-operative. and 
post-operative  treatment  of  tuberculosis  in  sur- 
gery of  the  genito-urinary  tract,  surgery  of 
bones  and  joints,  pericardiolysis,  incision  and 
drainage  of  abscesses  and  fistuectomy. 
Administration: 

Streptomycin  is  administered  by  intramus- 
cular or  deep  subcutaneous  injection.  The  opti- 
mal regimen  for  the  administration  of  strepto- 
mycin has  not  been  determined.  In  most  forms 
of  tuberculosis  results  appear  to  be  satisfactory 
when  a dose  of  .5  to  1 gram  a day  are  adminis- 
tered in  one  or  two  injections  for  six  to  eight 


weeks.  With  this  mode  of  therapy  complications 
are  very  infrequent  and  in  most  cases  their  clini- 
cal importance  may  be  discounted.  In  tubercu- 
lous meningitis  and  miliary  tuberculosis  treat- 
ment should  be  vigorous ; a dose  as  high  as  two 
grams  per  day  for  four  months,  or  longer  if 
necessary.  In  tuberculous  meningitis  results 
seemingly  are  better  when  intramuscular  injec- 
tion is  supplemented  by  intrathecal  injection  of 
from  25  to  50  milligrams  every  twenty-four  to 
forty-eight  hours  for  two  or  three  months,  or 
as  long  as  this  method  of  administration  is  tol- 
erated by  the  patient. 

Since  drug  fastness  is  apparently  closely  re- 
lated to  duration  of  treatment,  regardless  of 
the  daily  dosage,  limitation  of  the  period  to  a 
few  weeks  may  be  effective  in  avoiding  this  phe- 
nomenon in  many  cases. 

The  physician  handling  a case  of  tuberculosis 
would  do  well  to  ask  himself  the  following  ques- 
tions before  administering  streptomycin. 

1.  Why  is  streptomycin  being  used  : for  defin- 
itive therapy,  as  preparation  for  surgery,  for 
prophylaxis,  or  for  relief  of  distressing  symp 
toms  ? 

2.  Is  the  type  of  lesion  present  of  such  a 
nature  as  to  warrant  the  use  of  streptomycin  in 
addition  to  other  available  therapy  ? 

3.  Can  the  purpose  of  chemotherapy  be  ac- 
complished within  the  relatively  short  period  of 
the  drug’s  effectiveness?  (Almost  three-fourths 
of  the  patients  show  resistant  organisms  after 
three  to  four  months  of  continuous  daily  strep- 
tomycin treatment.) 

Other  Chemical  and  Antibiotic  Substances 

There  is  no  other  substance  known  today  which 
compares  with  streptomycin  in  its  effectiveness 
against  tuberculosis.  The  sulfones,  promin  and 
promizole,  are  generally  ineffective  alone.  Ex- 
perimental work  is  in  process  to  determine 
whether  or  not  there  is  synergistic  action  when 
any  of  these  are  added  to  streptomycin.  Para- 
aminosalicylic  acid  is  promising  on  the  basis  of 
laboratory  experimentation  but  sufficient  clini- 
cal work  has  not  vet  been  done  to  permit  evalua- 
tion of  this  drug.  Subtilin  has  not  had  sufficient 
clinical  trial  and  there  is  not  yet  enough  animal 
experimentation  to  indicate  its  usefulness.  Of 
the  many  other  antibiotic  substances,  none  has 
shown  in  preliminary  experimentation  indication 
of  real  value  against  tuberculosis  and  none  has 
had  clinical  trial. 

Submitted  for  the  Committee  on  the  Manage- 
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ment  and  Treatment  of  Diseases  of  the  Chest  by 
the  Snb-Committee  on  Chemotherapy  and  Anti- 
biotics. 

Committee  on  Chemotherapy  and  Antibiotics 
Karl  H.  Pfuetze,  M.  D.,  Cannon  Falls,  Min- 
nesota, Chairman 

B.  L.  Freelander,  M.  1).,  San  Francisco,  Cali- 
fornia, Vice-Chairman 

Sumner  S.  Cohen,  M.  1).,  Oak  Terrace,  Min- 
nesota, Secretary 

Manuel  Albertal,  M.  D.,  Buenos  Aires,  Argen- 
tina 

Arnold  Shamaskin,  M.  D.,  Hines,  Illinois 
Henry  C.  Sweany,  M.  D.,  Chicago,  Illinois 
Carl  W.  Tempel,  Col.,  MC,  Denver,  Colorado 
John  V.  Thompson,  M.  D.,  Indianapolis, 
Indiana. 

Commi  ttee  on  the  Management  and  Treatment 
of  Diseases  of  the  Chest 
Edwin  R.  Levine,  M.  I).,  Chicago,  Illinois, 
Chairman. 


ARTHRITIS  AND  RHEUMATISM 
FOUNDATION 

Elsewhere  in  this  issue  appears  an  announce- 
ment of  the  completion  of  negotiations  which 
have  been  going  on  for  some  time  toward  con- 
solidating into  a single  organization  the  leading 
agencies  in  the  attack  on  rheumatic  conditions, 
including  the  American  Rheumatism  Associa- 
tion, the  National  Arthritis  Research  Founda- 
tion, the  Detroit  Fund  for  Crippling  Diseases 
and  other  groups  that  have  been  devoted  to 
combating  arthritis.  As  will  be  observed,  the 
board  of  directors  of  the  new  Foundation  thus 
far  selected  represent  leaders  in  industry,  phil- 
anthropy and  medical  science  whose  names  car- 
ry confidence. 

The  Foundation  is  organized  along  the  lines 
of  similar  groups  such  as  the  National  Founda- 
tion for  Infantile  Paralysis,  the  American  Can- 
cer Society  and  the  American  Heart  Associa- 
tion, and  it  proposes  to  function  in  a similar 
manner.  Its  objectives  include  surveys  of  the 
problem,  graduate  education  of  the  medical  pro- 
fession, education  of  the  public,  research,  fel- 
lowship and  improved  care  for  those  with  rheu- 
matic diseases.  Complete  cooperation  with  the 
medical  profession  through  county  and  state 
medical  societies  indicates  recognition  of  the 
importance  of  medical  cooperation  in  achiev- 
ing the  ends  that  are  sought.  The  objectives  in- 
'D.qted,  the  persons  interested  and  the  approach 
to  the  problem  merit  the  support  of  the  medi- 
cal profession  and  the  public. 


PERSONAL! 


THAT  ASSURED  FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU. 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 

Let  us  take  your  order  for  a suit  that 
will  be  "Strictly  Personal." 

” Let  Thew  Suit  You" 

© 

CHAS.  H.  THEW  TAILORING 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.  D. 


The  hottest  news  which  has  turned  up  this 
month  is  a progress  report  on  CHLOROMYCE- 
TIN, an  antibiotic  obtained  from  a Peruvian  soil 
fungus.  ARIZONA  MEDICINE  for  July  con- 
tained a preliminary  report  of  its  effective  use  in 
25  cases  of  “scrub”  typhus  (tsutsugamushi  fe- 
ver); newspapers  in  August  told  of  its  apparent 
value  in  a few  cases  of  typhoid  fever  which  had 
been  misdiagnosed  typhus.  . . . Correspondence 
with  Col.  Rufus  L.  Holt,  Medical  Corps,  Army 
Medical  Center  has  provided  the  following  tremen- 
dous facts, — Although  experience  is  scanty,  Chlo- 
romycetin also  seems  SPECIFIC  FOR  MURINE 
AND  EPIDEMIC  TYPHUS  (the  ancient  scourge 
of  armies,  the  poor,  jails,  and  institutions)  . . . 
Enough  cases  have  now  been  treated  to  be  sure 
that  it  will  also  CURE  TYPHOID  FEVER  any 
time  during  the  first  17  days  of  the  febrile  stage. 
Organisms  are  killed  outright,  in  an  average  of 
3.6  days,  and  relapses  do  not  occur.  Mechanical 
complications  such  as  perforation  and  hemor- 
rhage are  not  prevented  . . . The  dosage  is  not 
fixed,  at  present;  the  drug  has  a very  low  toxic- 
ity at  effective  levels;  it  is  manufactured  only  by 
Parke,  Davis  and  Co.,  Detroit;  it  is  not  commer- 
cially available  in  the  west,  but  may  be  obtained 
by  application  for  clinical  research  use. 


When  the  rising  cost  of  almost  everything  one 
can  think  of  comes  to  mind,  THE  FALLING 
COST  OF  OUR  “MIRACLE  DRUGS11  is  like  a 
cool  drink  on  a hot  day  . . . Penicillin  cost  $9.00 
per  100,000  unit  ampoule  in  1943,  $2.25  in  1946, 
and  50  cents  now.  Streptomycin  cost  $12.00  per 
gram  in  1946,  $2.67  now.  Sulfadiazine  cost  $15.00 
per  100  tablets  in  1942,  $6.00  in  1946,  $3.10  now. 
Retail.  Still  falling.  Miracle  drugs  in  more  ways 
than  one. 


Dr.  Harold  Fink,  who  carried  the  Pima  County 
General  Hospital  on  his  back  for  18  months  dur- 
ing the  last  part  of  the  war,  and  then  disappeared 
into  the  silence  of  Florida,  has  been  located.  He 
came  to  Tucson  by  way  of  Yale,  Johns  Hopkins 
and  Duke,  and  did  a great  job  for  the  overworked 
Tucson  doctors.  He  has  rested  since  1946,  given 
up  surgery,  and  is  working  in  medicine  at  the 
Tufts  Post-Graduate  School  in  Boston. 


Three  years  ago  PENICILLIN  AEROSOL  was 
given  by  means  of  a nebulizer  and  compressed 
oxygen.  A year  or  so  ago,  for  those  able  to  pump 
it,  the  aerosol  Avas  given  by  means  of  a nebulizer 
and  rubber  bulb  . . . Now  we  have  evidence  that 
finely-powdered  penicillin  (in  the  form  of  cart 
riges)  may  be  inhaled  into  the  nose  or  mouth 
through  a device  called  the  Aerohaler  (Abbott 
Labr.).  The  drug  is  tolerated  and  effective,  and 
the  method  requires  control  but  no  effort. 


It  wasn’t  to  be  expected  that  every  idea  for  this 
Column  would  be  virginally  new,  nor,  on  the 
other  hand,  that  it  be  as  much  in  print  as  The- 
Baby-With-the-Bladder-Outside  . . . However,  nine 
of  Guillermo’s  ideas  have  turned  up  in  various 
publications  in  the  past  two  months  before  they 
could  be  used,  and  we  must  give  a nod  of  prior- 
ity for  the  next  subject  to  a usually  non-medical 
journal — Arizona  Highways.-.. 


SALSBURY  OF  GANADO!  It  has  the  ring  of 
an  ancient  English  title  and,  even  in  these  days, 
might  deservedly  be  found  on  an  honors’  list  . . . 


Briefly  (and  it  is  very  difficult  to  brief)  Dr.  Clar- 
ence Salsbury  is  a medical  missionary;  he  runs 
the  only  volunatry-type  hospital  in  an  area  of 
26,000  square  miles,  100  by  260  miles  in  diameter; 
the  hospital  serves  60,000  people,  mostly  Navajos; 
there  are  no  private  physicians  or  dentists  in  the 
area  . . . The  Ganado  Mission  was  founded  by  the 
Presbyterian  Church  47  years  ago;  Dr.  Salsbury 
arrived  in  1927,  after  serving  at  a mission  in 
Hainan,  China;  the  Sage  Memorial  Hospital  was 
erected  in  1930,  consists  of  150  beds  and  15  bas- 
sinettes, is  accredited  by  the  A.M.A.  and  A.C.S., 
and  has  a nurses’  training  school  for  Indian  girls 
. . . He  does  all  sorts  of  medicine,  surgery,  and 
even  dentistry;  he  has  educated  the  Indians  to 
medicine,  and  has  the  confidence  of  the  medicine- 
man; he  has  published  the  report  of  his  experi- 
ences in  ARIZONA  MEDICINE;  and  he  conducts 
the  Harlow  Brooks  Memorial  Navajo  Clinical 
Conference  each  year  (1948  was  the  ninth),  with 
more  than  20  guest  speakers  from  West  Coast, 
Rocky  Mountain,  and  Mid-Western  cities  . . . 
What  can  an  ordinary  physician  say  in  praise? 


Do  the  doctors  of  Tucson  remember  certain 
large  and  blatant  newspaper  “ads,”  from  which 
they  used  to  cringe?  A big  machine,  with  won- 
derful dials  and  knobs,  which  made  all  sorts  of 
fabulous  diagnoses  for  a non-medical  clinic?  . . . 
The  “ads”  are  gone,  the  machine  is  gone,  and  the 
manipulator  is  gone!  The  clinic  remains,  but 
the  proprietor  cautiously  says  that  the  machine 
“is  no  longer  considered  of  value.”  The  progress 
of  science  is  indeed  remarkable! 


This  compliment  is  aimed  directly  at  ARIZONA 
MEDICINE.  Dr.  Osier  has  been  inspecting  quite 
a few  state  and  regional  medical  journals;  each 
of  them  has  one  or  two  unique  or  clever  fea- 
tures . . . However,  for  an  appearance  and  format 
and  print-job  which  purely  shines,  the  medical 
journal  of  Arizona  is  outstanding  . . . Quite  a few 
people  are,  and  have  been,  responsible,  but  at 
least  two  deserve  a kudo.  In  order  to  get  this 
paragraph  published,  they  will  have  to  be  called 
Dr.  Milloy  Smith  and  Mr.  McMeekin  Jones.  Viva ! 


What  is  the  hazard  to  humans  of  the  hovering 
FOOT-  AND  -MOUTH  -IDISEASE,  “aftosa?”  Mr. 
Hugh  MePhee,  Chief  of  the  U.  S.  Bureau  of  An- 
imal Industry,  says  that  it  is  scant.  The  disease 
rarely  occurs  in  man,  who  is  considered  to  be 
very  resistant,  and.  who  usually  recovers  if  in- 
fected. There  is  no  evidence  that  it  can  be  trans- 
mitted between  humans  . . . The  virus  is  im- 
munologically  classed  as  “A,”  “0,”  and  “C”  (or  in 
another  nomenclature  “B,”  .“A,”  and  “C.”j  Only 
virus  “A”  has  been  identified  in  Mexico  ...  A 
vaccine  has  been  in  recent  use,  partly  because  it 
has  a prophylactic  value  and  partly  because  of 
the  objections  to  slaughter.  It  consists  of  an  al- 
uminum-hydroxide-absorbed virus,  inactivated  by 
formalin.  It  is  expensive  and  difficult  to  make, 
and  produces  a brief  immunity.  It  is  used  only 
in  animals  . . . The  current  program  consists  of 
inspection,  vaccination,  quarantine,  and  slaugh- 
ter, and  the  huge  epidemic  shows  some  signs  of 
response  and  limitation. 


BARBITURATES  are  a common  means  of 
suicide;  barbiturates  may  be  legally  obtained  only 
by  precipitation;  only  Doctors  of  Medicine  may 
write  prescriptions  ...  It  is  a tough  responsi- 
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bility,  but  physicians  hold  part  of  the  answer  to 
suicides.  The  most  careful  attitude  would  seem 
to  include  the  writing  of  prescriptions  only  for 
need,  limitation  of  the  amount  of  drug  prescribed, 
knowing  the  patient,  restudying  the  list  of  neu- 
rotic and  psychopathic  conditions  which  tend 
toward  suicide— AND  being  sure  of  the  modern 
therapy  for  overdosage  of  barbiturates. 


The  disreputable  KOCH  TREATMENT  (“can- 
cer cure”)  is  again  causing  a hue  and  cry,  this 
time  as  a treatment  for  almost  everything  which 
can  happen  to  cattle.  The  base  of  operations  is 
now  in  Michigan,  and  the  scope  extends  into 
Canada.  . . . How  has  Koch  again  gotten  into  the 
public  eye?  It  is  almost  incredible,  — a group 
called  the  Lutheran  Research  Society  printed  a 
maudlin  article  of  defense  and  praise;  the  egre- 
gious Senator  Langer  had  it  reprinted  in  the 
Congressional  record  in  June,  1948;  and  it  was 
then  “franked”  out  to  an  unknown  number  of 
people,  including  many  physicians!  . . . The 
J.A.M.A.  and  others  have  immediately  swatted  it, 
but  don’t  think  It  Can't  Happen  Here!  As  re- 
cently as  1944  it  was  being  used  as  a treatment 
for  cancer  in  an  Arizona  city,  and  a couple  of 
“shots”  were  even  given  to  a cancer  patient’s 
child  to  prevent  the  DEVELOPMENT  of  cancer! 


Someone  has  had  the  courage  to  see  and  re- 
port the  sad,  sordid  distortion  which  prison  life 
produces  on  the  sexual  pattern  of  most  indi- 
viduals (Editorial,  J.A.M.A.,  Sept.  25,  1948).  . . . 
Perhaps  someone  will  now  pay  some  attention 
to  the  effects  of  isolation  on  patients  in  sanatoria 
and  hospitals.  Not  strictly  comparable,  but  quite 
similar.  The  subject  has  been  ignored  because 
it’s  hard  to  approach,  it  Isn’t  Nice,  and  so  far, 
unfortunately,  there  is  no  solution. 


The  statistics  on  this  year’s  POLIOMYELITIS 
can  be  found  elsewhere.  There  were  several 
notable  features  of  the  recent  “trouble,”  however. 
The  communities  took  a practical  attitude  toward 
the  needs  resulting  from  the  epidemic,  which  in 
turn  encouraged  a practical  attitude  and  a lack 
of  phobia  on  the  part  of  the  public.  . . . Good 
facilities  were  allocated  for  care  of  cases  in  the 
city  hospitals;  money  was  made  available;  the 
status  of  the  epidemic  seemed  to  be  known  at 
all  times  (though  there  was  a lag  in  reporting, 
as  usual).  . . . All  these  things  occurred  in  spite 
of  the  vagueness  about  communicability  and  the 
absence  of  specific  therapy. 


New  CHEMOTHERAPY  FOR  CERTAIN  VI- 
RUS INFECTIONS,  so  new  that  it  is  only  report- 
ed in  newspapers  and  periodicals,  is  “Daryisul” 
(phenosulfazole).  ...  It  is  a sulfonamide  pre- 
pared by  the  Calco  Chemical  Co.  for  Lederle  Lab- 
oratories, its  sister-company  in  the  American 
Cyanamid  group.  . . . The  drug  was  found  in  a 
mass-survey  of  all  available  materials  which 
might  affect  equine  encephalomyelitis  in  mice — 
an  arduous,  Ehrlich-like,  gigantic  search.  It  was 
shown  to  he  effective  in  this  acute  virus  “test” 
disease,  and  then  shown  to  inhibit  POLIOMYE- 
LITIS IN  MICE.  . . . This  summer  it  was  said 
to  have  a considerable  effect  in  clearing  the 
symptoms  and  spinal  fluid  in  HUMANS  WITH 
POLIO,  and  in  stopping  or  preventing  paralysis 
in  early  cases.  . . . Dr.  Y.  Subba  Row  directed 
the  experimental  work  at  Lederle’s,  and  the 
first  100  cases  of  polio  were  those  of  Dr.  Paul 
Harrington  of  Houston,  Texas.  . . . Darvisul  is 
said  to  have  a low  toxicity;  to  be  excreted  rapid- 
ly, and  hence  to  require  IV  administration;  to 
be  effective  prophylactically;  and  to  perhaps  form 
the  basis  of  attack  on  other  virus  diseases.  Con- 
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firmatory  work  is  rapidly  being  attempted,  and 
hundreds  of  other  sulfa  variants  are  being  syn- 
thesized and  tested. 


Before  “give-away”  programs  are  outlawed,  we 
intend  to  give  away  an  idea — a good  three-way 
“tie-in.”  . . . Some  alert  laboratory  ought  to  ar- 
range to  send  a postal  card  to  each  physician  in 
the  community,  once  a week,  all  year  long,  re- 
porting THE  TYPES  AND  AMOUNTS  OF  POL- 
LEN in  the  air  at  that  particular  time.  Or,  a 
drug  store  could  do  it,  obtaining  the  information 
from  a commercial  or  college  laboratory.  . . Good 
advertising  for  the  sponsor;  helpful  to  the  M.  D., 
even  though  he’s  not  an  allergist;  and  a break 
for  the  numerous  allergies  who  like/need  to 
know  the  score.  No  insult  to  the  climate,  either; 
there’s  little  enough  pollen,  and  when  there  is 
none,  say  so. 
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(Book  (Review* 


CANCER  MANUEL,  The  Cancer  Committee  Iowa  State  Medi- 
cal Society,  1948. 

This  one  hundred  sixty  page  manuel  pre- 
pared by  the  Iowa  State  Medical  Society  pre- 
sents in  brief  outline  form  the  essential  facts 
of  etiology,  symptomatology,  physical  mani- 
festations, differential  diagnosis  incidence, 
treatment  and  prognosis  of  the  various  can- 
cerous conditions  met  with  in  the  body.  It  is  a 
concise  summary  for  the  general  practitioner 
who  is  most  often  the  first  to  see  the  cancer 
patient.  It  serves  a useful  purpose  to  keep 
the  suspicion  of  cancer  in  the  doctor’s  mind, 
and  thus  bring  more  cancers  to  early  and  suc- 
cessful treatment.  It  outlines  the  accepted  treat- 
ments to  he  employed  without  prejudice.  It  is 
a highly  recommended  reference  for  the  busy 
practitioner.  — R.  L.  F. 


"YOU  AND  YOUR  DOCTOR.’’  by  Benjamin  F.  Miller,  M.  D 
Price  $2.75.  Pp.  183.  New  York,  Toronto.  McGraw-Hill  Book 
Company.  Inc. 

“A  frank  discussion  of  group  medical  prac- 
tice and  other  modern  trends  in  American  med- 
icine. ’ ’ 

Under  the  bewitching  title  “You  and  Your 
Doctor,”  Dr.  Miller,  in  183  pages  of  clever  com- 
position presents  his  presumptive  reasoning  as 
to  why  The  United  States  of  America  should 
adopt  “SOCIALIZED  MEDICINE.”  He  has 
naively  mixed  a large  portion  of  Lay-Medical 
Education  with  his  efforts  to  champion  social- 
ized medicine. 

In  the  first  of  the  16  chapters  he  impresses 
upon  the  reader  that  each  of  our  120-000  general 
practitioners  is  one  who,  with  some  misgivings 
and  prayer  on  his  part,  daily  performs  two  ton- 
sillectomies, a herniorrhaphy,  a cholecystectomy, 
a thyroidectomy,  a breach  delivery,  makes  some- 
thing over  ten  house  calls,  administers  to  a 
crowded  office  full  of  patients' in  the  afternoon 
and  again  after  dinner,  and  who,  besides  an- 
swering numerous  phone  calls,  arrives  home  late 
in  the  evening  for  a game  of  bridge. 

In  the  second  chapter  he  discusses  the  gen- 
eral practitioner’s  dilemma.  He  states  that  the 
general  practitioner  lacks  adequate  professional 
training  to  perform  his  assignments,  'which  of- 
ten spells  tragedy  for  the  patients.  To  acquire 
even  the  minimum  knowledge  necessary  to. cover 


his  field  the  general  practitioner  would  have  to 
have  at  least  17  years  of  internship  after  gradua- 
tion from  medical  school.  Under  the  caption 
“Signs  and  Symptoms,”  Dr.  Miller  recites  sev- 
eral isolated  cases  to  show  the  errors  which  are 
being  made  by  general  practitioners.  He  also 
has  a word  about  the  narrowness  of  the  too  high- 
ly specialized  specialist. 

It  is  proposed  that  the  general  practitioner 
be  replaced  by  a “Pilot  Physician.”  This  pilot 
physician  should  be  one  whose  graduate  train- 
ing shall  consist  of  a general  internship,  one 
year  of  internal  medicine,  and  one  year  of  psy- 
chosomatic medicine  and  psychiatry.  He  be- 
lieves that  the  cost  of  this  training  would  not 
be  excessive  if,  through  the  government,  ade- 
quate salaries  ivere  provided.  The  duties  of  this 
pilot  physician  would  be  to  leisurely  take  de- 
tailed histories  and  examine  the  patients,  have 
adequate,  necessary  laboratory  tests  performed 
in  order  to  establish  the  branch  of  specialized 
medicine  into  which  the  illness  falls.  The  pilot 
would  then  treat  those  patients  whose  illness 
were  simple  enough  for  his  qualifications  and 
to  send  all  others  to  the  proper  specialist. 

A full  chapter  is  devoted  to  the  merits  and 
the  superiority  of  group  practice.  It  is  main- 
tained that  group  practice  has  continued  to 
grow  and  that  the  most  fervent  propaganda 
against  this  type  of  practice  has  not  been  able 
to  stop  it.  It  is  the  author’s  opinion  that  the 
patients  develop  a double  emotional  attachment 
to  a group  of  doctors.  The  patient,  besides  the 
usual  cloctor-patient  relationship,  develops  an 
attachment  to  the  skills  of  the  associated  physi- 
cians upon  whom  he  can  rely  for  help — should 
his  case  ever  require  their  particular  specialized 
services.  Under  group  practice  the  patient  is 
assured  that  he  will  be  referred  without  delay 
to  the  proper  specialist.  These  features  he  be- 
lieves offset  and  actually  substitute  for  the 
“intimate  patient-doctor  relationship.”  The 
group  system  offers  more  opportunities  for  doc- 
tors to  take  needed  vacations,  and  rest,  and 
gives  them  the  time  necessary  to  further  their 
education. 

It  is  proposed  that  well  balanced  groups  of 
specialists  be  strategically  placed  throughout 
the  country  in  such  manner  that  there  will  not 
be  over  400  miles  between  any  group.  Accord- 
ing to  the  author  we  are  a sufficiently  rich  and 
ingenious  nation  to  work  out  some  satisfactory 
method  of  paying  all  these  doctors.  We  are 
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reminded  that  most  of  the  physicians  from  the 
present  successful  unassailable  groups  are  now 
oil  salaries. 

The  values  of  preventive  medicine  and  its  ap- 
plication are  discussed,  pointing  out  that  organ- 
isation and  central  direction  are  essential  for 
its  proper  development.  Dr.  Miller’s  intent 
is  again  exemplified  by  his  notation  that  the 
private  practitioner  has  done  very  little,  or 
nothing,  in  the  tremendous  gains  achieved  in 
preventive  medicine,  but  that  actually  he  has 
at  times  been  an  obstructionist. 

It  is  a part  of  the  author’s  goal  to  provide 
‘"Freedom  from  Emotional  Illness,”  by  provid- 
ing sufficient  trained  doctors  to  care  for  the 
ten  million  people  who  are  in  need  of  psychi- 
atric care.  He  advocates  frequent  periodic  medi- 
cal checkups  for  all. 

The  chapter  devoted  to  ‘‘The  Post  Mortem” 
should  convince  the  lay  reader  as  to  the  neces- 
sity of  doing  autopsies.  In  the  next  chapter 
he  discusses  the  need  for  large  scale  research 
to  cover  all  diseases,  this  research  to  be  financed 
by  its  beneficiaries — the  people.  He  advocates 
that  the  Federal  Government  should  finance 
individuals  who  cannot  afford  to  establish  them- 
selves in  a new  locale  where  the  climate  would 
improve  their  health. 

Dr.  Miller  believes  that  a national  health  pro- 
gram is  in  the  making,  which  must  provide 
vigorous  and  intelligent  leadex*ship.  This  na- 
tional plaxx  is  to  embody  preventive  medicine, 
clinical  or  curative  medicine,  and  medical  re- 
search. It  is  postulated  that  such  a national 
health  plan  would  be  no  more  socialistic  than 
other  established  institutions  such  as  the  Mail 
Service  or  oixr  educational  system.  He  fails  to 
discuss  whether  or  not  our  present  educational 
system  is  a success  or  a failure.  He  states  that 
the  evolution  of  free  public  education  in  this 
country  provides  a forecast  of  future  medical 
care,  without  mentioning  that  at  the  present 
time,  on  the  whole’  our  schools  are  staffed  by 
under-paid  individuals  whose  qualifications  and 
training  are  far  from  that  which  caxx  accom- 
plish the  desired  results.  It  is  granted  that  we 
do  offer  this  education  to  all  peoples.  I question 
whether  the  quality  of  nxedicine  offered  to  all 
peoples  shoixld  drop  to  the  level  which  some 
leading  educators  say  our  education  has  reached, 
and  question  if  the  sacrifice  in  the  quality 
would  not  be  too  great  to  be  compensated  by 
the  increase  in  coverage. 
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This  book  is  a potent  piece  of  propaganda 
for  socialized  medicine  which  will,  due  to  the 
manner  of  presentation,  have  a great  appeal 
to  all  who  read  it.  It  will  be  thought-provoking 
to  all  physicians  who  read  it ; hence,  it  should 
he  studied  by  all  members  of  the  medical  pro- 
fession. 


HANDBOOK  OF  ORTHOPAEDIC  SURGERY,  by  Alfred  Rives 
Shands,  Jr.,  B.  A.,  M.  D.,  Medical  Director  of  the  Alfred  I. 
duPont  Institute  of  the  Nemours  Foundation,  Wilmington,  Dela- 
ware; Visiting  Professor  of  Orthopaedic  Surgery,  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia,  Penn- 
sylvana — in  Collaboration  with  Richard  Beverly  Raney,  B.  A.. 
M.  D„  Associate  in  Orthopaedic  Surgery,  Duke  Univers.ty  School 
of  Medicine,  Durham,  North  Carolina;  Lecturer  in  Orthopaedic 
Surgery,  University  of  North  Carolina  School  of  Medicine, 
Chapel  Hill,  North  Carolina.  Third  Edition,  cloth,  priced 
$6.00.  574  pages  with  158  illustrations,  by  the  C.  V.  Mosby 
Company,  St.  Louis,  in  1548. 

Dr.  Shands  is  one  of  the  outstanding  mem- 
bers of  the  Orthopaedic  group  today.  He  i's  well 
qualified  to  write  a book  on  this  subject,  having 
published  the  First  Edition — with  the  hope  of 
assisting  in  the  teaching  of  Orthopaedic  sur- 
gery— ten  years  ago.  As  a clinician,  teacher  and 
investigator,  he  has  been  able  to  compile  and 
consolidate  material  in  an  ever  broadening  spe- 
cialty for  an  improved  Second  Edition  in  1940 
and,  more  recently,  the  Third  Edition. 

In  this  remarkable  book  of  574  pages,  he  has 
improved  many  illustrations  and  added  others 
for  a total  of  158.  Most  of  these  are  pen  and 
ink  drawings  from  photographs  and  x-rays  and 
clearly  illustrate  the  condition  under  discussion. 

The  subject  matter  is  organized  as  to  etiologi- 
cal factors  involved.  The  anatomical  divisions 
in  these  chapters  are  arranged  in  a logical  man- 
ner, and  each  is  discussed  in  sub-paragraphs. 
The  subject  matter  is  well  composed,  concisely 


EDWARD  L.  JACHOWSKI  PHONE  4-7049 

OWNER  & MANAGER 

PHOENIX  LIMB  SHOP 

SPECIALISTS  IN  ARTIFICIAL  LIMBS 
LADY  ATTENDANT 
1016  East  McDowell 

PHOENIX,  ARIZONA 

SERVICE  MANUFACTURE  REPAIR 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 

Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


written,  and  covers  all  common  orthopaedic 
problems — and  many  of  the  more  rare  condi- 
tions. Unlike  most  textbooks,  treatment  of  each 
of  these  orthopaedic  problems  is  briefly  but  ade- 
quately covered. 

The  book  is  truly  a “Handbook  of  Orthopaedic 
Surgery,”  being  complete  enough  to  serve  as  a 
handy  reference  for  the  Orthopaedic  Surgeon- 
concise  enough  to  quickly  answer  the  questions 
that  arise  for  the  busy  General  Practitioner, 
and  yet,  simple  and  straightforward  enough  in 
the  manner  of  presentation  that  the  Student 
Nurse  would  have  no  difficulty  in  assimilating 
the  subject  matter. 

Briefly,  it  is  a remarkable  book  which  ade- 
quately covers  the  Orthopaedic  field.  The  bibli- 
ography is  quite  complete  and  serves  as  a ready 
reference  for  those  who  may  wish  to  study  a 
particular  subject  in  greater  detail. 

— W.  A.  B. 


THE  BATTLE  OF  THE  CONSCIENCE,  by  Edward  Bergler, 
M.  D.  Price  $3.75.  Published  May  4,  1948  by  “Washington 
Institute  of  Medicme,”  Washington,  D.  C. 

In  the  preface  of  this  book  the  author  says, 
“An  old  medical  practitioner  stated  once  that 
a hundred  remedies  for  a specific  disease,  based 
on  the  same  number  of  theories,  were  proof  posi- 
tive that  ignorance  and  therapeutic  helplessness 
were  the  real  state. of  affairs.  Applying  that 
rule  to  the  problem  of  the  conscience  . . . we 
must  come  to  the  conclusion  that  little  is  known 
about  the  working  of  the  inner  conscience. 
After  reading  this  book  this  reviewer  is  con- 
vinced of  the  truth  of  that  conclusion. 

The  book  is  a rather  disconnected  series  of 
16  papers  previously  published  in  various  jour- 
nals, and  relating  to  feelings  of  guilt  and  con- 
science. There  is  much  theorizing  and  many 
conclusions  based  on  theoretical  concepts.  There 
is  generous  sprinkling  of  case  illustrations,  the 
majority  of  which  seem  to  be  somewhat  parno- 
graphic  accounts  of  bizarre  and  intimate  events 
in  the  lives  of  predominately  sexually  aberrant 
individuals. 

There  is  very  little  in  the  book  of  reference 
value,  which  may  explain  the  absence  of  an 
index. 

It  is  conceivable  that  this  might  be  interesting 
reading  to  those  who  have  a taste  for  this  type 
of  philosophical  and  psychological  theorizing, 
but  it  is  of  no  practical  value  to  the  average 
practitioner. 
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MEDICAL  OXYGEN 

HOME  DELIVERY  AND  INSTALLATION 

RENTAL  AND  SALES 

Services  Performed  by  Trained  Technicians  as  Prescribed  by  Physician 

DAY  AND  NIGHT  EMERGENCY  SERVICE 

Masks  - Catheters  - Canulas  - Adult  and  Infant  Open  Top  Tents  - Regulators 
Humidifiers  - Penicillin  Nebulizers  - Manifolds  - Specialized  Equipment. 

OXYGEN  THERAPY  SERVICE  CO. 

PHOENIX,  ARIZONA 
DAY  5-4318  NIGHT 


DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D..  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Medical  Arts  Building,  543  E.  McDowell  Road,  Phoenix,  Arizona.  Phone  2-3114 


First  Avenue 
at  Jefferson 


Ha  Id  iman  Brothers 

Guardian  Insurance  Agency 


FIRE,  AUTOMOBILE,  CASUALTY, 
FIDELITY  AND  SURETY  BONDS 


Representing  Old  Reliable  Companies 

SINCE  1897 


Phone 
4-31 15 
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ARIZONA  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 


NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1948-1949 


President ^ Mrs.  Luther  H.  Kice 

95  Brook  St.,  Garden  City,  Long  Island,  N.  Y. 

President-Elect .Mrs.  David  B.  Allman 

104  St.  Charles  St.,  Atlantic  City 


Harold  W.  Kohl 


Robert  S.  Flinn 


1811  E.  Speedway,  Tucson 


Thomas  H.  Bate  


Frank  J.  Milloy 


15  E.  Monroe,  Phoenix 


15  E.  Monroe,  Phoenix 


C.  E.  Yount  

James  R.  Moore 


15  E.  Monroe,  Phoenix 
Prescott 


President 

..President  Elect 
...Vice  President 

...Secretary 

Treasurer 


15  E.  Monroe,  Phoenix 


..Speaker  of  House 


Jesse  D.  Hamer.. 


..Delegate  to  A.M.A. 


15  E.  Monroe,  Phoenix 

O,  E.  Utzinger  1 Alternate-Delegate 

Kay 

D.  F.  Harbridge Medical  Defense 

15  E.  Monroe,  Phoenix 


A.  I.  Podolsky 

Arthur  C.  Carlson.. 


DISTRICT  COUNCILORS 
Yuma 


— Central  District 
.Northern  District 


Cottonwood 

Robert  E.  Hastings Southern  District 

1811  E.  Speedway,  Tucson 

COUNCILORS  AT  LARGE 

George  O.  Bassett  , Prescott 

W.  Paul  Holbrook  1 Tucson 


Preston  T.  Brown  Phoenix 


COMMITTEES 

STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings.  Tucson;  Dr.  Carl  H.  Gans,  Morenci; 
Dr  Harry  r.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY  Dr.  R.  S.  Flinn,  Phoenix;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth,  Prescott;  Dr. 
L.  G.  Jekel,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  Clyne,  Tucson;  Dr.  ,H.  D.  Ketcherside,  Phoenix. 

MEDICAL  DEFENSE:  Dr.  D.  F.  Harbridge,  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood;  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 

Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter  Brazie, 
Kingman;  Dr.  H.  D.  Cogswell,  Tucson;  Dr.  H.  B.  Lehmberg, 
Casa  Grande;  Chas.  H.  Laugharn,  Clifton;  C.  H.  Peterson, 
Winslow;  F.  W.  Knight,  Safford;  Chas.  B.  Huestis,  Hayden; 
one  appointment  pending. 

HISTORY  & OBITUARIES:  Dr  Hal  W.  Rice,  Historian,  Bisbee; 
Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tucson; 
Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  Boris  Zemsky,  Tucson; 
Dr.  E.  A.  Born,  Prescott;  Dr.  C.  B.  Warrenburg,  Phoenix; 
Dr.  E.  Payne  Palmer,  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson; 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D.  E.  Nelson,  Safford;  Dr.  A.  H.  Dysterheft,  McNary; 
W.  McCracken,  Phoenix;  Dr.  H.  H.  Brainard,  Tucson;  Dr. 
Broda  O.  Barnes,  Kingman 


VICE  PRESIDENTS 

First — Mrs.  Ralph  Eusden Long  Beach  7,  California 

4360  Myrtle  Avenue 

Second — Mrs.  William  W.  Potter.. Knoxville,  Tennessee 

129  Kenesaw  Ter. 

Third — Mrs.  Lloyd  C.  Harvie.. -Saginaw,  Michigan 

417  Ardussi  Avenue 

Fourth — Mrs.  Robert  Flanders. Manchester,  N.  H. 

North  River  Road 

Treasurer.... Mrs.  Arthur  A.  Herold 

1166  Louisiana  Avenue,  Shreveport,  La. 

Const.  Secretary... ...Mrs.  George  Turner 

3009  Silver  Street,  El  Paso,  Texas 

Directors — one  year 

Mrs. Eustace  A.  Allen,  18  Collier  Rd.,  Atlanta,  Georgia. 

Mrs.  I.  J.  Bridenstine,  P.  O.  Box  1475,  Missoula,  Montana. 
Mrs.  U.  G.  McClure,  1592  Quarrier  St.,  Charleston  1,  W.  Va. 
Mrs.  David  S.  Long,  Harrisonville,  Mo. 

Directors — two  years 

Mrs.  James  P.  Simonds,  234  E.  Pearson  St.,  Chicago  11.  111. 
Mrs.  Jesse  D.  Hamer,  1819  N.  11th  Ave.,  Phoenix,  Arizona. 
Mrs.  Leo  J.  Schaefer,  700  Highland,  Salina,  Kansas. 


CHAIRMEN  STANDING  COMMITTEES 

Finance , ....Mrs.  Scott  C.  Applewhite 

240  Bushnell  St.,  San  Antonio,  Texas 

Hygeia Mrs.  Aldace  W.  Hammond 

214  Fourth  St..  Beaver  Dam,  Wisconsin 

Legislation. Mrs.  Charles  L.  Shafer 

219  N.  Sprague  Ave.,  Kingston,  Penn. 

Organization Mrs.  Ralph  Eusden 

4360  Myrtle  Ave.,  Long  Beach  7.  Calif. 

Publications— ..Mrs.  James  P.  Simonds 

234  E.  Pearson,  Chicago  11.  111. 

Program.. Mrs.  Harry  F.  Pohlmann 

29  Railroad  Ave.,  Middletown,  N.  Y. 

Public  Relations Mrs.  Asher  Yaguda 

61  Lincoln  Park,  Newark  2,  N.  J. 

Revisions -Mrs.  Rosoce  E.  Mosiman 

2686  Magnolia  Ave.,  Seattle  99,  Washington 
Special  Committee — 

Reference Mrs.  Rollo  K.  Packard 

14093  Davana  Ter.,  Sherman  Oaks.  California 

Historian.... —Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave..  Phoenix,  Arizona 

Parliamentarian. Mrs.  Alfred  L,  Madden 

45  S.  Allen  St.,  Albany,  N.  Y. 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1948  - 1949 


President —Mrs.  Thomas  Bate 

305  W.  Cypress  St.,  Phoenix 

President-Elect ..Mrs,  Charles  Starnes 

110  E.  Alameda,  Tucson 

1st  Vice-President Mrs.  William  Schoffman 

36  N.  Country  Club  Drive,  Phoenix 

2nd  Vice-President ..Mrs.  Arthur  J.  Present 

1136  N.  Highland,  Tucson 

Treasurer Mrs.  Karl  Harris 

16  E.  Catalina,  Phoenix 

Recording  Secretary Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Corresponding  Secretary  —Mrs.  Robert  Phillips 

521  W.  Holly,  Phoenix 

Directors — Mrs.  Paul  Case,  Rt.  2,  Box  216C,  Phoenx 

Mrs.  Hervey  Faris,  155  S.  Palomar  Drive,  Tucson 
Mrs.  Harry  Southworth,  Country  Club.  Prescott 
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“What’s  all  this  build-up  on  ‘Alhydrox’  that 
Cutter  keeps  putting  out?”  I get  this  question 
— more  or  less  politely— every  once  in  a while, 
and  I wish  it  would  come  up  more  often.  Giving 
the  answer  is  a pleasure/Believe  me,  the  ‘Alhy- 
drox’ process  is  not  just  a fancy  idea  dreamed 
up  for  sales  and  advertising  purposes. 

‘Alhydrox’  is  a handy  contraction  for  the 
special  aluminum  hydroxide  adsorption  process 
that  our  research  folks  worked  out  quite  a few 
years  ago,  after  its  introduction  in  Denmark. 
Our  first  work  was  in  the  hyperimmunization 
of  serum  horses.  Then  the  process  was  applied 
to  products  for  the  immunization  of  range  an- 
imals . . . where  we  could  have  the  advantage  of 
clinical  experience  in  literally  millions  of  doses. 

Finally,  the  ‘Alhydrox’  process  was  adapted 
to  our  pediatric  products  — and  £ip-£ert-Tet*  is 
a good  example  of  its  practical  advantages. 
‘Alhydrox,’  like  alum  precipitation,  adsorbs  the 
antigens  and  holds  them  in  the  tissue  after 
injection,  for  slower  release  than  occurs  with 
untreated  antigens.  However,  ‘Alhydrox’ 
adsorption  goes  further  — the  antigens  are 
adsorbed  almost  to  the  exclusion  of  non- 
antigenic  substances,  the  pH  is  more  normal, 
and  less  salt  is  needed. 

Reactions  are  reduced  three  ways: 

• less  pain  on  injection 

4 persistent  nodules  and  slowly  absorbed 
cysts  are  rare 

4 general  systemic  reactions  occur  less 
frequently 

Believe  me  again,  ‘Alhydrox’  produces  more 
than  just  good  sales  talk.  When  you  insist  on 
‘Alhydrox’  you  can  count  on  higher  titers,  and 
fewer  reactions — especially  from  fond  mamas! 

* Cutter  Trade  Name  for  diphtheria,  pertussis,  tetanus  combined 
vaccine,  aluminum  hydroxide  adsorbed — formerly  called  D-P-T. 


CUTTER  LABORATORIES 
Berkeley  1,  California 
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DISTRICT  NO.  1 

Arizona  State  Nurses  Ass  n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES’  ASS'N) 

Nurses’  Professional  Registry 

711  EAST  MONROE  ST.  PHOENIX  4-4151 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


AIL 


PREMIUMS 
COME  FROM 


/ PHYSICIANS\ 
SURGEONS 
\ DENTISTS  / 


CLAIMS  ( 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and-sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOE  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $15,000,000.00 

I NVESTED ASSETS  PAID  FOR  CLAIMS 

S200.000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 


Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 
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COMMITTEE  CHAIRMEN 

Health  - Mrs.  O.  O.  Thoeny 

721  Eneanto  Drive  S.  W.,  Phoenix 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Ave.,  Phoenix 

Publicity  Mrs.  Matthew  Cohen 

934  W.  Palm  Lane,  Phoenix 

Bulletin  Mrs.  Roy  Hewitt 

15  Calle  Corte,  Tucson 

Hygeia  ..Mrs.  N.  A.  Jacobson- 

1333  E.  Mabel,  Tucson 

Legislation  Mrs.  Leslie  Kober 

2848  N.  Seventh  St..  Phoenix 

Historian  Mrs.  George  Irvine 

1100  Mill  Ave.,  Tempe 

Nominating  _Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Public  Relations Mrs.  Carlos  Craig 

727  Eneanto  Drive  S.  W.,  Phoenix 

Post  War  Planning... Mrs.  Arthur  J.  Present 

1136  N.  Highland,  Tucson 

Parliamentarian  Mrs.  Charles  Thomas 

Santa  Rita  Hotel,  Tucson 

Revisions  : Mrs.  Edward  Hayden 

El  Eneanto  Estates,  Tucson 


GILA  COUNTY  OFFICERS  1948-1949 

President  . ..Mrs.  John  Aarni,  Ray 

Vice-President Mrs.  Cyril  Cron,  Miami 

Secretary-Treasurer  Mrs.  Clarence  Gunter,  Globe 


MARICOPA  COUNTY  OFFICERS  1948-1949 

President  Mrs.  E.  Henry  Running 

321  W.  Palm  Lane,  Phoenix 

President-Elect  Mrs.  Carlos  Craig 

727  Eneanto  Drive,  Phoenix 

1st  Vice-President  Mrs.  Karl  Harris 

16  E.  Catalina,  Phoenix 

2nd  Vice-President  Mrs.  James  Fillemore 

34  N.  McDonald,  Mesa 

Recording  Secretary  _... Mrs.  Harry  French 

840  E.  Windsor,  Phoenix 

Treasurer  , Mrs.  R.  W.  Hussong 

22  E.  Pierson,  Phoenix 


PIMA  COUNTY  OFFICERS 

President  .Mrs.  Harold  W.  Kohl 

100  E.  Sierra  Vista  Drive.  Tucson 

President-Elect  _ Mrs.  Donald  B.  Lewis 

2548  E.  Fourth.  Tucson 

1st  Vice-President  Mrs.  B.  P.  Storts 

El  Eneanto  Estates,  Tucson 

2nd  Vice-President  Mrs.  Stanley  Kitt 

2043  E.  Fourth,  Tucson 

Recording  Secretary  Mrs.  J.  Donald  Francis 

1227  N.  Campbell,  Tucson 

Treasurer Mrs.  H.  H.  Brainard 

330  N.  Vine,  Tucson 

Corresponding  Secretary. Mrs.  Donald  Schell 

105  Calle  de  Jardin,  Tucson 


YAVAPAI  COUNTY  OFFICERS  1948-1040 


President  Mrs.  Ernest  A.  Born 

Country  Club,  Prescott 

Vice-President  Mrs.  Vera  Urriolayoitia 

P.  O.  Box  484,  Cottonwood 

Secretary  .JMrs.  Alvin  Kirmse 

Whipple 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 

Program  ..._ Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Health  Mrs.  Peter  Gallente 

Whipple 

Legislation  ..Mrs.  James  H.  Allen 

829  Crest  Ave.,  Prescott 

Public  Relations  Mrs.  Louis  Packard 

Whipple 

Publicity . ..Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Hygeia ..Mrs.  Walter  Edwards 

Cottonwood 

Post  War  Planning.. Mrs.  George  Bassett 


346  S.  Mt.  Vernon  St.,  Prescott 


MRS.  E.  HENRY  RUNNING 


Mrs.  E.  Henry  Running  was  born  in  Whiting, 
Iowa.  She  attended  Grinnell  College  at  Grinnell, 
Iowa,  and  the  Institute  of  Musical  Art  in  New 
York  City. 

Mrs.  Running  is  married  to  a Phoenix  Pediatri- 
cian and  has  a daughter  Susan,  aged  three. 

Being  active  in  the  Red  Cross.  Home  Service 
and  Canteen  for  six  years,  she  also  worked 
through  the  Junior  League  of  Phoenix  for  the 
past  seven  years,  in  Community  Service  work. 

She  has  been  active  in  both  County  and  State 
Auxiliary  since  1937. 


The  Woman’s  Auxiliary  to  the  Maricopa 
County  Medical  Society,  are  starting  their  fall 
activities  with  a luncheon  at  the  Hotel  West- 
ward Ho,  on  October  12th.  The  second  social 
event  will  he  a dinner  dance  held  early  in 
December,  and  the  year  will  end  with  a May 
breakfast. 

The  year’s  program  includes  five  regular 
evening  meetings,  held  on  the  first  Monday  of 
each  month. 

Following  our  National  Public  Relations  out- 
line, we  are  having  an  “Open  House”  on  the 
19th  of  November,  with  Dr.  Salsbury  of  Ganado 
as  our  guest  speaker.  As  an  Auxiliary  we  expect 
to  give  a bond  as  a prize  in  connection  with  the 
State  Tuberculosis  Essay  Contest,  to  be  held 
the  lasd  of  November.  The  nurses  scholarship 
loan  fund  which  is  to  be  started  later  in  the 
year  will  also  be  one  of  our  projects  and  a 
scholarship  from  our  Auxiliary  will  he  given. 

Jana  Running,  President 

Maricopa  County  Auxiliary. 
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for 

HAY 

FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 


May  we  suggest  the  three-vial  Parenteral  T reatment  Set  ( 1 0 cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra- 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord- 
ance with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used. 


3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 


3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration. 


Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set. 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


cAlleryy  Search  J^a bora  torie£>  3nc. 


Phoenix,  Arizona 


U.  S.  Biological  License  No.  15 
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MRS.  KARL  S.  HARRIS 


Mrs.  Karl  S.  Harris,  the  state  treasurer,  was 
born  in  Galesburg,  Illinois  and  is  an  alumna  of 
the  University  of  Iowa.  She  did  social  service 
work  in  Illinois  for  four  years. 

In  1930  she  married  Dr.  Karl  S.  Harris,  who  is 
now  a Phoenix  surgeon,  and  lived  in  Iowa  City, 
Iowa  before  coming  to  Phoenix  four  years  ago. 
She  has  two  sons,  Keith,  who  is  a student  at  the 
University  of  Iowa  and  Jack,  who  attends  Osborn 
Grade  School. 

Highlighting  their  first  “Open  House”  Day 
and  beginning  what  promises  to  become  a pleas- 
ant annual  custom,  Dr.  Clarence  G.  Salsbury, 
Director  of  the  Navajo  Mission  and  Hospital  at 
Ganado  will  speak  before  the  Woman’s  Auxil- 
iary to  the  Maricopa  County.  Medical  Society 
and  a distinguished  gathering  of  invited  guests. 
“Open  House”  Day  is  Friday,  November  19, 
and  it  will  be  held  at  Heard  Museum  in  Phoenix 
at  two  o ’clock.  Tea  will  be  served  at  3 :30  and 
acceptances  are  requested  from  those  receiving 
invitations. 


The  famed  Dr.  Salsbury,  invitations  to  whose 
annual  conference  at  Ganado  are  eagerly  sought 
by  doctors  all  over  the  country,  is  the  “Mr.  Big” 
of  the  Navajos  and  is  a legendary  figure.  A 
native  of  Canada  and  the  eldest  of  ten  children 
of  a farm  family,  he  acquired  his  Doctor’s  De- 
gree in  1913  from  the  Boston  College  of  Physi- 
cians and  Surgeons.  He  later  interned  at  a New 
York  hospital.  He  spent  the  following  thirteen 
years  as  Superintendent  and  Surgeon  of  several 
hospitals  in  China  and  in  1927  came  to  Arizona 


DR.  CLARENCE  G.  SALSBURY 


when  the  Presbyterian  Board  of  National  Mis- 
sions sent  him  to  the  then  desolate  Ganado  on  “a 
temporary  assignment.”  Through  his  efforts 
alone  he  has  built  a tremendous  plant  up  there 
in  the  Navajo  country,  for  its  seventy  buildings 
today  are  valued  at  $1,250,000. 

During  the  past  nine  years  Dr.  Salsbury  has 
conducted  the  Harlow  Brooks  Memorial  Navajo 
Clinical  Conference  which  is  held  annually  at 
the  Safe  Memorial  Hospital  at  Ganado.  Famed 
physicians  and  surgeons  from  all  over  the  coun- 
try are  happy  to  be  included  in  the  limited  list 
of  those  invited  to  attend.  There  were  five 
doctors  from  the  Phoenix  area  included  in  this 
year’s  conference — the  ninth. 

Dr.  Salsbury  plans  discussing  the  work  of  his 
beloved  mission  and  hospital  on  “Open  House” 
Day,  and  the  afternoon  promises  - to  be  a most 
fruitful  one  for  all  attending. 

He  will  be  introduced  by  the  President  of  the 
State  Auxiliary,  Mrs.  Thomas  H.  Bate,  who 
likewise  will  present  two  other  speakers : Dr. 
Marriner  Merrill,  Chairman  of  Health  Activi- 
ties Board ; and  Mr.  Donald  Lau  who  will  speak 
on  the  Blue  Shield  and  Blue  Cross  activities. 
Hostesses  at  tea  are  Mrs.  Robert  Cummings  and 
Mrs.  John  Green  of  the  Woman’s  Auxiliary  of 
the  Maricopa  County  Medical  Society. 

State  officers  of  the  Auxiliary  are : President, 
Mrs.  Thomas  H.  Bate;  First  Vice-President,  Mrs. 
William  Schuffman ; Second  Vice-President, 
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Mrs.  A.  J.  Present;  Seeretaiy,  Mrs.  Henry 
Hough;  Recording-  Secretary,  Mrs.  Robert  Phil- 
lips, and  Treasurer,  Mrs.  Karl  Harris. 

In  charge  of  the  first  annual  “Open  House” 
Day  are:  Mrs.  L.  L.  Tuveson,  Phoenix;  Mrs. 
Hervey  Paris,  Tucson,  and  Mrs.  Carlos  Craig, 
State  Chairman. 

President  of  the  Maricopa  County  Woman’s 
Auxiliary  is  Mrs.  hi.  Henry  Running  and  of 
the  Pima  County  Woman's  Auxiliary.  Mrs. 
Harold  Kold. 


NOTICE 

This  is  to  notify  members  and  those  eligible 
for  membership  in  the  Arizona  Medical  Auxili- 
ary of  an  emergency  which  has  arisen  due  to  a 
revision  passed  at  the  -Tune  meeting  of  the 


Woman's  Auxiliary  to  the  A.  M.  A.  The  revision 
raised  the  National  dues  from  twenty-five  cents 
(.25)  to  one  dollar  ($1.00)  per  capita. 

The  State  Board  in  session  October  1,  1048 
passed  a like  raise  in  State  dues,  making  your 
current  assessment  two  dollars  ($2.00)  as  com- 
pared with  one  dollar  ($1.00)  last  year.  For 
members-at-large  this  amount  covers,  but  the 
four  organized  counties  will  pay  in  addition 
whatever  sum  they  deem  necessary  to  carry  their 
local  group. 

Submitted  by 

Ruth  E.  Schoffman 

State  Membership  Chairman 
and 

Marjorie  Harris 
State  Treasurer 


OCOTILLO  REST  HOME 

Mannetta  Price  (Mgr.) 

Tuberculars  a specialty.  Rest  and  get  well  in  the  sun  of  the  Desert. 
Rates  reasonable,  good  food.  Day  and  nite  nurse. 

8911  North  Oline  Phone  6-1994 

PHOENIX,  ARIZONA 


GRUNOW  PRESCRIPTION  PHARMACY 

for 

PROFESSIONAL  PRESCRIPTION  SERVICE 


Lois  Grunow  Memorial  Clinic  Building 

McDowell  at  Tenth  Street  Phone  4-4553 

PHOENIX,  ARIZONA 

WE  WILL  CALL  FOR,  FILL  AND  DELIVER  YOUR  PRESCRIPTIONS 
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coming  greater,  members  assisting  in  legislative 
affairs  and  drives  to  raise  funds  such  as,  Red 
Cross,  Community  Chest,  Welfare  League  and 
the  sale  of  Christmas  seals.  In  1933,  Mrs.  Louis 
Baldwin  recommended  that  members  sponsor 
the  furnishing  and  remodelling  of  an  open  air 
school. 

The  following  are  Charter  members: 

Maricopa  County 
Bannister,  Mrs.  Kimball 
Barlow,  Mrs.  Loren 
Berger,  Mrs.  B.  M. 

Brockway  Mrs.  George  M. 

Brown,  Mrs.  Orville  Harry 
Carson,  Mrs.  Harry  R. 

Charvoz,  Mrs.  Elton  R. 

Clohessy,  Mrs.  T.  T. 

Couch,  Mrs.  Garland  B. 

Dameron,  Mrs.  L.  D. 

Drane,  Mrs.  J.  E. 

Felch,  Mrs.  Harry  J. 

Foster,  Mrs.  Robert  C. 

Fournier,  Mrs.  Dudley 
Franklin,  Mrs.  Robert 
Goss,  Mrs.  H.  L. 

Greer,  Mrs.  Joseph  M. 

Hamer,  Mrs.  J.  D. 

Harbridge,  Mrs.  D.  F. 

Hart,  Mrs. 

Holmes'  Mrs.  Fred  G. 


NORTH  AMERICAN  PHILIPS  H.  G.  FISCHER  CO. 

X-RAY  X-RAY 

Yes,  we  handle  all  leading  lines  of  medical  and  surgical 
equipment.  Principle  item  is  our  service. 


STANDARD  SURGICAL  SUPPLY  CO.,  INC. 

Albuquerque  Phoenix  Tueson 


ORGANIZATION  MEETING  OF  THE 
WOMAN’S  AUXILIARY  TO  MARICOPA 
COUNTY  MEDICAL  SOCIETY 

About  October  1,  1924,  a self-appointed  com- 
mittee consisting  of  four  doctors’  wives:  Mrs. 
W.  A.  Schwartz,  Mrs.  C.  B.  Palmer,  Mrs.  T.  E. 
McCall  and  Mrs.  F.  G.  Holmes  met  at  the  home 
of  Mrs.  F.  G.  Holmes  and  decided  to  call  a meet- 
ing of  all  doctors’  wives  residing  in  Phoenix.  A 
luncheon  was  served  on  October  10th  to  approxi- 
mately thirty-two  women  in  the  Professional 
Women's  Club.  Here,  by  unanimous  vote,  a mo- 
tion was  carried  to  the  effect  that  they  organize 
an  auxiliary  for  the  purpose  of  becoming  ac- 
quainted with  one  another  and  aiding  the  doctors 
in  a social  way.  The  officers  unanimously  elect- 
ed were : Mrs.  F.  G.  Holmes'  President ; Mrs.  C. 
B.  Palmer,  Vice-President,  and  Mrs.  W.  A. 
Schwartz,  Secretary-Treasurer.  As  the  organi- 
zation was  formed  for  social  purposes  mainly 
the  minutes  of  that  year  read  mostly  of  the 
good  times  had  by  the  members. 

In  1929,  the  State  Auxiliary  was  organized 
with  Mrs.  0.  H.  Brown  as  the  first  President. 
The  organization  began  to  pattern  itself  from 
National,  and  responsibilities  assumed  were  be- 
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Hughes,  Mi's.  Coit  I. 
Ketcherside,  Mrs.  II.  I). 
Little,  Mrs.  S.  I). 

McCall,  Mrs;  T.  E. 
McIntyre,  Mrs.  A.  J. 
Meason,  Mrs.  James  M. 
Mills,  Mrs.  Harlan  P. 
Palmer,  Mrs.  E.  Payne 
Ploussard,  Mrs.  Charles  N. 
Randolph,  Mrs.  Howell 
Randolph,  Mrs.  Victor  S. 
Robb,  Mrs.  Mayo 
Schwartz,  Mrs.  W.  A. 
Sharp,  Mrs.  Floyd  B. 
Shelley,  Mrs.  A.  A. 
Sherman,  Mrs.  II.  H. 
Sherrill-  Mrs.  W.  P. 
Shields,  Mrs.  George  E. 
Smith,  Mrs.  Willard 
Stroud,  Mrs.  R.  J. 

Thoeny,  Mrs.  0.  W. 
Thomas,  Mrs.  John  Wix 
Vivian,  Mrs.  Charles  S. 

W atkins,  Mrs.  W.  Warner 
We  t,  Mrs.  ().  C. 
Wilkinson,  Mrs.  Will 
Wilson,  Mrs.  Marcus  E. 
Yaudell,  Mrs.  Harley 


Memb&rs-at -Large 

Christianson,  Mrs.  E.  II Miami 

Irving,  Mrs.  C.  E Miami 

Gustetter,  Mi's.  A.  L Nogales 

Hogeland,  Mrs.  F.  T.  Cananea,  Son.  Mex. 

Looney,  Mrs.  R.  N.  Prescott 


Manning,  Mrs.  George  F Flagstaff 

Me  Knight,  Mrs.  James  L..  Tucson 

Pathode,  Miss  Safford 

Reese,  Mrs.  H.  A.  Yuma 

Smelker,  Mrs.  V.  A Nogales 

Swackhamer,  Mrs.  C.  H.  Superior 

Swetnam,  Mrs.  C.  R Prescott 

Thomas,  Mrs.  C.  A.  Tucson 

Wilson,  Mrs.  J.  C. Wilcox 

Yount,  Mrs.  C.  E Prescott 


The  first  State  board  meeting  was  held  at 
the  Phoenix  Country  Club,  Friday,  Oct.  1,  1948, 
the  State  President-  Mrs.  Thomas  Bate,  presid- 


ing. The  program  was  supplemented  by  the  re- 
ports of  the  chairmen  and  officers. 

The  mid-year  board  meeting  will  be  held  in 
Tucson,  Friday,  February  18th. 

Respectfully  submitted, 

Mona  Cohen, 

State  Publicity  Chr. 


GILA  COUNTY  MEDICAL  AUXILIARY 
1947-1948 

As  a new  unit,  and  a small  one,  with  some  of 
the  members  coming  forty-five  miles  over  rough 
mountain  roads,  we  met  only  in  conjunction  with 
the  county  medical  society,  at  the  Globe-Miami 
( Country  Club. 

These  meetings  are  usually  held  throughout 
the  fall  and  winter  at  intervals  of  from  one  to 
two  months,  in  the  form  of  dinner  parties.  The 
regular  medical  and  auxiliary  meetings  follow. 

Projects  are  simple  in  keeping  with  our  size, 
and  not  overlooking  the  barrier  of  distance.  This 
year’s  project  is  to  raise  money  by  individual  en- 
terprise, such  as  private  bridge  or  bingo  par- 
ties, to  buy  bed  lamps  for  the  Gila  County  Hos- 
pital. 

Next  year,  when  we  are  more  experienced  in 
auxiliary  work,  we  hope  to  be  more  active,  and 
to  form  a broader  and  more  definite  program. 

Respectfully  submitted, 

RUTH  AARNf  (Mrs.  John  C.) 


Mrs.  John  C.  Aarni,  President  Gila  County 
Medical  Auxiliary. 

Trained  as  a nurse  in  the  Dallas  City-County 
Hospital,  Dallas,  Texas,  from  September,  1933 
to  September,  1936. 

Married  John  C.  Aarni,  a resident  physician 
at  the  hospital  in  1936.  Received  RN  October, 
1936. 

Moved  to  Arizona  in  1938,  and  except  for  a 
short  interval  during  the  war,  has  resided  here 
since,  living  in  Hayden,  Tucson,  Fort  Huachuca, 
and  in  Ray. 

Mother  of  two  children,  a daughter,  eleven, 
and  a son  five,  born  while  his  father  was  overseas. 

Write)'  of  verse,  most  of  which  was  published 
under  maiden  name  of  Ruth  McClure.  Aspires 
to  the  writing  of  fiction  and  articles,  at  which 
she  has  spent  some  time  during  this  past  year. 


Your  Neighborhood  Drug  Store 

OLSEN'S  PHARMACY 

PRESCRIPTION  PHARMACISTS 

McDowell  Rd.  and  16th  St.  Phone  3-0001 

PHOENIX,  ARIZONA 
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Woman’s  Auxiliary 

Report  of  the  Twenty-fifth  Annual  Conven- 
tion of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 

The  vastness  of  the  Woman’s  Auxiliary  to  the 
Medical  Association  and  its  work  is  felt  when  one 
attends  a National  Conveniion  of  the  organiza- 
tion, such  as  the  one  held  in  Chicago,  June  21-24. 
To  meet  its  members  and  hear  them  discuss  their 
problems  and  report  their  year's  work  gives  one 
the  feeling  that  the  doctors’  wives  of  the  entire 
nation  are  organized  with  a single  purpose — that 
of  aiding  the  Medical  Association.  Surely  the  in- 
fluence of  these  women  can  be  felt,  when  they 
are  striving  through  their  various  contacts,  to 
disseminate  correct  medical  information. 

Our  national  membership  this  year  totaled 
42,262,  an  increase  of  7,347.  This  number  is  ex- 
clusive of  the  membership  of  the  states  of  New 
Hampshire  and  Massaehn  etts  and  the  Territory 
of  Hawaii  which  are  newly  organized. 

A most  interesting  report  of  the  division  of 
public  relations  was  given,  showing  the  many, 
many  ways  the  auxiliaries  accomplish  their  aims, 
ever  emphasizing  the  fact  that  the  doctor’s  wife 
is  the  medium  between  the  doctor  and  the  public 
and  that  she  should  show  leadership  in  health 
matters.  The  following  projects,  sponsored  by 
the  Medical  Auxiliaries,  proved  successful  in  the 
different  states : provided  speakers  for  various 
meetings,  arranged  radio  programs,  distributed 
manuals  on  rheumatic  fever  and  cancer  control, 
held  poster  contests,  provided  loan  closets  with 
surgical  supplies  to  cancer  victims,  provided 
nursing  scholarships,  sponsored  speaking  con- 
tests on  tuberculosis  in  senior  high  schools,  gave 
information  on  student  nurse  enrollment,  organ- 
ized educational  film  service,  gave  Hygeia  as  a 
gift  to  all  new  mothers,  organized  study  groups 
to  learn  of  pre-medical  payment  plans,  helped 
health  agencies  in  campaigns,  and  gave  instruc- 
tions on  anti-social  medicine.  Our  goals  may  seem 
far  away  and  our  accomplishments  may  not  be 
great  at  the  moment,  but  momentum  will  be 
gained  and  results  are  sure  to  come. 

The  important  matter  of  changing  the  by-laws 
to  permit  the  raising  of  the  national  dues  to 
$1.00,  which  would  include  the  subscription  to 
a new  ‘ ‘ publication,  ’ ’ brought  about  an  interest- 
ing discussion.  The  final  vote  was  in  favor  of 
the  increase,  but  the  decision  as  to  whether  there 
will  be  a new  “publication,”  besides  the  Bulle- 
tin, will  be  left  to  the  Advisory  Board  to  the 
Woman’s  Auxiliary. 

Many  felt  the  Bulletin,  of  which  18,000  copies 
were  printed  and  mailed  last  year,  is  sufficient. 
If  there  should  be  another  “publication”  it 
would  contain  material,  important,  entertaining, 
and  educational  to  every  doctor’s  wife,  while  the 
present  Bulletin  would  remain  essentially  an  of- 
ficer’s handbook. 

Hygeia  will  hold  its  place  of  importance,  with 
prizes  awarded  for  the  number  of  subscription 


credits  secured  during  the  contest  period.  There 
were  225,000  subscriptions  to  this  magazine  last 
year,  an  increase  of  16,000. 

The  report  on  legislation  asked  that  the  influ- 
ence of  State  Auxiliaries  be  felt,  in  objecting 
through  their  Congressmen,  to  the  registration 
of  physicians  for  draft.  It  was  also  stated  that 
the  National  Health  School  Bill  was  not  sanc- 
tioned by  National  P.  T.  A.  as  reported. 

The  following  officers  were  installed  for  1948- 
1949: 

President Mrs.  Luther  11.  Kice 

New  York 

President-Elect Mrs.  David  Allman 

New  Jersey 

1st  Vice  President Mrs.  Ralph  Eusden 

California 

2nd  Vice  President Mrs.  W.  W.  Potter 

Tennessee 

3rd  Vice  President.... .Mrs.  L.  E.  Harvie 

Michigan 

4th  Vice  President Mrs.  R.  Flanders 

New  Hampshire 

Corresponding  Secretary.. .....Mrs.  Geo.  Turner 

Texas 

Treasurer Mrs.  A.  A.  Herold 

Louisiana 

Two  Year  Directors 

Mrs.  James  Simonds Illinois 

Mrs.  J.  D.  Hamer : Arizona 

Mrs.  Leo  J.  Shaeffer Kansas 


McLEOD 

OPTICAL  DISPENSERS 


NORMAN  McLEOD,  Manager 


★ 


Bausch  & Lomb  Products 


★ 


522  Professional  Building 
Phone  2-9201  Phoenix,  Arizona 
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One  Year  Directors 


Mrs.  Eustace  A.  Allen Georgia 

Mrs.  David  S.  Long .Missouri 


Our  own  Mrs.  J.  1).  Hamer,  Phoenix,  Arizona, 
was  elected  chairman  of  the  1949  nominating 
committee. 

It  seems  appropriate  here  to  pay  tribute  to 
Mrs.  Hamer,  our  past  national  president.  We 
from  Arizona  have  reason  to  be  proud  of  her 
and  the  good  will  she  has  established,  not  only 
for  herself,  but  for  our  state.  Your  delegates 
noted,  with  pleasure,  the  warmth  of  greetings 
she  received  from  Auxiliary  members.  She  truly 
claims  the  love  and  deep  respect  of  those  with 
whom  she  worked  and  those  she  contacted  during 
her  term  of  office. 

There  is  an  ever  increasing  need  for  the  con- 
tinued work  of  medical  Auxiliaries,  for  who 
should  be  better  informed  on  health  problems  and 
who  should  teach  them  if  not  these  groups  of  or- 
ganized women  ? 

The  social  events  of  the  Twenty-fifth  Conven- 
tion of  the  Woman's  Auxiliary  to  the  American 
Medical  Association  were  as  follows: 

On  June  21st  a tea  honoring  Mrs.  Eustace  A. 
Allen,  President,  and  Mrs.  Luther  II.  Kice,  Presi- 
dent-Elect, was  held  in  the  Century  Room  of  the 
LaSalle  Hotel. 

A luncheon  was  given  June  22d  honoring  the 
Past  Presidents  of  the  Woman’s  Auxiliary  to  the 


American  Medical  Association,  in  the  Grand 
Ballroom  of  the  LaSalle  Hotel,  at  which  time 
Dr.  Morris  Fishbein,  Editor  of  the  Journal  of 
the  American  Medical  Association  and  Ilygeia, 
was  Guest  Speaker.  The  theme  of  his  address 
was  the  importance  of  the  doctor’s  wife  as  a 
liaison  between  the  medical  profession  and  other 
organized  groups.  He  was  most  complimentary 
to  the  Auxiliary  for  its  Very  fine  work  in  help- 
ing with  all  phases  of  problems  pertinent  to  the 
practice  of  medicine,  such  as  health  legislation 
and  giving  assistance  to  health  agencies.  He 
called  to  our  attention  the  rapidity  with  which 
we  had  grown  and  what  a powerful  group,  for 
disseminating  knowledge,  we  could  be.  He  also 
mentioned  that  it  would  be  helpful  to  all  physi- 
cians’ wives,  even  though  they  were  not  members 
of  the  Auxiliary,  to  have  another  publication 
on  health.  It  would  in  no  manner  replace  Ilygeia 
nor  the  Bulletin.  He  touched  on  the  subject  of 
the  recent  Government  Health  Bill,  which,  he 
stated  had  been  shelved  for  the  moment. 

The  second  luncheon,  held  June  23d,  was  the 
highlight  of  the  entire  convention.  This  lunch- 
eon was  given  in  honor  of  Mrs.  Eustace  A. 
Allen,  President,  and  Mrs.  Luther  H.  Kice, 
President-Elect.  It,  too,  was  held  in  the  Grand 
Ballroom  of  the  LaSalle  Hotel.  The  speakers' 
table  was  surrounded  with  officers  from  both 
the  American  Medical  Association  and  the  Auxil- 
iary. 
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The  Guests  of  Honor  were : Dr.  Edward  L. 

Bortz,  President;  Dr.  It.  L.  Sensenich,  President- 
Elect  ; Dr.  J.  J.'  Moore,  Treasurer;  Dr.  George  F. 
Lull,  Secretary  and  General  Manager ; Dr.  Mor- 
ris Fishbein,  Editor  of  the  Journal  and  Hygeia ; 
Dr.  Elmer  L.  Henderson.  Chairman  of  the  Board 
of  Trustees;  Dr.  W.  W.  Bower,  Director  of 
Health  Education  Services  of  the  American  Med- 
ical Association ; and  the  members  of  the  Ad- 
visory Council  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association. 

We  were  privileged  to  hear  several  brilliant 
speakers.  Dr.  Edward  L.  Bortz  discussed  the 
need  for  alertness  and  preparedness  of  civilian 
population  in  the  event  of  atomic  warfare.  Dr. 
W.  W.  Bower  told  of  the  availability  of  guest 
speakers  for  health  education  programs.  He 
suggested  that  dates  should  be  set  well  in  ad- 
vance so  that  guest  speakers  might  give  more 
than  one  lecture  in  the  vicinity.  Prepared  disks 
for  radio  on  all  health  subjects  are  available 
upon  request.  Dr.  Bower  was  most  gracious  in 
offering  the  facili.ies  of  his  department  and 
urged  the  Auxiliary  to  avail  themselves  of  these 
services. 

Dr.  Elmer  L.  Henderson  complimented  the 
Auxiliary  highly  on  its  splendid  cooperation 
with  the  physicians  in  helping  to  explain  medi- 
cal problems.  He  felt  that  we  should  continue 
work  of  this  kind.  Even  though  the  recent  bill 
for  government  controlled  medicine  has  been 
shelved,  he  emphasized,  that  it  is  certain  to  be 
brought  before  Congress  again  in  one  form  or 
another.  The  Auxiliary  must  be  able  to  explain 


accurately  any  phase  of  health  legislation  from 
the  physician’s  viewpoint. 

Mrs.  Rollo  K.  Packard  concluded  the  luncheon 
talks  with  a short  resume  of  the  interesting  di- 
versions that  Chicago  offers,  including  a new 
phase  of  entertainment.  The  Furniture  Mart 
extended  Auxiliary  members,  upon  appointment, 
the  privilege  of  previewing  the  latest  methods 
of  interior  decorating.  Rooms  were  shown  from 
the  reception  hall  through  the  kitchen,  in  any 
color  scheme  with  any  period  of  furniture.  The 
large  department  stores  would  give  private 
style  shows  for  Auxiliary  members,  by  appoint  - 
ment.  Not  only  was  the  occasional  wardrobe  to 
be  modeled  but  an  entire  bridal  procession  in 
any  color  scheme  could  be  seen.  Upon  request 
the  .manequins  would  model  any  sports  wear, 
such  as,  tennis,  riding,  skiing,  or  clothes.  Mrs. 
Packard  asked  that  we  leave  our  names  for  ap- 
pointment cards  at  the  registration  desk. 

After  adjourning  the  luncheon  meeting  the 
delegates  and  members  continued  the  afternoon 
session. 

One  of  the  afternoon  activities  will  long  be 
remembered  by  those  who  attended.  Mrs.  Arthur 
I.  Edison,  Hygeia  Chairman,  showed  the  assem- 
bly, for  the  first  time,  the  Hygeia  Memorial 
Plaque  given  by  Dr.  Herman  L.  Kretschmer  in 
memory  of  his  wife,  Lucy  Barnett  Kretschmer. 
The  Plaque  was  accepted  by  the  Auxiliary  in 
19-1-1  and  this  was  the  first  opportunity  that  the 
assembly  had  had  to  see  it.  There  is  room  on  the 
Plaque  to  inscribe  names  of  winning  contestants 
in  the  Hygeia  contest  for  the  next  twenty  years. 
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The  annual  dinner  of  the  Woman’s  Auxiliary 
for  members  and  husbands  was  held  in  the  Grand 
Ballroom  of  the  LaSalle  Hotel  the  evening  of 
dune  -4.  After  the  dinner  a reception  was  held 
in  honor  of  the  President  of  the  American  Medi- 
cal Association  at  the  Palmer  House. 

This  closed  a year  of  great  progress  in  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation due  to  the  able  leadership  and  devotion 
of  our  President,  Mrs.  Eustace  A.  Allen. 

We  should  like  to  take  this  opportunity  to  ex- 
press our  gratitude  to  Mrs.  Rollo  K.  Packard, 
Convention  Chairman,  and  her  very  fine  com- 
mittee for  arranging  a most  entertaining  con- 
vention in  the  unforgettable  city  of  memories, 
( 'hicago. 

Respectfully  submitted 

Mrs.  M.  L.  Kent, 

Mesa  Delegate  Chairman 

Mrs.  Thomas  A.  Hartgraves, 

Ph  oenix 

Mrs.  D.  E.‘  Schell, 

Tucson 


Presentation  of  Petechiometer,  a new  medical 
instrument  perfected  by  the  Rexall  Drug  Com- 
pany, has  been  made  to  the  Smithsonian  Institu- 
tion for  its  history  of  medicine  collection.  The 
Petechiometer  is  a new  device  which  is  able 
to  determine  capillary  fragility  within  two  min- 
utes, thus  saving  doctors  as  much  as  45  minutes 
time.  It  is  small  enough  to  be  carried  in  the 
doctor’s  handbag. 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arizona 


THE  CLINICAL  LABORATORY 

LABORATORY  HOME  SERVICE 

504  North  Central  Avenue 
2-5413  3-1303 

PHOENIX,  ARIZONA 


Tuberculosis  Abstracts 


In  the  war  against  tuberculosis  the  mass  X-ray 
survey  may  well  In*  considered  as  a reconnais- 
sance undertaken  to  discover  where  the  enemy 
is  hidden,  so  that  practicing  physicians  in  the 
area  may  attack  the  disease  most  effectively. 
It  is  upon  their  efforts,  supplemented  by  serv- 
ices within  the  community  and  reinforced  by 
public  awareness  of  the  problem,  that  success  or 
failure  in  the  control  of  tuberculosis  depends. 

THE  COMMUNITY  AS  A FORCE  IN  THE 
CONTROL  OF  TUBERCULOSIS 

Modern  epidemiological  methods  in  the  con- 
trol of  communicable  diseases  makes  it  impera- 
tive for  workers  in  the  field  to  know  where,  when, 
who,  and  how  many  any  given  disease  attacks. 
The  swiftest  and  most  efficient  way  to  the  heart 
of  this  problem  in  the  field  of  tuberculosis  is 
through  X-ray  surveys  of  large  population 
groups,  preferably  those  which  compose  large 
metropolitan  areas.  These  present  all  manner  of 
social  complexity,  racial  variation'  and  economic 
resources. 

At  the  beginning  of  organized  control  move- 
ments, it  was  believed  that  the  most  effective 
means  of  discovering  the  exact  nature  of  the  tu- 
berculosis problem  in  the  United  States  was 
through  surveys  of  industrial,  occupational  and 
racial  groups.  However,  the  knowledge  thus  se- 
cured was  at  best  spotty  and  was  likely  to  be 
misleading  when  the  whole  population  of  t lie 
country  was  considered.  It  was  thereupon  de- 
termined to  delve  into  those  vast  reservoirs  of 
human  beings  which  are  our  great  cities.  Here 
are  all  the  maladies  that  are  suffered  by  man- 
kind. Through  a prompt  discovery  of  the  tu- 
berculosis problem  in  the  larger  cities  of  our 
country,  a reasonably  exact  knowledge  of  the 
extent  of  the  problem  could  be  realized,  public 
action  stimulated,  and  professional  forces  joined. 

City-wide  X-ray  surveys  can  be  conducted 
with  relative  economy  of  means  and  money. 
Concentration  of  personnel,  machinery,  and  edu- 
cational devices  within  densely  populous  com- 
munities provides,  in  certain  respects,  quicker 
and  more  valuable  results  than  do  studies  con- 
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ducted  in  sparsely  settled  areas.  Previous  ex- 
perience in  cities  already  surveyed  indicates 
that  if  present  facilities  are  fully  utilized,  the 
increased  case  load  of  tuberculosis  will  not  pre- 
sent a grave  problem  to  the  community.  Seventy 
per  cent  of  all  new  cases  discovered  by  mass 
X-ray  survey  are  minimal  and  do  not  constitute 
a grievous  public  health  problem.  Most  of  these 
cases  will  be  noninfectious ; the  disease  process 
will  be  incipient ; and  the  probability  of  serious 
progression  with  adequate  follow-up,  will  be 
slight.  Such  cases  can  be  cared  for  by  private 
physicians  and  public  clinics,  assisted  by  public 
health  nurses  and  medical  social  workers.  Sana- 
torium beds  now  occupied  by  noninfectious  cases 
can  be  given  over  to  far-advanced  virulent  dis- 
ease which  constitutes  a menace  to  the  local 
population. 

Minimal,  noninfectious  cases  are  private  physi- 
cians’ cases,  not  sanatorium  cases.  The  private 
practitioner  can  be  a major  force  in  the  future 
control  of  tuberculosis  in  the  communities  of 
our  country  if  he  participates  in  follow-up  activi- 
ties after  the  survey  has  been  completed. 
Through  his  efforts,  minimal  tuberculosis  can 
be  checked  and,  in  individual  cases,  never  be- 
come serious.  Under  the  physician’s  care,  need- 
less distress  and  tragedy  can  be  avoided.  As  a 
consequence  of  his  vigilance,  the  general  prac- 
titioner can  reduce  measurably  the  occurrence  of 
deaths  from  tuberculosis. 

Often  communities  can  afford  to  enlarge  pres- 
ent clinic  and  hospital  facilities  when  they  can- 
not afford  to  build  new  institutions.  Recruiting 


professional  personnel  is  always  a serious  prob- 
lem everywhere.  However,  resolute  efforts  to 
procure  and  then  train  professional  workers  will 
be  productive  of  fruitful  results. 

An  aroused  community  makes  for  organized 
action.  An  informed  community  acts  collective- 
ly as  a social  weapon  against  any  threat  to  its 
existence.  A community  aware  of  the  problem 
confronting  it  and  organized  for  effective  action 
is  the  principal  force  in  a program  to  control 
tuberculosis.  Isolated  leaders  and  their  follow- 
ers, no  matter  how  well  trained  or  how  pro- 
foundly dedicated,  have  little  potency  without 
the  strength  inherent  in  the  human  and  eco- 
nomic resources  of  mobilized  communities.  By 
now  it  must  be  plain  that  the  fight  against  tu- 
berculosis is  a social  and  economic  movement 
as  well  as  a disease  problem.  We  now  have 
enough  information  to  be  confident  that  an 
awakened  awareness  of  the  people  is  the  chief 
tool  for  triumph. 

The  Community  as  a Force  in  the  Control  of 
Tuberculosis , Francis  J.  Weber,  M.D.,  Editorial, 
Public  Health  Reports,  September  5,  1947. 


AN  ANNOUNCEMENT 

The  South  Atlantic  Association  of  Obstetri- 
cians and  Gynecologists  announces  the  establish- 
ment of  “The  Foundation  Prize.”  Authors  of 
papers  on  Obstetrical  or  Gynecological  subjects 
desiring  to  compete  for  the  prize  may  obtain  in- 
formation from  Dr.  E.  D.  Colvin,  Secretary- 
Treasurer,  1259  Clifton  Road,  N.  E.,  Atlanta,  Ga. 


PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

CHARLES  W.  SULT,  Jr.,  M.  D. 

Diplomate  of  American  Board 

Practice  Limited  Exclusively  to 

Practice  limited  to 

PSYCHIATRY  AND  NEUROLOGY 

NEUROLOGY,  PSYCHIATRY  AND 

Telephone  2-2181  733  W.  McDowell  Road 

ELECTROENCEPHALOGRAPHY 

If  no  answer,  3-4189 

710  Professional  Building 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

THIS  SPACE  FOR  SALE 

NEUROLOGY  and  PSYCHIATRY 

FOR  INFORMATION  AND  RATES 

1515  North  Ninth  Street 

write  to 

PHOENIX,  ARIZONA 

ARIZONA  MEDICINE 

Certified  by  American  Board  of 

4 1 8 Heard  Building 

Psychiatry  and  Neurology 

PHOENIX,  ARIZONA 

H)6 


Arizona  Medicine; 


X ovcmber,  1948 


PHYSICIANS'  DIRECTORY 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 
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